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Reflecting 


What  physicians  must  do 
to  take  back  control  of  medicine 


Endorsed  by 


five 


medical  associations, 


thousands  of  Doctors  already  use 

this  ^ B V t C £ 

cardiovascular 


to  initiate 


introducing, 

the  PHONE 

A 

-Z  JLs  thousands  of  your  colleagues  already  know,  the  easiest  and  most  economical  way  to  get  the  exact  vehicle  you 
want  is  over  the  phone.  That’s  because  the  tremendous  volume  buying  power  of  Autoflex  Leasing  allows  them 
to  offer  the  lowest  prices  and  the  widest  variety  of  lease  programs  in  the  country.  With  no  down  payment, 
no  security  deposit,  next  day  home/office  delivery,  lower  monthly  payments,  free  rent  cars,  service  assistance, 
trade-ins,  GAPP  insurance  and  more;  you’re  literally  only  a quick  and  exciting  phone  call  away  from  getting  the 
new  car  that  you  deserve!  For  more  information,  visit  us  at  www.autoflex.com  or  call  1 -800-678-FLEX  (3539) 


► * 4 


There's  a new  breed  in  town! 


That's  right!  Beginning  in 
February  new  coverages  will  be 
available  to  you,  so  watch  your 
mail  for  complete  details... 


^Tex 
^ Ass 


TexasMedical 

Association 


Administered  by  TMAIT. 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


THE  BIG  PICTURE 


North  Beach  St 
Molokai,  Hawi 


If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor, 
Texas  Medicine,  Texas  Medical  Association,  401  W 15th  St,  Austin,  TX  78701. 
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Now! 


Malpractice 

Insurance 

AHernatives! 


“Insurance  and  Risk  Management  Services  Since  1947” 

Call  (Houston)  Toll  Free:  888.661 .8500 
Call  (San  Antonio)  Toll  Free:  888.558.2825 


As  specialists  in  malpractice  insurance,  the  Cunningham  Group  can  offer 
you  top-rated  and  cost  effective  malpractice  insurance  alternatives  for: 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 

• Clinics  • Surgery  Centers  • IPA’s  • PHO’s  • MSO’s  • 

• Multi-Specialty  Practices  • 


For  Additional  Information,  Contact: 


Houston  - Cunningham  Group 
Dominic  Arriaga 
6750  W.  Loop  South,  Suite  500 
Bellaire,  Texas  77401 
Telephone:  Toll  Free  888.661 .8500 
or  281.681.1131 
Fax:  281.681.1151 


San  Antonio  - Cunningham  Group 
Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558,2825 
or  210.561.7909- 
Fax:  210.561.2859 


Office  Locations: 


Houston,  Texas  • San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio  • Pittsburgh,  Pennsylvania  • San  Diego,  California 


Of  Pap  smears  and 
managed  care 

IN  “Pap  Smear  Concerns” 
(November  1997  Texas  Medicine,  pp 
44-46),  Teri  Moran  points  out  that 
managed  care  contracts  often  require 
that  laboratory  and  pathology  speci- 
mens be  sent  to  designated  laborato- 
ries. It  is  possible,  if  not  likely,  that  the 
lab  involved  has  contracted  with  the 
managed  care  company  by  making  the 
lowest  bid  for  the  services  involved,  not 
by  demonstrating  high-quality  work. 
Sometimes  the  laboratory  is  in  a differ- 
ent city,  making  it  difficult  for  the  re- 
ferring physician  to  determine  quality, 
to  communicate  with  the  pathologist 
in  complicated  cases,  or  to  get  prompt 
results  in  emergency  cases. 

Recently,  one  of  the  laboratories 
used  by  a managed  care  company  that 
we  had  contracted  with  was  found  to 
be  sending  Pap  smears  and  pathology 
specimens  out  of  state.  It  was  deter- 
mined that  the  out-of-state  patholo- 
gists involved  in  reviewing  the  Pap 
smears  and  pathology  specimens  were 
not  licensed  to  practice  medicine  in 
Texas.  The  physicians  in  my  group 
were  concerned  that  this  constituted  a 
violation  of  the  Medical  Practice  Act 
of  Texas,  and  we  refused  to  have  sped- 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632; 
e-mail  larry_b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  lenph  to  400  words  or  less.  If  neces- 
sary you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors,  and  are  subject  to  editing  and  abridgment. 
Letters  represent  the  opinions  of  the  authors  and  do  not  necessar- 
ily reflect  the  policies  of  the  Texas  Medical  Association. 


mens  sent  out  of  state.  The  managed 
care  company  agreed  to  use  an  in-state 
laboratory,  albeit  in  a different  city, 
with  physicians  licensed  in  Texas.  This, 
of  course,  did  not  obviate  the  difficul- 
ties cited  above,  but  it  at  least  avoided 
possible  violations  of  the  law.  As  this 
example  shows,  it  is  not  necessary,  as 
Dr  Kenneth  Davis  suggests  in  the  arti- 
cle, to  cite  extreme  examples  to  con- 
demn the  practices  of  managed  care; 
some  of  the  routine  practices  suffice. 

Thomas  Strama,  MD 

7550  Fannin 

Houston,  TX  77054-1989 

Hurdles  for  out-of-state 
licensure 


WHEN  I FIRST  MOVED  TO 
Texas,  I didn’t  think  it  would 
be  difficult  to  obtain  a full,  un- 
restricted medical  license.  After 
all,  I had  read  in  the  initial  application 
packet  published  by  the  Texas  State 
Board  of  Medical  Examiners  (TS- 
BME)  that  187  out  of  the  254  Texas 
counties  were  designated  either  med- 
ically underserved  areas  or  health 
provider  shortage  areas  (US  Depart- 
ment of  Health  and  Human  Services 
data,  1995).  In  addition,  7 Texas 
counties  didn’t  have  a physician  at  all. 

I thought  that  there  must  be  a great 
need  for  physicians  in  Texas.  Being  a 
family  medicine  resident,  I was  eager 
to  obtain  my  medical  license  so  that  I 
could  begin  to  explore  practice  oppor- 
tunities in  the  rural  areas  of  Texas. 
After  submitting  my  application,  I 


was  shocked  to  find  out  that  since 
took  USMEE  Step  III  out  of  state,  tft 
TSBME  would  not  be  able  to  proces 
my  application  for  licensure  by  exam 
ination  and  that  I would  have  to  appl; 
for  licensure  by  reciprocal  endorse 
ment  from  another  state. 

Since  I went  to  medical  school  anc 
did  my  internship  outside  the  state  o 
Texas,  I took  and  passed  all  three  part 
of  the  USMEE  examination  outsidi 
of  Texas.  The  TSBME  informed  mi 
that  the  Texas  Administrative  Cod( 
specifies  that  “applicants  for  licensun 
by  examination  must  apply  for  and  si 
for  the  required  examination  in  thi 
state  ...”  (Title  22,  Texas  Administra 
tive  Code,  part  9,  chapter  163.1.H). 

In  essence,  the  TSBME  would  no 
accept  USMEE  Step  III  scores  tha 
were  taken  out  of  state.  Oddly  enough 
TSBME  would  accept  USMEE  Steps  ' 
and  II  scores  taken  out  ofTexas. 

The  antiquated  Medical  Practic( 
Act,  written  in  1907  (Article  4495b 
sec  3.05),  governs  the  actions  of  thd 
TSBME  and  the  methods  by  which  li  j 
censure  is  granted  in  Texas.  During, 
the  most  recent  session  of  the  Texai, 
Legislature,  Sen  David  Cain  introj 
duced  SB  1699,  which  sought  tc 
amend  and  modify  certain  portions  o) 
the  Medical  Practice  Act.  Unfortu- 
nately, SB  1699  did  not  get  very  far  in 
the  Senate;  it  was  tabled  after  an  end- 
less discussion  of  abortion  was  tacked 
onto  the  bill’s  amendments. 

What  incentive  do  rural-minded 
physicians  from  out  of  state  have  foi 
coming  to  Texas  when  faced  with  all 
the  hurdles  the  TSBME  puts  forth?  II 
the  steep  licensure  fees  aren’t  enough 
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Package,  3rd  Seat,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air  Conditioning  and  Running  Boards!! 


ii  closed-end  lease  with  purchase  option.  MSRP-  S34,635.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $2^3  due  at  inception. 
Wo  security  deposit  on  approved  credit.  Total  of  payments-  $21,504.  $250  disposal  fee.  Based  on  15K  miles  per  year  wifh  15«  penalty  for 
every  added  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit.  Good  through  1/31/98. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  ARE  WELCOME!! 


Superior  Leasing  Vice  President  & General  Manager,  Steve  Sanderson 
welcomes  John  Welch  as  his  new  Medical  Director. 


C!UPERIOF^ 

-^=1 E A f=;TMa^= 

Superior  Leasing  means  “Superior  Service”.., 


www.superiorleasing.com 


/ Oe posit  ' t^ext 

urn  s p*"  • (i/o  Ooikrn  • tVt?  Surprises  ut  Oelirert^l 

• 7ru/^  Free  Uduyteer  Curs  • "H-ussle-Pree  Shopping 

I • Cr/ilP  /nsurunce  lypoluded  • disk  d^bout  Cush 


£>uok 


CALL  TOLL  FREE: 


1-800-988-0994 

Or  (972)  994-0994 


perior  Leasing 
;5  endorsed  by 
he  physicians 
'themselves!! 
ere's  what  one 

I 

had  to  say... 


Dear  John  Welch, 

"Thank  you  for  the  excellent  advice  and  service  in  my  recent  transaction  with  Superior 
Leasing.  You  did  a great  job  in  securing  the  exact  vehicle  that  I wanted.  The  car  was 

delivered  with  a full  tank  of  gas  and  in 
showroom  condition.  I appreciated  your 
follow-up  calls.  I will  recommend  you 
to  my  family  and  friends." 

Dr.  Alan  Ettinger,  D.P.M.,  Ft.  Worth,  TX 


"Home  of  the  tailor-made  lease  " 


mileage,  low  mileage,  closed  or  open-ended,  maximum  tax  impact,  multiple  security  deposits,  zero  or  maximum  down  and  regardless  of  credit  history., 
whatever  you  need,  Superior  Leasing  can  provide.  We  will  custom  tailor  a lease  to  best  fit  your  needs! 


Letters 


1338  WINTER 

LcadeRMp 

Confmiice 

Foctts  OB  ProfessmalisBi 

Febriary  28 

Renaissance  Anstin  Hetel 


‘^e^tnred  ^ pctikets 

Phil  H.  Berry  Jr.,  MD,  President 
Texas  Medical  Association 

William  R.  Archer  III,  MD 
Commissioner  of  Health,  Texas  Department  of  Health 

Linda  L.  Emanuel,  MD,  PhD 
Vice  President  for  Ethical  Standards 
and  Head  of  the  Institute  for  Ethics, 
American  Medical  Association  (invited) 

The  Honorable  Charles  Norwood 
Representative,  10th  Congressional  District  of  Georgia 
U.S.  House  of  Representatives 

Dawn  Duster:  “Avoiding  Fraud  and 
Abuse  Pitfells  in  Your  Practice” 

Luncheon  compliments  of  TMA  Insurance  Trust 
AMA  PRA  Category  1 credit  approved 
1998  TMA  Strategic  Planning  Conference 
Free  registration  for  TTvlA  members 

^Uhs  tUnAl 

For  more  ioformation,  call  Texas  Medical  Association  at 
(800)  880-1300,  ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA’s  web  site  at  www.texmed.org. 


TexasMedical 

Association 


($800  for  initial  licensure,  $300  yearly 
thereafter),  Texas  is  the  only  state  thatj 
requires  all  physicians  to  pass  a med- 
ical jurisprudence  exam. 

While  the  TSBME  does  serve  as  a 
watchdog  for  the  public  for  ensuring 
that  only  fully  qualified  physicians  prac- 
tice in  this  state,  I think  its  standards 
have  grown  too  high.  The  TSBME  and 
the  Medical  Practice  Act  were  written  in 
the  pre-Flexner  days  of  the  early  1900s 
to  keep  out  bogus  physicians  and  grad- 
uates ol  unaccredited  schools.  Now  the 
only  thing  that  the  TSBME  does  is  to 
create  endless  forms  and  larger  obstacles 
for  physicians  to  clear  before  being  al- 
lowed to  practice  in  this  state.  Write 
your  local  state  congressman  or  senator 
about  your  concern  and  urge  support  of 
Senator  Cain’s  SB  1699  during  the 
1999  legislative  session. 

Srihari  Gopal,  MD 

8181  Fannin  St,  #713 
Houston,  TX  77054 
sgopal@bcm.  trnc.  edu 
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From  Your  President 


Ten  steps  to  freedom 

Taking  back  control  of  medicine 

By  Phil  H . Berry,  Jr,  M D , TMA  president 


Frustration  seems  to  be  a 
part  ot  our  daily  lives,  and  I catch 
myselt  wondering  frequently  how 
and  why  we  got  so  far  astray  of  the 
ways  we  all  want  to  practice  medicine 
— unhindered,  with  patients  tore- 
most  in  our  thoughts. 

While  we  were  busy  trying  to  do  the 
right  thing,  paying  attention  to  our 
continuing  education  and  to  our  pa- 
tients’ needs,  others  began  to  realize 
that  “health  care”  was  a multibillion- 
dollar  industry,  and  they  began  to  fig- 
ure ways  they  could  share  in  the  pie. 
Out  of  fear  of  being  left  out,  we  enlisted 
in  droves  for  reduced  payment,  think- 
ing the  increase  in  volume  would  offset 
the  decreased  reimbursement.  We  were 
like  sheep,  corralled  and  led  without 
objection,  and  even  sad  if  we  could  not 
get  into  these  programs,  these  new 
“managed  care  HMO  things.” 

Now,  as  the  ratchet  comes  down 
on  us,  and  the  insurance  companies 
test  our  mettle  as  they  want  to  go  be- 
low Medicare  rates  on  reimbursement, 
we  all  begin  to  wonder  what  to  do 
next.  What  if  way  back  when  this  all 
started,  we  had  simply  said  no?  What 
if  we  had  said,  all  together  in  a mighty 
voice,  “Our  freedom  of  choosing  how 
we  practice,  whom  we  see,  when  we 
work,  and  for  how  much  is  far  more 
valuable  than  the  volume  of  patients 
you  are  dangling  before  us?” 

Well,  we  didn’t.  And  now  we  won- 
der, fret,  and  wish  we  had  had  enough 
backbone  to  do  something  about  our 
plight. 

How  do  we  regain  control  for  our- 
selves and  our  patients?  We  need  a 
united  front  that  will  help  us  deal  with 


the  difficulties  we  face.  We  need  a lat- 
ticework of  communication  that  we  can 
all  grab  on  to,  fill  in,  and  support.  This 
won’t  happen  by  itself  or  by  edict;  this 
zA// happen  through  an  organization  as 
strong  as  the  Texas  Medical  Association. 

I’ve  thought  about  this  over  and 
over,  and  would  like  to  offer  these  “10 
steps  to  freedom”: 

1.  Above  all  else,  the  patient  must 
come  first.  Nothing  should  super- 
sede the  patient-doctor  relation- 
ship. Our  patients  know  that,  and 
you  and  I know  that. 

2.  We  must  be  professionals  in  the 
highest  sense.  We  are  one  of  the 
few  groups  who  care  enough  about 
our  professionalism  to  want  to 
maintain  its  high  standard.  We 
know  the  right  thing  to  do  for  our 
patients,  and  we  should  do  it. 

3.  Quality  of  care  is  our  primary  goal. 
No  one  knows  better  than  we  do 
what  quality  health  care  really 
means.  Others  wrestle  with  the 
term  “quality,”  but  for  us  it  should 
be  a slam  dunk.  We  must  make 


every  effort  to  define  it  for  non- 
medical types,  and  then  we  must 
commit  to  live  by  our  definition. 

4.  We  must  communicate  with  each 
other  as  never  before.  “Divide  and 
conquer”  are  the  bywords  of  the 
managed  care  industry,  government, 
and  others  who  want  to  usurp  our 
ability  to  control  our  destiny.  They 
may  keep  us  from  negotiating  as  a 
group,  but  they  can’t  keep  us  from 
communicating  with  each  other, 
thus  allowing  us  to  act  in  a more  in- 
formed fashion  in  our  own  negotia- 
tions with  insurance  companies. 
When  we  know  what’s  happening  to 
our  colleagues  in  every  corner  of  the 
state,  we  can  act  of  one  spirit  and 
one  accord,  and  make  individual  de- 
cisions that  in  the  long  run  will  ben- 
efit all  of  us.  And  what  better  way  to 
do  this  than  on  the  Internet! 

5.  We  must  continue  to  set  standards 
for  ourselves  and  never  waver  when 
things  get  tough.  We  decide  to 
what  degree  we  — no  one  else  — 
should  be  accountable,  and  then  we 
commit  to  these  standards  always. 

6.  We  must  restore  our  relationships 
with  our  God,  our  families,  and 
each  other.  As  we  are  bombarded 
from  all  directions,  these  relation- 
ships will  be  our  shields  to  get  us 
through.  Our  relationships  with 
each  other  should  be  inviolate. 

7.  We  must  understand,  really  un- 
derstand, that  we  have  the  power 
to  control  our  own  destiny.  Our 
success  depends  on  our  willpower 
to  organize,  plan,  and  support 
each  other.  We  must  believe  in 
ourselves  as  never  before. 
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From  Your  President 


For  nearly  20  years,  CompHealth  has 
been  giving  physicians  the  best  variety 
of  flexible  work  options  across  the 
country.  Now  we’re  here  in  Texas, 
providing  the  best  local  practice 
opportunities.  We  offer: 

■ Flexible  scheduling 

■ Paid  malpractice  (occurrence) 

■ Competitive  daily  fee 


Call  or  stop  by  our  new  Dallas  office 
today  to  learn  more  about  your  new 
local  options! 

800-341-5088 


4100  McEwen,  Ste.  196,  Dallas,  TX  75244 


Introducing  new  local  opportunities  for  Texas  physicians 


Malpractice 

Insurance 


Wood/  Menna  & Company  has 
built  a reputation  for  our  integrity 
and  strong  knowledge  of  the  current 

marketjnace. 

We  represent  the  majority  of 
carriers  writing  malpractice  insurance 
in  Texas.  Whether  you  are  in  solo  or 
group  practice  we  have  the  solution  to 
your  insurance  needs,  regardless 
of  your  specialty  or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons 
Liability  • Clinics  • Surgery  Centers  • Hospitals  • IPA's 
SOl's  • MSO's  • Multiple  Specialty  Practices* 

Individual  or  Group  Disability  Insurance 

Wood  / Menna  & Company 
(713)  358-9782 
(800)  856-9782 

wood/  menna@malpractice.com 


8.  We  must  support  our  educational 
institutions  as  never  before.  We  are 
respected  for  our  education,  and 
under  no  circumstances  must  we 
allow  our  medical  schools  to  erode. 
And  as  we  educate  our  future 
physicians,  we  must  make  them 
aware  of  the  need  to  be  part  of  the 
team  of  organized  medicine. 

9.  We  must  increase  our  own  involve- 
ment in  organized  medicine  — the 
best  institution  we  have  that  stands 
for  the  good  of  us  all.  Our  TMA  is 
firmly  committed  and  is  taking 
strong  steps  to  help  physicians  be 
better  professionals,  maintain  ethi- 
cal standards,  and  provide  the 
highest  quality  care  to  our  patients. 

10.  We  must  remain  proud  of  what  we 
do.  At  the  same  time,  we  must  be 
grateful  that  we  get  to  ride  the 
roller  coaster  of  emotions  of  our 
patients,  who  trust  us  with  their 
very  lives  and  trust  us  to  be  their 
advocates.  There  is  no  more  pre- 
cious gift  than  that  of  good  health, 
and  we  have  been  called  to  be  the 
caregivers  of  this  very  special  entity. 

This  is  the  start  of  a long  journey 
that  won’t  end  when  1 leave  my  post 
this  April.  The  search  for  quality,  pro- 
fessionalism, and  high  ethical  stan- 
dards begins  in  the  lecture  halls  and 
hospital  wards  of  our  medical  school 
years,  extends  through  the  long,  long 
nights  of  internship  and  residency,  and 
carves  a trail  through  our  practices  as 
we  make  our  patient  rounds  every  day. 

Our  patients  expect  no  less  of  us, 
and  neither  should  we. 


lO 
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TexasMedical 

Association 


TMA’s  All-Star  Team. 


as  manased  care  got  you  on  the  rebound? 


Let  us  assist  you  with 
your  administrative  hassies. 

With  the  TMA  Aii-Star  Team, 
you'll  be  hitting  nothin'  but  net! 

Services  available  include: 


Contract  Data  Management 
for  IPAs  and  Networks 

hird  Party  Administration/Claims  Processing 

Consulting  Services 


We*ll 
Keep  You 


in  the  Game! 


nrm’mmA  ^ 

Physician 

Services 


ORGANIZAT 


ITMITI 

Texas  Medical  Liability  Trust 


Credentialing 
Utilization/Quaiity  Review 
Risk  Management  Programs 
Insurance  Products 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


The  only  life  and  health  insurance  program 

created  and  endorsed  by  the  Texas  Medical  Association 


Don't  be  left  sitting  on  the  bench, 

St  the  All-Star  Team  keep  you  in  the  game! 
Call  Today!  (800)  523-TPSO 


Texas  Medical 
Foundation 


Let  Us  Show  You 
the  Difference 


Hypothetical  growth  of  $100,000  invested  From  Ahm  through  12/31/96 


Performance  i 
oftheARMA , 


' Portfolio 


□ Performance  of  the  S&P  500 
Composite  Stock  Index 


1977 


1982 


1987 


1992 


1996 


A TIME  TESTED  STRATEGY 


ArMA  Financial  Services  has  developed  a 
winning  strategy  for  investing  in  large.  Blue 
Chip  companies  selected  from  the  S&P  500 
Composite  Index  and  the  Dow  Jones 
Industrial  Average. 

Our  Equity  Income  II  Strategy  utilizes  a screen- 
ing process  that  identifies  companies  that  may 
offer  investors  excellent  total  return  prospects. 


The  hypothetical  returns  of  our  strategy  have 
been  analyzed  for  the  twenty  year  period  of 
1/1/77  - 12/31/96.  During  this  period  the 
hypothetical  returns  of  the  Equity 
Income  II  Strategy  would  have 
significantly  outperformed  the 
S&P  500  Index. 


Since  1 977,  the  Equity  Income  II  Strategy  would 
have  outperformed  the  S&P  500  Index  in  1 6 out  of 
18  three  year  periods;  in  all  16  of  the  five  year 
periods,  and  all  1 1 of  the  ten  year  periods. 

The  hypothetical  returns  of  the  strategy  during  this 
time  period  are  no  guarantee  of  future  portfolio 
results.  Actual  portfolio  performance  will  differ 
from  the  above  illustration  due  to  when  portfolio 
positions  are  established. 

The  chart  above  compares  the  hypothetical  perTormance  of  the  fiquity 
Income  II  Strategy  with  the  actual  perTormance  oT  the  S&P  500  Index  and 
assumes  that  all  dividends  are  reinvested  at  the  end  oT  each  year. 

The  equity  Income  II  Strategy  would  have  underperTormed 
the  S&P  500  Index  in  7 out  ot  the  20  years  trom 
1/1/77-  12/31/96. 


ArMA  Financial  Services 

A Wholly  Owned  Subsidiary  of  the  Arizona  Medical  Association 
For  More  Information.  Call  1(800)  584-5157 


Newsmakers 


[Dallas  internist  Ron  Anderson,  MD, 
Houston  pediatric  endocrinologist 
Dennis  M.  Bier,  MD,  and  Houston  in- 
ternist James  T.  Willerson,  MD,  were 
[L'lected  to  the  Institute  ol  Medicine  of 
( he  National  Academy  of  Sciences. 

i 

para  Apsley-Ambriz,  DO,  San  Anto- 
lio,  was  elected  president  ol  the  Texas 
Society  of  the  American  College  of 
Tsteopathic  Family  Physicians.  Dr 
\psley-Ambriz  also  was  appointed  to 
:he  Texas  Higher  Education  Coordi- 
lating  Board  Primary  Care  Residency 
\dvisory  Committee,  of  which  she 
ivas  elected  vice  president. 

irhe  1997-1998  Texas  Society  of  In- 
ternal Medicine  officers  are  W. 
Thomas  Belt,  Jr,  MD,  Tyler,  president; 
|ohn  Thomas  Granaghan,  Jr,  MD,  San 
Aigelo,  president-elect;  and  Robert 
Lindsey  Cash,  Jr,  MD,  Grapevine,  secre- 
tary-treasurer. 

At  the  Texas  Society  ol  Internal  Med- 
icine annual  business  meeting  in  No- 
vember, John  D.  Bonnet,  MD,  Femple, 
received  the  Texas  Internist  of  the  Year 
Award  and  the  Ambassador  Award, 
and  J.  James  Rohack,  MD,  Temple,  re- 
ceived the  Consul  Award. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  permitting,  recognitio7i 
at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
Medicine,  40}  W 15th  St.  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail johantia_f@texmed.org. 


W.R  Evans  III,  MD  Greg  Hobbs,  MD 


Longview  family  practitioner  Rebecca 
Burrow,  MD,  was  named  Alumnus  ol  the 
Year  at  Navarro  College  in  Corsicana. 

Abilene  psychiatrist  William  Kenneth 
Day,  MD,  was  named  the  1997  McMurry 
University  Distinguished  Alumnus. 

The  1997-1998  officers  of  the  Amer- 
ican Cancer  Society,  Texas  Division, 
Inc,  include  radiation  oncologist  W.R 
Evans  III,  MD,  Dallas,  president;  and 
pediatric  hematology-oncology  spe- 
cialist Lawrence  Frankel,  MD,  Temple, 
vice  president. 

Houston  pediatric  inlectious  disease  spe- 
cialist Ralph  D.  Feigin,  MD,  received  the 
1997  Liletime  Achievement  Award  from 
the  American  Academy  of  Pediatrics. 

George  E.  Felknor,  MD,  Baytown,  re- 
ceived the  Sidney  Kaliski  Award,  the 
Texas  Pediatric  Society’s  highest  honor, 
for  his  contributions  to  the  health  and 
welfare  of  children. 

Temple  emergency  medicine  specialist 
Greg  Hobbs,  MD,  was  appointed  med- 
ical director  ol  the  Central  Texas  Poi- 
son Center. 


Isabel  V.  Hoverman,  MD  Pedro  A.  Rubio,  MD,  PhD 


Isabel  V.  Hoverman,  MD,  Austin,  was 
chosen  president-elect  ol  the  Ameri- 
can Society  of  Internal  Medicine. 

The  1997-1998  Texas  Society  ol 
Medical  Oncology  olficers  include 
Robert  L.  Kirby,  MD,  Plano,  president; 
J.  Dean  McCracken,  MD,  San  Antonio, 
president-elect;  Harry  R.  Price,  MD, 
Houston,  secretary;  and  John  Rine- 
hart, MD,  treasurer.  Temple. 

Houston  allergist  John  P.  McGovern, 
MD,  received  the  Maurice  Hirsch 
Award  lor  Philanthropy  Irom  the  Na- 
tional Society  ol  Fund  Raising  Execu- 
tives. 

The  intensive  care  unit  at  Ben  Taub 
General  Hospital  in  Houston  was 
named  in  honor  ol  pediatrician  Aaron 
Mintz,  MD,  for  his  many  years  of  ser- 
vice at  the  hospital. 

Porter  general  surgeon  Pedro  A.  Rubio, 
MD,  PhD,  received  the  Mayor’s  Distin- 
guished Award  Irom  Carlos  M. 
Ramirez,  mayor  ol  El  Paso,  and  the 
Distinguished  Guest  Award  Irom  Ra- 
mon Galindo  Noriega,  mayor  ol  Ciu- 
dad Juarez,  Chihuahua,  Mexico. 
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TEXAS 
ACADEMY  OE 
PHYSICIAN 
ASSISTANTS 


Give  a salute  to 
your  ‘‘Right  Arm.” 

Nominate  your  hard-working  physician 
assistant  for  the  Texas  Academy  of 
Physician  Assistants’  PA  of  the  Year  award. 
Submissions  should  include  the  PA’s  name, 
address  and  phone  number.  Deadline  is 
January  31,  1998.  Nominations  should  be 
sent  to  TAPA,  401  W.  15th  St.,  Austin,  TX 
78701.  Call  (512)  370-1534  with  questions. 


Confidential  and  Experienced 

Legal  Representation 

FOR  Texas  Physicians 


Board  Certified  ■ 

in  Administrative 

7 . 

' iMwJry  the 

4'i  ■ ' 

Texas  Board  < „ 

• i 

oJLe^al 

I Tp 

Speciahzation. 

V.f.  ■". 


Michael  Sharp 

'-T  . Attorney  at  Law 

Representation  before:  • Texas  State  Board 
^ of  Medical  Examiners  (hearings,  settlement 
\ conferences  and  licensure)  • Managed 
Care  Exclusions  * The  Texas  Medical 
V - Foundation  • Medical  Staff  Peer 

! ^ Review  • Personal  Counsel 

'"  ■111  rt*^.  in  Medical  Liability  Cases 


31lJhL  Hartland  Puza  *1717  West  Sixth  Street 
T Ste‘460  • Austin,  TX  78703  • 512  473  2265 


People 

Deaths 


Jesse  Lanham  Coleman,  MD,  82;  Hen- 
derson, Nev;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1941; 
died  May  13,  1997. 

Milton  Warren  Hardwick,  MD,  76;  An- 

gleton;  Baylor  College  of  Medicine, 
1946;  died  October  23,  1997. 

Leete  Jackson  III,  MD,  53;  Dallas; 
Texas  Tech  University  Health  Sciences 
Center  School  of  Medicine,  1974; 
died  November  2,  1997. 

Wilton  N.  Jones,  MD,  73;  San  Angelo; 
University  of  Oklahoma  College  of 
Medicine,  1950;  died  October  18, 
1997. 

Donald  Hemphill  McDonald,  MD,  86; 

Abilene;  Baylor  College  of  Medicine- 
Dallas,  1934;  died  October  29,  1997. 

Luis  Elised  Perez-Montes,  MD,  81;  San 

Antonio;  Havana  University  School  of 
Medicine-Havana,  Cuba,  1945;  died 
October  30,  1997. 

Stephen  Orren  Rushing,  MD,  54;  Kerr- 
ville;  The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1968;  died  October  16,  1997. 

Harry  Maurice  Shytles,  Jr,  MD,  76; 

Sherman;  Baylor  College  of  Medicine, 
1945;  died  October  1,  1997. 

Kenneth  Wayne  Smith,  MD,  55;  Hous- 
ton; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1968;  died  October  29,  1997. 

Ruth  Jane  Telford,  MD,  77;  Seabrook; 
Baylor  College  of  Medicine,  1950; 
died  October  25,  1997. 
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Happy 
New  Year 
and 
Many 
Thanks! 


The  foUmving  individuals 
and  organizations  generously 
volunteered  their  time  and 
resources  in  support  of  the 
1996'1997  activities  of 
TMA’s  Physician  Oncology 
Education  Program. 


pHYStciAN  Oncology 


Education  Program 


TEXAS 

CANCER 

COUNCIL 


TtexasMedical 

Association 


Steering  Committee  Members: 

Charles  Le\’cnhack,  MD,  Chair  «'*•  Billy  U.  Philips,  PhD, 
Vice-Chair  Michael  Ahcarn,  PhD  William  C.  Brooks, 
MD  Howard  Burt,  MD  ''*■  John  j.  Costanzi,  MD  <'*■  Lewis 
E.  Foxhall,  MD  Lawrence  Frankel,  MLD  t*- 
J.  Ben  Green,  MD  Carolyn  Flarvey,  RN,  PhD  Philip 
Huang,  MD,  MPH  <'•»-  A.  Marilyn  Leitch,  MD  «'*•  Jose  Lopez, 
Mli)  f*’  Ray  O.  Lundy,  MD  Ahelardo  Rodriguez,  MD  Jay 
Shores,  PhD  «*•  Douglas  Terry,  MD  t*-  Karen  Torges  Claire 
Verschraegen,  MD  Roberto  Villarreal,  MD,  MPH 
Armin  D.  Weinberg,  PhD  f*-  Geoftrey  Weiss,  MD  t*-  Darryl 
M.  Williams,  MD  David  P.  Wright,  MD 

Program  Speakers  and  Moderators: 

Ralph  Anderson,  MD  t*-  Joel  D.  Bessman,  MD  Powel 
Brown,  MD,  PhD  Luis  T.  Campos,  MD  Raj  Cheruku, 
MD  Evardo  Cohos,  MD  K.  Scott  Coffield,  MD  Jill 
Cijrtada,  RN,  MSN  Randy  Crim,  MD  f*’  Jaime  de  la 
Garza,  MD  «'•'  Richard  Elledge,  MD  James  Early,  MD  <*■ 
Kathry'n  Faccini,  MD  Giuseppe  Fraschini,  MD  «*■  Rafael  L. 
Gallardo,  MD  t*-  Michael  Grant,  MD  Greg  Guzley,  MD 
Charles  Haas,  MD  *'•'  Mary  Jo  Harrod,  PhD  >'*■  William  P 
Hatton,  MD  C.  Stratton  Hill,  Jr.,  MD  f*-  Boh  Hillert,  MD 
Susan  Hilsenbeck,  PhD  r*  Armando 
J.  Huaringa,  MD  f*'  Gerald  M.  Lawrie,  MD  ^ Sew'a  Legha, 
MD  Charles  F.  LeMaistre,  MD  tA-  Robert  Ira  Lewy,  MD  <*■ 
John  S.  Mangione,  MD  ‘'a  John  McGill,  PhD  ‘A  Donald  L. 
McKay,  Jr.,  MD  ''a  David  Miller,  MD  tA  Joaquin  Mira,  MD  Ja 
Louis  Munoz,  MLD  'A.  Eid  B.  Mustafa,  MD  a Susan  Naylor, 
PhD  A Kenneth  Neldner,  MD  a Jan  N.  Ogletree,  MD  a- 
Susan  Palmer,  MD,  PhD  a George  N.  Peters,  MD  a R. 
Michael  Ragsdale,  MD  a Peter  Ravdin,  MD,  PhD  a Arch 
Robinson,  MD  a Catherine  Ronaghan,  MD  a Randall 
Rosenblatt,  MD  a Christopher  O.  Rudd,  MD  a Rolando 
Saenz,  MD  a Peter  Sanfelippo,  MD  a Richard  Shaw,  MD  a 
V.  O.  Speights,  DO  A Charles  M.  Stiernherg,  MD  A'  Emily 
Untermeyer,  MPH  a.  D.  Hal  Unwdn,  MD  a William 
Velasquez,  MD  a Jack  L.  Walzel,  MD  a Mark  Wengrovitz, 
MD  A Geoffrey  Weiss,  MD  a John  S.  Yatsu,  MD 

Module  Contributers: 

Gail  Bellamy,  PhD  a Suzanne  Bruce,  MD  a- 
Id.  Barton  Gn)ssman,  MD  A Edward  V.  Hannigan,  MD 
A Ronald  Morton,  MLD  a.  Jonathan  Nesbitt,  MD 
A Ida  Orengo,  MD  a-  S.  Eva  Singletary,  MD 

Institutions  and  Organizations: 

Cass  Marion  County  Medical  Society  a Columbia  Conroe 
Regional  Medical  Center  a Corpus  Christi  Memorial  Center 
A'  Linden  Municipal  Hospital  a National  Black  Leadership 
Initiative  or>  Cancer  a National  Hispanic  Leadership 
Initiative  on  C'ancer  a Nueces  County  Medical  Society 
A Nurse  Oncology  Education  Program 
A San  Antonio  Cancer  Institute  a Shannon  Medical 
Center  a Tarrant  County  Chapter  of  the  Texas  Academy 
of  Family  Physicians  a Texas  Tech  University  Health 
Science  Center  at  El  Paso  a UT  Health  Center,  Tyler  a 
The  University  of  Texas  Southwestern  Medical 
Center  at  Dallas  a Wichita  General  Ho.spital 

Educational  Grants: 

Cerenex  Pharmaceuticals  and  Pfizer  Labs  a- 
Bristol  Myers  Mead  Johnson  a Merck  a Ortho  Biotech 
A Bristol-Myers  Squibb  Oncology  a-  Genesis  Home  Care 


Caring  for  you  and  your  practice  ... 


Thank  you  for  your  support  in  1997! 

CARING  ...THROUGH  LEGISLATIVE  ADVOCACY 

• TMA  joined  with  a coalition  of  patient  advocacy  groups 
to  win  passage  of  unprecedented  managed  care  reforms 
that  protect  patients’  choices,  patients’  rights  and  the 
physician-patient  relationship. 

• TMA’s  professional  lobby  team  helped  convince  the 
Legislature  that  a 4.5%  income  tax  on  your  practice  was 
the  wrong  thing  to  do. 

• TMA  supported  an  unparalleled  $25  million  increase  in 
funding  for  primary  care  medical  education  programs. 

CARING  ...  FOR  YOUR  PATIENTS’  HEALTH 

• TMA  physicians  and  lobbyists  led  the  fight  to  beat  Big 
Tobacco  and  enact  the  toughest  teen  anti-smoking 
legislation  in  the  country. 

• TMA  members  have  created  the  Texas  Health  Quality 
Institute,  to  offer  best-practice  models  to  physicians 
across  the  state. 

• TMA  Foundation  turned  your  philanthropic  contributions 
into  support  for  such  programs  as  Family  Violence:  Start 
the  Healing  Now,  a physician  and  patient  education  pro- 
gram on  family  violence. 

CARING  ...  FOR  YOUR  PUBLIC  IMAGE 

• TMA’s  media  relations  program  generates  positive 
publicity  for  you,  your  programs  and  activities,  and 
educates  patients  on  the  upheaval  taking  place  in  health 
care  today. 

• TMA’s  award-winning  publications  - Texas  Medicine, 
Action,  and  WWW.TEXMED.ORG  - provide  you  with 
accurate,  timely,  interesting,  and  useful  news  about  action 
on  legislative  and  regulatory  fronts,  upcoming  issues  in 
medical  economics,  and  significant  trends  and  decisions 
in  health  care  law. 


...so  you  can  care  for  your  patients 


Teji 


PHYSICIANS  CARING  FOR  TEXANS 


TexasMedical 

Association 


CARING  ...  FORTHE  BUSINESS 
SIDE  OF  YOUR  PRACTICE 

• TMA’s  Texas  I^hysician  Services  Organization  provides 
access  to  services  such  as  claims  processing,  consulting, 
insurance  products,  credentialing,  educational  publica- 
tions, and  data  to  support  contract  negotiations  and 
utilization  management. 

• TMA  provides  consultations  with  you  and  problem 
resolution  sessions  with  insurance  carriers  and 
government  health  agencies  on  payment,  utilization, 
and  regulatory  issues. 

• TMA  legal  staff  has  made  significant  changes  in  managed 
care  contracts  to  ensure  fairness  for  you  and  your 
patients. 

• TMA  seminars  and  publications  provide  members  with 
risk  management  tools  that  work. 


CARING  ...THROUGH  TORT  REFORM 

• TMA  fought  for  sweeping  tort  reform  legislation  that 
produced  a 42-percent  drop  in  Texas  medical  liability 
claims  in  one  year. 

• TMA  led  the  coalition  to  elect  fair  judges,  including  a 
Texas  Supreme  Court  that  affirms  the  Legislature’s  tort 
reforms. 


CARING  ...  FOR  PUBLIC  HEALTH 

• TMA  Foundation  brings  real  life  meaning  to  the 
Association’s  mission  of  Physicians  Caring  for  Texans. 

• TMA’s  Hard  Hats  for  Little  Heads,  a bicycle  helmet 
distribution  and  safety  education  campaign,  has  helped 
Texas  physicians  distribute  6,100  helmets  since  1994. 

• TMA  obtained  grant  funding  for  the  Physician  Oncology 
Education  Program,  which  helps  primary  care  physicians 
expand  their  role  in  cancer  prevention  and  early 
detection. 
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Interim  report 

Delegates  act  on  reinnbursennent,  diversity,  other  issues 


Thanks  to  legislative  victories 
this  spring,  managed  care  took 
a backseat  during  debate  at  the 
Texas  Medical  Association  House  of 
Delegates  Interim  Session  November 
14-15  in  Austin.  But  the  House  did 
not  shirk  from  addressing  sensitive  is- 
sues, and  considered  almost  1 00  reso- 
lutions dealing  with  physician 
reimbursement,  diversity  in  medical 
education,  public  health  and  safety, 
and  numerous  other  topics. 

Delegates  approved  continuation 
ol  TMA’s  payment  equity  initiative 
with  county  medical  societies  to 
identify  specific  payment  problems 
and  develop  strategies  to  resolve 
them.  The  House  reaffirmed  TMA 
policy  supporting  medical  schools’ 
efforts  to  recruit,  enroll,  and  retain 
qualified  underrepresented  minority 
students.  And  the  House  instructed 
the  Council  on  Public  Health  to  no- 
tify the  Texas  Department  of  Health 
of  its  concerns  about  the  depart- 
ment’s new  “Project  Alpha,”  which 
will  reduce  stanciards  for  training, 
education,  and  certification  of  emer- 
gency medical  technicians. 

The  House  approved  establishing 


a TMA  section  on  international  med- 
ical graduates,  and  amended  TMA 
bylaws  to  shorten  tenure  of  service  on 
councils  and  committees  to  two  3- 
year  terms. 

Resolutions  related  to  TMA  Al- 
liance membership  in  the  association 
and  representation  on  TMA  councils 
and  committees  were  referred  to  the 
Committee  on  Membership  and  the 
Council  on  Constitution  and  Bylaws 
for  study  and  report  back  in  April. 

The  House  instructed  the  Texas 
Delegation  to  the  American  Medical 
Association  to  carry  17  resolutions  to 
AMA’s  next  meeting.  Among  those 
resolutions  were  calls  to: 

• Endorse  federal  legislation  to  pre- 
vent the  Employee  Retirement 
Income  Security  Act  from  pre- 
empting state  regulations  of  man- 
aged care  organizations. 

• Review  current  legislation  gov- 
erning fraud  and  abuse  investiga- 
tions, and  propose  additional 
legislation  as  necessary  to  ensure 
physicians  due  process. 

• Support  legislation  before  Con- 
gress that  would  exempt  physician 


office  laboratories  from  the  Clini- 
cal Eaboratory  Improvement  Act. 

• Work  against  federal  legislation 
that  would  enable  any  govern- 
ment agency  or  its  representative 
to  access  patients’  medical  records 
without  the  patients’  knowledge 
and  consent. 

• Encourage  the  US  Department  of 
Health  and  Human  Services  to  de- 
velop combined  criteria  for  defin- 
ing health  professional  shortage 
areas  and  medically  underserved 
areas. 

• Work  with  the  American  Associa- 
tion of  Medical  Colleges  to  return 
tax-exempt  status  to  the  direct 
medical  school  expense  portion 
of  the  National  Health  Service 
Corps  scholarship  program. 

• Initiate  efforts  to  educate  rural 
physicians,  hospitals,  and  com- 
munities about  how  to  respond 
effectively  to  managed  care,  and 
produce  educational  and  techni- 
cal resources  to  foster  develop- 
ment of  rural  community  health 
networks. 

• Support  the  principle  that  a hos- 
pital may  not  limit  a physician’s 
medical  staff  privileges  based  on 
the  physician’s  own  participation, 
or  participation  by  an  associate  or 
employee,  at  other  hospitals  or 
hospital  systems. 

• Devise  an  educational  campaign 
modeled  after  TMA’s  “Eive  & 
Then  Give”  program  to  encour- 
age physicians,  their  staffs,  and 
family  members  to  sign  organ 
donor  cards  and  to  discuss  their 
decisions  with  their  families,  and 
provide  physicians  with  materials 
to  facilitate  the  discussion  of  or- 
gan donation  with  their  patients. 

Other  resolutions  dealt  with 
home  health  agencies;  computer 
claims  checking  systems;  recruit- 
ment and  retention  of  AMA  mem- 
bers; and  studies  of  the  role, 
structure,  and  governance  of  AMA. 
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I he  House  of  Delegates  approved  the  notnina- 
tion  of  Wm  Gordon  McGee,  MD,  El  Paso,  to 
receive  TMA's  Distinguished  Service  Award  at 
TexMed  '98  in  April. 


Dr  McGee  to  receive 
Distinguished  Service  Award 

For  more  rlian  three  decades  ot 
dedication  and  service  ro  the 
medical  profession,  Wm  Gor- 
don McGee,  MD,  El  Paso,  will  re- 
ceive the  I'MA  Distinguished 
Service  Award  at  I’exMed  '98  in 
April.  Dr  McGee’s  nomination  was 
approved  enthusiastically  hy  the 
Eloiise  of  Delegates  during  the  No- 
vember interim  session. 

A former  I'MA  president.  Dr 
McGee  served  as  chair  of  the  EMA 
Board  of  Trustees  and  has  been  a 
member  of  the  Eexas  Medical  Asso- 
ciation Political  Action  Committee 
since  1989.  Ele  continues  to  serve 
TMA  as  an  alternate  delegate  to  the 
American  Medical  Association. 

Before  his  6-year  term  as  presi- 
dent of  the  Texas  Medical  Founda- 
tion (TMF),  Dr  McGee  was  chair  of 
IMF’s  executive  committee  and 
board  of  directors.  Ffe  received  the 
Phillip  R.  Overton  Award  for  Meri- 
torious Service  to  Medical  Peer  Re- 


view in  Texas  in  1989. 

Dr  McGee  is  a past  president  of 
the  El  Paso  County  Medical  Society 
and  the  Texas  Societv  of  I’atholo- 
gists,  Inc,  and  has  held  positions  in 
the  (College  of  American  Pathologists 
House  of  Delegates  since  1977.  Tie 
also  served  as  secretary  of  the  Dis- 
trict Review  Committee  of  the  Texas 
State  Board  of  Medical  Examiners 
and  as  president  of  the  West  Texas 
Council  of  Governments  Health 
Systems  Agency. 

Dr  McGee  teaches  at  The  Univer- 
sity of  Texas  at  El  Paso  School  of 
Medical  Technology.  He  is  a member 
of  the  Board  of  Trustees  of  Blood 
Services,  Inc,  and  serves  as  chair  of 
the  Southern  Association  of  Blood 
Banks. 

In  other  House  of  Delegates’  ac- 
tion in  November,  Amarillo  radiolo- 
gist Euther  S.  Nelson,  MD,  was 
elected  to  honorary  membership.  A 
member  of  TMA  for  nearly  30  years, 
Dr  Nelson  has  served  as  a TMA  del- 
egate and  as  president  of  Potter-Ran- 
dall  County  Medical  Society. 


James  R.  Hickox,  left,  and  Donald  J.  Gordon, 
MD,  PhD,  show  off  their  Golden  Apple 
awards. 

Golden  Apple  winners 

James  R.  Hickox,  of  Houston,  for- 
mer executive  vice  president  of  Har- 
ris County  Medical  Society,  and 
San  Antonio  emergency  medicine 
specialist  Donald  J.  Gordon,  MD, 
PhD,  received  Third  Annual  Golden 
Apple  awards  honoring  health  promo- 
tion and  disease  prevention.  Mr 
Hickox  founded  the  Museum  of 
Health  & Meciical  Science,  a 28,000- 
square-foot  interactive  science  center 
for  all  ages  in  Houston.  He  raised  the 
funds  and  oversaw  the  design  and 
construction  of  the  museum. 

Dr  Gordon  has  helped  reduce  av- 
erage response  times  to  less  than  7 
minutes  for  San  Antonio  paramedics; 
developed  the  Life  Fink  program, 
which  provides  EMS  ambulance  cam- 
era communication  with  trauma  sys- 
tems; and  has  organized  annual  CPR 
ciays  in  San  Antonio  since  1990. 
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In  his  address  to  the  House  of  Delegates,  TMA  President  Phil  H.  Berry, 
Jr,  MD,  Dallas,  discussed  professionalism,  patient-physician  advocacy, 
and  managed  care.  “Pm  just  devastated  when  I read  of  the  obscene 
amounts  of  ynoney  siphoned  out  of  the  health  care  system  — money  that 
does  not  go  for  patient  care  but  for  salaries  and  perks  of  those  higher-ups 
in  the  managed  care  industry  who  do  not,  and  cannot,  deliver  any  direct 
patient  care,  ” Dr  Berry  said. 


TMA  Board  of  Trustees  Chair  Byron  Howard,  MD,  Dallas,  spoke  fondly 
of  his  fiend  and  colleague  Victor  J.  Weiss,  Jr,  MD,  on  the  House  floor 
Saturday.  Dr  Weiss,  who  died  in  October,  was  a psychiatrist  from  San 
Antonio  and  a member  of  the  TMA  Board  of  Trustees.  “Clearly,  a life  of 
service,  a life  of  an  exemplary  physiciayi,  and  a kind,  caring,  and  compas- 
sionate person  has  passed  from  our  midst,  ” Dr  Howard  said.  “But  if  those 
of  us  who  still  carry  Vic  in  our  minds  and  our  memories  share  those  expe- 
riences with  other  people,  well  all  carry  a little  bit  of  Vic  Weiss.  ” 

Beaumont  neurosurgeon  Mark  J.  Kubala,  MD,  vice  president  of  the 
TMA  Foundation  Board  of  Trustees  and  former  TMA  president,  was  ap- 
pointed to  the  TMA  Board  of  Trustees  to  fill  the  vacancy  left  by  the  death 
of  Dr  Weiss. 


TMA  President-Elect  John  P.  Howe  III,  MD,  San  Antonio,  will  take 
office  during  TexMed  '98  in  April. 


TMA  Vice  Speaker  Susan  Rudd  Wynn,  MD,  of  Fort  Worth,  and  TMA 
Speaker  Tom  B.  Hancher,  MD,  of  Columbus,  loosen  up  the  House  before 
the  session. 
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Bohn  Allen,  MD,  of  Arlington,  chair  of  the  TMA  Cotmcil  on  Socioeco- 
nomics, presented  testimony  oti  the  new  documentation  guidelines  for 
Evaluation  and  Management  Services  coding,  as  well  as  on  the  Ameri- 
can Medical  Accreditation  Program,  to  the  Reference  Committee  on  So- 
cioeconomics. 


Nick  Curry,  MD,  of  Manor,  chair  of  the  Council  on  Public  Health, 
urged  the  Reference  Committee  on  Public  Health  to  support  a modified 
version  of  a resolution  asking  TMA  to  assign  a task  force  to  address  chil- 
dren's health  issues  and  the  implications  of  expanded  federal  health  care 
programs. 


Although  the  Reference  Committee  on  Public  Health  got  off  to  a light- 
hearted start,  it  swiftly  took  a serious  turn  with  heated,  yet  civil,  debate 
on  a few  resolutions,  including  one  asking  TMA  to  support  efforts  to  re- 
duce teenage  out-of-wedlock  pregnancies.  Council  on  Public  Health 
members  Dolores  Carruth,  MD,  Irving,  and  foel  Dunnington,  MD, 
Houston,  front  row,  open  their  reports  with  a laugh,  and  are  joined  by 
TMA  President  Phil  H.  Berry,  fr,  MD,  Dallas,  and  Nick  Curry,  MD, 
Manor,  chair  of  the  Council  on  Public  Health,  second  row. 


Abe  Rodriguez,  MD,  of  San  Antonio,  chair  of  the  TMA  Council  on 
Medical  Education,  testifies  in  support  of  a council  resolution  on  the 
need  for  more  minority  students  in  Texas  medical  schools  before  the  Ref- 
erence Committee  on  Medical  Education  and  Scientific  Affairs.  The 
council  proposed  a five-part  resolution  reaffirming  TMA  policy  support- 
ing diversity,  and  also  proposed  additional  TMA  measures  to  ensure  op- 
portunities for  underrepresented  minorities  in  medical  school 
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Weaving  a web  across  Texas 
By  Johanna  Franke 

Texas  county  medical  societies  are  establishing  Web  sites  of  their  own  to  pro- 
vide the  latest  news  and  services  to  their  members.  At  press  time,  six  county 
medical  societies  had  Web  sites:  Bexar,  Dallas,  El  Paso,  Harris,  Tarrant,  and 
Travis.This  month’s  column  highlights  the  Bexar,  Dallas,  and  El  Paso  sites.The 
remaining  three  sites  will  be  featured  in  the  next  issue  of  Texas  Medicine. 

The  Bexar  County  Medical  Society  Web  site,  located  at  www.bcms.org,  in- 
cludes sections  titled  “The  Society”  and  “Service  Bureau.” The  first  section  of- 
fers society  information,  while  “Service  Bureau”  lists  products  and  services 
such  as  publications  and  employment,  mailing,  and  computer  services. A menu 
including  links  to  current  topics,  legislative  actions,  chat  rooms,  committee  de- 
scriptions, and  the  Bexar  County  Medical  Society  Circle  of  Friends  is  available 
under  these  sections. 

The  Dallas  County  Medical  Society  (DCMS)  searchable  Web  site  at 
www.dallas-cms.org  offers  a medical  site  of  the  week,  a fun  site  of  the  week, 
DCMS  highlights,  and  several  main  categories.  The  “Publishing  & Communi- 
cations” category  includes  the  table  of  contents  for  past  issues  of  Dallas  Med- 
ical Journal,  information  for  authors  and  advertisers,  and  Dateline  newsletter 
articles.The  “Physician  Facts”  portion  houses  a searchable  physician  database 
and  links  to  member  physicians’  Web  sites,  while  the  “Public  Outreach”  sec- 
tion has  health  tips  and  patient  advocacy  program  information.The  remaining 
categories  focus  on  socioeconomics,  legislative  issues,  membership,  society 
staff,  and  products  and  services. 

The  El  Paso  County  Medical  Society  Web  site,  located  at  www.montana. 
com/diww/elpaso,  includes  office  listings,  a searchable  membership  directory, 
and  a member  services  category  that  highlights  El  Paso  Physician,  the  society’s 
magazine,  as  well  as  legislative  representation  and  patient  referral  services 
provided  by  the  society. 

The  Texas  Medical  Association  Web  site  offers  a directory  of  county  med- 
ical society  officers  for  all  I 1 9 Texas  county  medical  societies.The  directory  is 
updated  regularly  and  can  be  found  in  the  “About  TMA”  section  of  theTMA 
site  at  www.texmed.org. 

MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas 
physicians.The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Community  power: 

New  commissioner  of  health 
shares  his  vision 

f physicians  across  Texas  would  in- 
clude public  health  in  their  think- 
ing, they  could  regain  lost  auto- 
nomy, according  to  William  R. 
“Reyn”  Archer  III,  MD,  Texas’  new 
commissioner  ol  health.  “Commu- 
nities need  to  know  what  public 
health  is,  and  the  best  people  to  ar- 
ticulate that  are  physicians  in  the 
community.” 

Dr  Archer  says  his  ultimate  goal  is 
to  create  a system  in  which  decision- 
making comes  much  more  from  the 
community  level.  ’’Big  funding 
sources  shouldn’t  have  absolute  con- 
trol over  the  way  communities  do 
their  business.” 

The  Texas  Department  of  Health 


(TDH)  has  64  categorical  opera- 
tions, some  of  which  Dr  Archer  be- 
lieves could  be  combined. 
Cross-training  witbin  the  agency 
could  create  opportunities  to  provide 
broader  services.  “Right  now,  we 
have  duplication  of  services  at  the 
community  level,  and  we  have  fed- 
eral programs  doing  the  same  things 
as  state  programs,”  Dr  Archer  said. 

Partnering  with  communities 
might  mean  that  not  every  county  or 
city  will  have  a local  health  depart- 
ment, according  to  Dr  Archer. 
“We’re  looking  at  models  in  which 
we  develop  regional  capacities  and 
break  down  the  categorical  pro- 
grams. Here’s  my  dream  — rather 
than  base  our  system  on  outputs.  I’d 
like  to  base  our  system  on  outcomes. 
And  if  we  can  set  some  very  simple 
indicators  at  the  community  level 
and  look  at  those  indicators  to  deter- 
mine where  we  fall  short,  maybe  we 
can  know  whether  we  should  be  do- 
ing more  preventive  care,  or  more 
curative  care,  or  more  primary  care. 
We  then  balance  services  based  on 
the  community’s  needs.” 

Dr  Archer  believes  in  a scientific 
approach  to  accomplish  that  balance. 
“We  set  up  hypotheses,  test  those  hy- 
potheses, and  work  at  outcomes.  We 
then  get  models  that  work.  But  we’re 
not  talking  about  an  immediate  turn- 
around. We’re  talking  about  an  itera- 
tive process  of  change.” 


Change  is  never  completely 
smooth,  as  evidenced  by  the  rocky 
rollout  ol  Medicaid  managed  care  so 
far.  “Our  goal  is  to  be  open  to  the 
fact  that  we  don’t  have  all  the  an- 
swers,” Dr  Archer  said.  Po  prepare 
Houston  for  the  next  phase  of  the 
rollout,  FDH  has  implemented 
readiness  reviews  and  met  with  legis- 
lators in  the  city.  “We  want  to  mini- 
mize the  pain  of  this  transition,”  Dr 
Archer  added. 

The  state’s  shift  to  Medicaid 
managed  care  gets  to  a fundamental 
question.  Dr  Archer  says.  “Does 
Medicaid  managed  care  mean  that 
this  is  the  way  all  health  care  should 
be  done?  I don’t  think  so.  What  the 
health  care  system  nationwide  is  do- 
ing with  managed  care  is  managing 
costs  — we’re  still  not  managing 
care.  I don’t  believe  managed  care  as 
a system  is  the  whole  solution.  I 
think  it  is  a process  of  learning. 

“I  believe  that  as  long  as  medicine 
is  not  forced  into  a place  where  it 
cannot  reform  itself,  it  will  look  at 
managed  care  and  reform  it  again 
into  something  else  — whether  it’s 
physician  service  organizations,  or 
whether  it’s  straight  medical  savings 
accounts,  or  whether  it’s  a variety  of 
interactive  systems.  We  need  a very 
open  system  that  doesn’t  see  itself  as 
having  all  the  right  answers.” 


Dr  Archer  to  address  leadership  conference 

Dr  Archer  will  speak  at  the  Texas  Medical  Association’s  1998  Winter  Leadership  Conference,  which  will  be  held  Sat- 
urday, February  28,  at  the  Renaissance  Austin  Hotel.  State  and  national  leaders  in  the  fields  of  medicine,  govern- 
ment, law,  and  ethics  will  address  the  conference.The  conference  will  focus  on  professionalism,  ethics,  and  quality. 

AIITMA  members  are  encouraged  to  attend.  Registration  is  free  forTMA  members  and  invited  guests,  and  $200 
for  nonmember  physicians.TMA  committee,  council,  board,  and  section  meetings  will  be  held  February  25-28  in 
Austin  in  conjunction  with  the  leadership  conference.  For  more  information,  call  Amy  Edwards,TMA  Special  Ser- 
vices, at  (800)  880- 1 300,  ext  1 346,  or  (5 1 2)  370- 1 346,  or  e-mail  amy_e@texmed.org. 
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TexMed  ’98  shaping  up  to  be 
a family-friendly  conference 

TMA  is  going  to  make  sure  the 
theme  “Celebrate  the  Family 
of-  Medicine”  is  a reality  at 
FexMed  ’98:  Educational  Showcase 
and  Expo,  to  be  held  April  23-26,  in 
Austin.  Fhe  theme  reflects  the  impor- 
tance of  balancing  family  with  work 
and  the  value  of  physicians’  relation- 
ships within  organized  medicine. 

To  encourage  members  to  bring 
their  families  with  them  to  the  an- 
nual meeting,  TMA  is  coordinating 
child  care  and  is  partially  subsidizing 
this  service  to  keep  costs  down  for 
young  families.  Accredited  child  care 
services  will  be  provided  by  Kids 
Konventions  of  Texas,  an  Austin- 
based  hrm  that  has  provided  child 
care  at  Texas  Academy  of  Family 
Physicians  meetings. 

This  service  will  be  offered  in  a 
conveniently  located  meeting  room 
at  the  Austin  Convention  Center  be- 
tween 7 am  and  5 pm,  Thursday 
through  Saturday.  Members  may 
leave  their  children  with  the  staff  for 
the  full  day,  or  bring  them  in  and  out 
as  their  schedules  permit.  All  care 
providers  are  screened  and  trained, 
certified  in  first  aid  and  infant  and 
child  CPR,  and  closely  supervised. 

TMA  will  provide  children  with  a 
light  breakfast  and  lunch,  as  well  as 
morning  and  afternoon  snacks.  Age- 
appropriate  toys,  games,  craft  activi- 
ties, and  G-rated  videos  will  be 
provided  as  well.  Care  for  infants 
through  preteens  will  be  offered.  To 
register  a child,  complete  the  infor- 
mation on  the  meeting  registration 
form  in  this  issue.  Members  and 
their  children  will  receive  additional 
information  from  Kids  Konventions 
of  Texas  after  they  register. 

Families  and  individuals  alike 
may  enjoy  an  evening  riverboat 
cruise  on  Town  Lake  on  Friday,  April 
24,  from  6:30  to  8:30  pm.  An  expe- 
rienced guide  will  discuss  local  sites 


of  interest  as  well  as  Austin’s  colony 
of  Mexican  free-tailed  bats.  Cruisers 
will  get  an  up-close  view  of  the 
colony’s  more  than  1.2  million  bats 
as  they  begin  their  nightly  excursion 
out  of  the  city  in  search  of  food.  Re- 
freshments will  be  provided. 

TMA  and  the  TMA  Alliance  are 
planning  a special  family  event  for 
Thursday,  April  23,  at  the  National 
Wildflower  Research  Center.  Con- 
ceived by  Lady  Bird  Johnson,  the 
center  promotes  the  study  and  use  of 
native  plants  for  beautification  and 
conservation.  Docents  will  conduct 
tours  of  the  buildings  and  grounds. 


A reception  and  seated  dinner 
will  be  followed  by  a presentation  by 
Reverend  Chuck  Meyers,  chaplain  at 
St  David’s  Hospital  in  Austin.  Rev- 
erend Meyers,  a witty,  compelling 
speaker  and  popular  mystery  writer, 
is  known  for  his  sensitivity  and  com- 
passion in  counseling  critically  ill  pa- 
tients and  their  families. 

Lady  Bird  Johnson  and  her  daugh- 
ter Luci  Johnson  have  been  invited  to 
attend.  Dress  should  be  casual  and 
comfortable;  walking  shoes  are  sug- 
gested. Buses  will  depart  from  the 
Omni  Hotel  at  5:45  pm  and  from  the 
Austin  Convention  Center  at  6 pm. 

A separate  program  for  children 
will  include  their  own  tour,  planned 
activities,  and  dinner  in  a special 
children’s  area. 

On  Thursday,  April  23,  from  9 to 
10:30  am,  TMA  members  and  their 
families  can  view  a collection  of 
works  by  early  20th-century  Ameri- 


can artists  at  the  Austin  Museum  of 
Art  (formerly  known  as  the  Laguna 
Gloria  Art  Museum).  A new  attrac- 
tion to  downtown  Austin,  the  mu- 
seum is  in  temporary  but  beautiful 
headquarters  on  Congress  Avenue 
near  the  Omni  Hotel.  Docents  will 
guide  the  tour,  and  refreshments  will 
be  provided. 

The  museum  project  has  at- 
tracted enormous  local  support,  in- 
cluding that  of  many  physicians  and 
their  families.  Ernest  Butler,  MD,  a 
retired  Austin  physician,  and  his 
wife,  Sarah,  recently  received  an  out- 
pouring of  gratitude  and  recognition 


when  they  demonstrated  their  com- 
mitment to  the  arts  by  donating 
$1.5  million  to  the  museum. 

See  the  registration  form  on  p 70 
to  order  tickets  for  these  events.  For 
more  information,  contact  Paula 
Riglingat  (800)  880-1300,  ext  1450, 
or  (512)  370-1450;  e-mail  her  at 
paula_r@texmed.org;  or  visit  TMA’s 
Web  site  at  www.texmed.org. 
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By  Albert  F.  Hendler,  MD 


A recent  Texas  Medicine  article,  “Cleaning 
House"  (December  1997,  pp  36-39),  out- 
lined concerns  about  physicians’  potential 
liability  in  overseeing  home  health  care.  Be- 
cause state  and  federal  fraud  and  abuse  in- 
vestigators have  targeted  the  industry,  and 
because  home  health  care  cannot  be  deliv- 
ered without  physician  authorization,  the 
AMA  is  working  to  define  and  correct  sev- 
eral problems  physicians  face  in  the  certifi- 
cation process. 

In  November  1997,  the  AMA  Council 
on  Medical  Service  issued  a report  titled 
“Physician  Involvement  and  Oversight  in 
Home  Health  Services”  (CMS  report  A4 
197).  At  press  time,  the  AMA  House  of  Del- 
egates had  not  acted  on  its  recommenda- 
tions, summarized  below. 

• Urge  the  Health  Care  Financing  Admin- 
istration (HCFA)  and  other  payers  to  re- 
quire home-health-related  services, 
including  durable  medical  equipment,  to 
be  ordered  by  the  physician  responsible 
for  the  patient’s  care. 

• Advocate  that  physicians  periodically 
see  patients  for  whom  they  collabo- 
rate on  a plan  of  care  for  home  health 
services. 

• Widely  disseminate  information  to 
AMA  members  on  proper  reporting 
and  documentation  requirements  for 
the  revised  CPT  code  for  care  plan 
oversight  and  home  visits.  (This  code 
allows  physicians  to  be  reimbursed  for 
time  spent  on  oversight.) 

• Urge  HCFA  to  clarify  and  make  more 
accessible  to  physicians  information  on 
standards  for  use  of  home  health  ser- 
vices, such  as  functional  status  and 
severity  of  illness. 


* Urge  HCFA,  in  its  efforts  to  redefine 
“homebound,”  to  consider  adopting 
criteria  and  methods  ^ that  will 
strengthen  physicians’  role  in  authoriz- 
ing home  health  services  and  reduce 
their  paperwork  burden. 

• Reaffirm  policy  calling  for  health  care 
agencies  to  have  medical  directors, 
which  would  be  comparable  to  the 
statutory  requirements  for  medical  di- 
rectors of  nursing  homes  and  hospices. 

A physician’s  initial  certification  for  a 
patient  to  receive  home  health  services  al- 
lows the  home  health  agency  to  deter- 
mine how  many  visits  a patient  needs  over 
a 60-day  period  and  must  be  renewed  af- 
ter 60  days.  Typically,  home  health  care 
agencies  estimate  about  24  visits  in  that 
60-day  period.  With  each  visit  costing 
about  $100,  that  adds  up  to  a significant 
amount  of  money. 

Every  time  we  sign  an  authorization  for 
home  health  care,  we  certify  that  the  patient 
is  homebound. That  determination  is  usually 
easy  when  we  discharge  patients  from  the 
hospital  but  gets  more  complicated  when 
we  are  asked  to  renew  certification.  Crucial 
HCFA  definitions  such  as  “homet)ound”  are 
broadly  and  vaguely  defined,  making  certifi- 
cation even  harder  for  physicians. 

Your  AMA  delegation  and  the  AMA’s 
Council  on  Medical  Service  clearly  recog- 
nize these  problems.  The  council  has 
added  a full-time  physician  to  help  re- 
search compliance  to  HCFA  rules. 

Thanks  to  Debbie  Moeller,  RN,  who  assisted 
with  this  article. 

Albert  F.  Hendler,  MD,  Dallas,  is  aTMA 
delegate  to  the  AMA.  Your  42-member 
delegation  of  physicians  offers  this  regular 
column  to  improve  communication  among 
Texas  physicians  about  AMA.  We  welcome 
questions  about  AMA  policy  or  activities. 
Send  them  to  Texas  Medicine,  Your  & Your 
AMA,  401  W 15th  St,  Austin, TX,  7870 1 ; 
fax  (512)  370-1632;  or  e-mail  larry_b@ 
texmed.org. 


TMA  Advantage 
TMAIT  offers  plans 
to  fit  your  needs 


The  Texas  Medical  Association  Insurance 
Trust  (TMAIT)  has  designed  two  high-de- 
ductible insurance  plans  that  meet  all 
mandated  federal  requirements  for  med- 
ical savings  accounts  (MSAs).They  are  de- 
signed to  provide  a choice  between  the 
minimum  out-of-pocket  cost  (Option  A) 
and  the  maximum  out-of-pocket  cost 
(Option  B)  specified  by  federal  law. 

Option  A offers  two  calendar-year 
deductibles. The  first  is  $1,500  for  mem- 
ber-only coverage  and  $3,000  for  the  en- 
tire family.  Both  offer  100%  coinsurance. 
Option  B offers  calendar  year  de- 
ductibles of  $2,250  for  the  member  only 
and  $4,500  for  the  family.  Option  B coin- 
surance pays  for  80%  of  the  next  $3,750 
of  eligible  expenses  on  the  member-only 
coverage  and  80%  of  the  next  $5,000  of 
the  eligible  expenses  for  the  family.  Op- 
tion B requires  out-of-pocket  expenses 
for  coinsurance  of  $750  for  the  member 
only  and  $1,000  for  the  family. 

Except  for  the  deductible  and  coin- 
surance provisions,  all  other  provisions  in 
existing  TMAIT  major  medical  plans  for 
physicians  will  be  applicable  to  the  MSA. 

Mellon  Bank  provides  all  MSA  ac- 
count services,  including  maintaining  the 
MSA,  providing  periodic  statements  to 
members,  and  payment  processing. 
TMAIT  is  responsible  for  marketing  the 
plan  and  enrolling  qualified  individuals 
and  small  employers. 


TMA  Advantage  highlights  new  and  ongoing 
benefits  and  services  available  to  physicians 
as  part  of  membership  in  the  Texas  Medical 
Association.  For  more  information  about 
TMAIT’s  medical  savings  accounts,  call  (800) 
880-8181  or  (512)  370-1776. 
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A nuclear  cardiac  imaging  camera  like  the  one 
shown  is  now  available  to  North  Texans. 


Nuclear  camera  eases  heart  exams 

Physicians  at  Texas  Cardiology 
Consultants  (TCC)  in  Dallas 
are  using  a high-speed,  high- 
volume  nuclear  cardiac  imaging 
camera  that  makes  heart  disease  di- 
agnoses easier  and  faster. 

The  new  camera  allows  physi- 
cians to  view  the  heart’s  ejection 
fraction  without  an  uncomfortable 
catheter  or  echocardiography.  Heart 
imaging  usually  requires  3 or  4 hours 
from  start  to  hnish,  according  to 
TCC  cardiologist  John  W.  Hyland, 
MD.  With  the  nuclear  imaging  cam- 
era, heart  scanning  takes  10  minutes. 

The  camera  is  the  only  one  of  its 
kind  in  Dallas  and  1 of  only  46  in 
the  nation. 

Strength  in  numbers 

The  American  Society  of  Inter- 
nal Medicine  (ASIM)  and  the 
American  College  of  Physi- 
cians (ACP)  will  merge  in  July  1998 
in  an  effort  to  become  a stronger 
voice  for  internists. 

“It’s  time  for  internists  to  have  one 
formidable  organization  to  represent 
the  diverse  interests  of  our  specialty, 
and  we’re  confident  this  one  will  build 


on  the  strengths,  energies,  and  special 
characteristics  of  the  two  parent  orga- 
nizations,” said  ASIM  President  Boyd 
Shook,  MD,  of  Oklahoma. 

The  new  group  will  be  named  the 
American  College  of  Physicians- 
American  Society  of  Internal  Medi- 
cine. Negotiating  teams  representing 
the  Texas  Society  of  Internal  Medicine 
and  the  Texas  Chapter  of  the  Ameri- 
can College  of  Physicians  will  work 
out  details  of  the  new  organization  at 
the  state  level  in  the  coming  months. 

UT  Southwestern  program 
opens  doors  for  young  scientists 

The  University  of  Texas  South- 
western Medical  Center  at 
Dallas  will  be  able  to  continu- 
ally support  the  research  careers  of  20 
of  the  world’s  most  promising  young 
medical  scientists  thanks  to  a $5  mil- 
lion gift  from  the  WW.  Caruth,  Jr, 
Foundation.  An  anonymous  donor 
will  match  the  funds  with  a $25  mil- 
lion challenge  grant  to  create  Caruth 
Scholars  in  Medical  Research. 

The  program  will  begin  with  four 
scholars  who  will  receive  funds  total- 
ing $600,000  over  the  first  4 years  of 
their  faculty  careers.  UT  Southwest- 
ern will  recruit  5 scholars  at  the  assis- 
tant professor  level  each  year,  building 
a total  of  20  scholars  by  the  end  of  4 
years.  UT  Southwestern  Medical 
School  will  pay  salaries  and  provide 
modern  laboratory  and  office  space. 

UT  Southwestern  department 
chairs  and  research  center  directors 
will  nominate  the  scientists,  and  the 
scholars  will  then  be  selected  by  a 
committee  chaired  by  Nobel  laureate 
Alfred  Gilman,  MD. 

“We  want  to  recruit  the  next 
young  Nobel  laureates  and  allow 
them  to  make  the  same  breathtaking 
discoveries  as  their  predecessors,” 
said  UT  Southwestern  President 
Kern  Wildenthal,  MD.  “More  than 
50%  of  all  Nobel  prizewinners  began 


their  work  under  the  guidance  of 
other  Nobel  laureates,  and  UT 
Southwestern  has  the  highest  con- 
centration of  Nobel  laureates  of  any 
medical  school  in  the  world.” 

Golf  for  a good  cause 

For  just  $35,  you  can  buy  more 
than  450  rounds  of  golf  at  255 
courses  across  Texas  — and 
help  fight  cancer. 

The  American  Cancer  Society’s 
1998  Texas  Golf  Pass  is  valid  January 
1 through  December  31,  1998,  and 
can  be  purchased  by  calling  (512) 
928-2262.  Major  credit  cards  will  be 
accepted. 

The  pass  covers  green  fees  only, 
and  course  reservations  must  be  made 
24  to  72  hours  in  advance,  specifying 
that  the  Texas  Golf  Pass  will  be  used. 

The  Texas  Golf  Pass  benefits  the 
American  Cancer  Society’s  educa- 
tional, patient  services,  and  cancer 
research  programs.  For  more  infor- 
mation, call  (512)  928-2262,  or 
consult  the  Web  site  of  the  American 
Cancer  Society,  Texas  Division,  Inc, 
at  www.tx.cancer.org. 

New  center  studies  veterans 
with  disabilities 

The  Center  of  Excellence  on 
Healthy  Aging  with  Disabili- 
ties, a cooperative  effort  be- 
tween Baylor  College  of  Medicine 
and  the  Veterans  Affairs  Medical 
Center  (VAMC)  in  Houston,  was 
one  of  six  sites  in  the  nation  awarded 
funding  by  the  Department  of  Veter- 
ans Affairs  to  establish  rehabilitation 
research  programs  for  veterans. 

The  center,  which  opened  in  Oc- 
tober and  is  located  at  the  VAMC, 
will  focus  research  on  areas  including 
prosthetics  and  the  consequences  of 
amputation,  spinal  cord  injury,  and 
geriatric  rehabilitation. 
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Type  2 diabetes  rising 
among  San  Antonio  children 

Pediatricians  at  I he  University 
oUlexas  Health  Science  Center 
at  San  Antonio  have  docu- 
mented an  increasing  number  ol 
Type  2 diabetes  cases  in  children,  es- 
pecially in  Hispanic  children,  and 
say  that  many  more  children  may 
not  know  they  have  the  disease. 

Of  the  100  reported  cases  of  Type 
2 diabetes  among  San  Antonio  chil- 
dren, almost  three  fourths  involve 
Hispanic  children,  who  are  geneti- 
cally predisposed  to  developing  the 
disease.  The  remaining  cases  include 
19  African-American  and  5 non- 
Hispanic  Caucasian  children.  UT- 
San  Antonio  pediatricians  have  also 
seen  numerous  children  with  Type  2 
diabetes  in  the  Rio  Grande  Valley. 
All  are  Hispanic. 


Survey  says  many  physicians 
are  signing  donor  cards 

More  than  half  of  Texas  physi- 
cians and  nearly  half  of 
their  spouses  are  pledged 
organ  donors,  according  to  a survey 
conducted  by  the  Texas  Medical  As- 
sociation. 

Completed  in  October  as  part  of 
TMAs  continuous  survey  project,  the 
poll  found  that  56%  of  physicians  and 
49%  of  physicians’  spouses  have  either 
signed  organ  donor  cards  or  indicated 
on  their  driver’s  licenses  that  they  wish 
to  be  donors.  Fiffy-four  percent  of 
physicians  said  they  had  discussed  do- 
nation with  their  families. 

Only  24%  of  physicians  reported 
having  discussed  organ  donation 
with  their  patients,  but  66%  ex- 
pressed a willingness  to  place  organ 
donation  information  in  their  pa- 
tient waiting  rooms. 

The  survey  was  conducted  for  the 
“Live  & Then  Give”  organ  donor 
awareness  campaign,  which  is  spon- 


sored by  FMA,  TMA  Alliance,  the 
Texas  Transplantation  Society,  and 
the  FMA  Foundation.  A survey  of 
the  general  public  commissioned  in 
August  by  “Live  & Fhen  Ciive”  and 
conducted  by  the  'Texas  Poll,  found 
that  only  42%  of  all  Texans  are 
pledged  organ  donors. 


Give  blood  this  month 

Less  than  5%  of  healthy  Ameri- 
cans who  are  eligible  to  donate 
blood  actually  do  so  each  year. 
January  is  National  Volunteer  Blood 
Donor  Month,  and  according  to  the 
American  Association  of  Blood 
Banks,  the  need  is  ever  present. 

• Every  3 seconds,  someone  needs 
blood. 

• Every  minute,  patients  use  more 
than  36  units  of  blood  or  blood 
products. 

• Every  day,  40,000  units  of  red 
blood  cells  are  used  throughout 
the  county. 

• More  than  4 million  people  will 
need  a blood  transfusion  this  year. 


Task  force  targets 
carbon  monoxide  poisoning 

Carbon  monoxide  poisoning 
is  the  No.  1 cause  of  poison- 
ing deaths  in  the  nation. 
This  colorless,  odorless,  tasteless, 
and  nonirritating  gas  claims  the  lives 
of  some  3,000  people  each  year. 

Dallas  medical  professionals  and 
the  Dallas  Fire  Department  have  cre- 
ated the  Carbon  Monoxide  Task 
Force  to  educate  the  public  about  the 
dangers  of  carbon  monoxide.  About 
40  unintentional  carbon  monoxide 
poisonings  were  referred  to  Dallas’ 
Presbyterian  Hospital  in  the  past  3'A 
years.  Roughly  80%  of  those  poison- 
ings happened  between  the  months 
of  October  and  February. 
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HOTLINES 


Texas  Medical  Association 


TMA  main  switchboard  (800)  880- 1 300 


TMA  Web  ^te 

www.texmed.org  . 

Impaired  physicians 

(800)  880-1640 

Call  this  24-hour  hotline  to  report  information 
concerning  physicians  who  may  be  abusing  alcohol 
or  other  drugs,  or  who  may  be  chemically  ad- 
dicted. psychiatrically  impaired,  or  have  other 
problems.  All  calls  are  confidential. 

'M  ■ 


^The  Texas  Medical  Association  Insurance  Trust  of- 
fers life,  health,  disability,  office  overhead,  personal 
accident,  and  other  insurance  plans  and  products 
to  TMA  members,  their  families,  and  office  staffs. 


ited  daily  Monday  through  Friday,  a recorded 


message  keeps  physicians  informed  on  the  progress 
of  state  legislation  affecting  them.  Operates  only  when 
the  Texas  Legislature  is  in  session. 


TMA  offers  qualified  medical  students  and  resi- 
dents low-interest  loans.  Call  for  general  require- 
ments and  application  procedures. 

The  TMA  Political  Action  Committee  speaks  on  be-, 
half  of  physicians  through  grassroots  involvement, 
personal  relationships  with  elected  officials,  and  po- 
litical campaign  participation  and  contributions. 


te  Texas  Physician  Services  Organization  delivers ' 
physicians  and  physician  organizations  an  array  of 
products  and  services  to  help  them  succeed  in  the 
changing  medical  marketplace.  Initiatives  include  a 
TMA-based  management  services  organization 
and  evaluation  of  managed  care  contracts. 
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By  Larry  BeSaw 

MedPartners  Inc,  the  na- 
tion’s largest  physician 
practice  management 
company,  has  signed  a 
letter  of  intent  to  acquire 
Houston’s  MacGregor 
Medical  Association. The 
transaction  will  add  237 
physicians,  27  clinics,  and 
about  1 90,000  prepaid 
enrollees  in  Houston  and 
San  Antonio  to  MedPart- 
ners’ Texas  system. 

Children’s  Medical  Center, 
the  Baylor  Health  Care 
System,  and  Texas  Health 
Resources  (THR),  all  of 
Dallas,  have  signed  a deal 
giving  Baylor  and  THR 
three  seats  on  the  Chil- 
dren’s Board  of  Directors. 
In  return,  each  system  will 
carry  a third  of  the  finan- 
cial liability  if  Children’s 
has  a budget  deficit. 

HeartScan-Houston  has 
received  approval  from  the 
Texas  Department  of 
Health  Bureau  of  Radia- 
tion Control  to  accept  self- 
referred  patients  for 
coronary  artery  scanning 
without  a physician’s  order. 

McKesson  Corp,  of  San 
Francisco,  has  signed  a 3- 
year  deal  with  the  Baylor 


Healthcare  System  in 
Dallas  to  supply  medical 
and  surgical  products. 

Birmingham-based 
Strategic  Medical  Inc,  a 
physician  network  man- 
agement firm,  has  opened 
a Dallas  office  to  provide 
additional  support  for  its 
seven  affiliated  Texas  net- 
works and  to  concentrate 
on  efforts  to  add  more 
Texas  networks. 

Austin’s  Columbia/St 
David’s  Healthcare  System 
and  Prudential  Health- 
Care  Plans  have  mended 
fences  and  signed  a new 
provider  agreement.  St 
David’s  ran  anti-Prudential 
newspaper  ads  after  ter- 
minating its  relationship 
with  Prudential  in  1 996. 
(Austin  Business  Journal) 

PCA  Health  Plans  of 
Texas  has  withdrawn 
from  the  Medicaid  man- 
aged care  program  in 
Houston  to  concentrate 
on  its  45,000  Medicaid 
members  in  Travis,  Bexar, 
and  Tarrant  counties. 

Columbia/HCA  Health- 
care Corp  has  dropped 
plans  to  build  a new  pedi- 
atric hospital  in  the  Texas 
Medical  Center. The  pro- 


ject was  scrapped  during 
a review  by  Columbia’s 
new  management. 
(Houston  Business  Journal) 

Horizon  Health  Corp,  of 
Lewisville,  has  signed  a 
commitment  letter  with 
the  Texas  Commerce 
Bank  National  Associa- 
tion and  Chase  Securities 
Inc,  for  up  to  $50  million 
in  credit  for  working  cap- 
ital and  possible  future 
acquisitions. 

Diagnostic  Health  Ser- 
vices, of  Dallas,  has  pur- 
chased Cardiovision,  Inc, 
a Las  Vegas  provider  of 
diagnostic  ultrasound 
services. 

San  Antonio’s  Warm 
Springs  Rehabilitation  Sys- 
tem is  planning  a 22-bed 
acute  care  rehabilitation 
hospital  in  Victoria.  (San 
Antonio  Business  Journal) 

Incarnate  Word  Health 
System,  of  San  Antonio, 
has  signed  a 2-year  agree- 
ment to  purchase  med- 
ical and  surgical  supplies 
from  Tenet  Healthcare.  It 
is  the  first  not-for-profit 
health  care  provider  to 
join  Tenet’s  group  pur- 
chasing organization. 
Texas  is  one  of  the  coun- 


try’s cheapest  states  in 
costs  for  a hospital  room 
and  visits  to  physician  or 
dentist  offices,  says  an 
American  Chamber  of 
Commerce  Researchers 
Association  survey.The 
Texas  health  care  cost  in- 
dex averages  93.2,  com- 
pared with  the  national 
mean  of  1 00. 

Daniel  C.  Rice,  JD,  legal  ad- 
viser for  the  Montgomery 
County  Hospital  District 
in  Conroe,  has  sued  the 
district  in  federal  court  on 
behalf  of  the  United 
States.  Mr  Rice,  a former 
Montgomery  County  dis- 
trict attorney,  contends 
the  district  never  fulfilled 
its  obligation  to  the  fed- 
eral government  to  pay  an 
$8.5  million  Medicare  lia- 
bility when  it  sold  a public 
hospital  to  a private  com- 
pany in  1993.  (Houston 
Chronicle) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,Austin,TX  78701;  fax 
(512)  370- 1 632;  e-mail 
larry_b@texmed.org 
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Managed  care 
pn  the  campaign  trail 

Candidates  focus  on  patient  protection  issues  in  1 998  elections 

^ Y Ken  O R T t:)  L O N , Associate  editor 


Managed  care  was  a major  issue  during  the 
1997  session  ol  the  Texas  Legislature.  Now 
it  may  be  heating  up  as  a key  issue  for  the 
1998  election  campaigns,  as  well  as  for  the 
liext  session  of  the  US  Congress.  In  November,  President 
Clinton  called  on  Congress  to  protect  consumers  with  a pa- 
tient “bill  of  rights.”  Even  before  that  proposal  was  formally 
anveiled,  US  House  Majority  Leader  Dick  Armey  (R-Tex) 
»ent  a memo  to  his  Republican  colleagues  describing  the 
proposed  initiative  as  a “bill  of  goods.”  Iowa  Republican 
Congressman  Greg  Ganske  wrote  a blistering  reply  to  the 
A.rmey  memo  criticizing  the  Republican  position. 


Meanwhile,  US  Rep  Charlie  Nor- 
wood (R-Ga)  has  lined  up  nearly  200 
cosponsors  horn  both  parties  for  a pa- 
tient protection  bill  that  includes  pro- 
visions clarifying  that  states  have 
jurisdiction  under  the  Employee  Re- 
tirement Income  Sectirity  Act  to  regu- 
late the  quality  of  health  care  services. 
And,  nearly  30  states  are  preparing  to 
follow  Texas’  lead  in  enacting  sweep- 
ing managed  care  reforms. 

Not  surprisingly,  several  national 
grassroots  coalitions  have  formed  to 
push  congressional  interest  in  man- 
aged care,  and  employer  and  insurance 
industry  lobbyists  are  gearing  up  to 
fight  the  patient  protection  efforts.  Following  a recent  brief- 
ing on  patient  protection  issues,  a lobbyist  for  the  Health 
Insurance  Association  of  America  quoted  aides  to  Senate 
Majority  Leader  Trent  Lott  (R-Miss)  as  telling  insurance 
lobbyists  to  “get  off  your  butts  and  get  off  your  wallets.” 

Pushing  the  hot  button 

Political  analysts  say  all  of  this  action  is  driving  managed 
care  to  the  forefront  of  the  1998  political  campaigns.  Kim 
Ross,  the  Texas  Medical  Association’s  vice  president  for 
public  policy,  agrees. 

“Multiple  research  efforts  in  Texas  by  national  pollsters 
on  salient  campaign  issues  all  seem  to  be  reaching  the 
same  conclusion,”  Mr  Ross  said.  “The  emerging  campaign 
hot  button  that  a lot  of  candidates  will  wear,  regardless  of 
ideological  stripe,  is  patient  care  freedoms  in  the  managed 
care  systems.” 

The  emergence  of  managed  care  reform  as  a national 
campaign  issue  certainly  benefits  I'exas  physicians  and  their 
patients,  says  lyler  orthopaedic  stirgeon  David  Duffner, 
MD.  “One  of  the  top  issues  on  our  agenda  remains  managed 


All  articles  in  Texas  Medicine  that  metition  Texas  Medical  Association  's  stance  on  state  legislation  are 
depned  as  "legislative  advertising,  "according  to  Texas  Govt  Code  Ann  §305.027.  That  law  requires 
disclosure  of  the  name  and  address  of  the  person  who  contracts  with  the  printer  to  publish  the  legisla- 
tive advertising  in  Texas  Medicine.'  Louis  ].  Goodman.  PhD,  Executive  Vice  President,  TMA,  401 
W'  1 5th  St.  Austin.  TX  78701. 


VOLUME  9 4 


★ NUMBER  1 


Legislative  Affairs 


care  reform,”  said  Dr  Duffner,  who 
chairs  TEXPAC’s  statewide  Candidate 
Evaluation  Committee. 

“What’s  really  under  siege  is  the 
whole  financing  of  all  of  our  health 
care  systems,  whether  it’s  public  sector 
with  Medicare  and  Medicaid  or  private 
sector  managed  care,”  he  said.  “Increas- 
ingly, those  lines  are  being  blurred  be- 
cause Medicare  and  Medicaid  are 
coming  under  managed  care  through 
contracts  with  for-profit  companies.” 

Mr  Ross  says  growing  campaign 
emphasis  on  managed  care  reform  can 
only  benefit  organized  medicine. 
“Medicine  will  be  standing  by  those 
legislators  who  supported  medicine’s 
unprecedented  victories  in  the  man- 
aged care  reform  area  in  1997,”  Mr 
Ross  said. 

Under  the  leadership  of  Sen 
David  Sibley  (R-Waco)  and 
Rep  John  Smithee  (R-Amar- 
illo),  Eexas  lawmakers  enacted 
in  1997  one  of  the  most 
sweeping  managed  care  reform 
packages  in  the  country.  And 
those  reforms  passed  by  what 
Mr  Ross  terms  a “super  major- 
ity” in  both  the  House  and  the 
Senate.  That  huge  majority, 

Mr  Ross  says,  will  inspire  in- 
cumbent lawmakers  — even 
those  who  may  have  been  am- 
bivalent about  managed  care 
issues  — to  stay  out  in  front  of 
the  managed  care  reform  parade. 

TEXPAC  endorses  Bush 

Land  Commissioner  Garry  Mauro, 
who  launched  his  long-shot  guberna- 
torial campaign  in  November,  intends 
to  inject  managed  care  as  an  issue  in 
that  campaign.  In  his  campaign  an- 
nouncement, Commissioner  Mauro 
proposed  a state  constitutional  amend- 
ment to  create  a patients’  bill  of  rights. 

Nonetheless,  a Scripps  Howard 
Texas  Poll  taken  about  that  time 
showed  Governor  George  Bush  lead- 
ing his  Democratic  opponent  by  a 
52%  margin.  The  poll,  conducted  by 
the  Office  of  Survey  Research  at  The 
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University  of  Texas  at  Austin,  showed 
the  governor  leading  68%  to  16%, 
with  14%  undecided. 

Commissioner  Mauro’s  chances 
against  Governor  Bush  also  took  a 
blow  in  November  when  outgoing  Lt 
Gov  Bob  Bullock,  a Democrat,  en- 
dorsed the  Republican  incumbent. 

TEXPAG  has  endorsed  Governor 
Bush,  too.  While  that  endorsement 
was  not  popular  among  all  TEXPAC 
members  because  of  his  veto  of  the 
1995  Patient  Protection  Act,  it  was 
the  smart  decision  for  organized  med- 
icine, Dr  Duffner  says.  Despite  the 
veto.  Governor  Bush  led  the  successful 
fight  for  tort  reform  in  1995.  And,  he 
did  sign  or  allow  to  become  law  all  of 
the  1 997  managed  care  reforms. 


Dr  Duffner  notes  that  the  gover- 
nor’s staff  worked  closely  with  TMA 
and  key  legislators  on  issues  affecting 
physicians  during  debate  on  the  gov- 
ernor’s property  tax  reform  plan.  1 he 
final  Senate  version  of  that  plan  re- 
moved physicians  from  the  tax  bill  al- 
together. 

“The  governor  has  certainly  earned 
medicine’s  support,”  Dr  Duffner 
added.  “Subsequent  to  the  veto  and 
throughout  the  rulemaking  and  leg- 
islative debate,  his  office  door  was 
open  to  hear  our  point  of  view.  At  the 
end  of  the  day,  he  supported  all  — not 
some,  but  all  — of  the  sweeping  re- 
forms put  on  his  desk.” 
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Elusive  coattails 

Only  time  will  tell  if  Governor  Bush’ 
lead  will  sweep  down-ballot  GOl 
candidates  into  office.  Fort  Worth  Re 
publican  political  consultant  Bryai 
Eppstein  predicts  an  advantage  fo 
Republicans,  but  not  a coattail. 

“Generally  for  a coattail  to  happen 
you  have  to  have  someone  who’s  rea 
popular  running  against  someoni 
who’s  perceived  as  evil,  demonic,  o 
incompetent,”  Mr  Eppstein  said.  “Yoi 
just  don’t  have  that  scenario  on  am 
level  of  the  ballot  this  election.” 

David  Marwitz,  TMA’s  director  o 
political  education,  says  Texans’  repu 
tation  as  ticket-splitters  also  will  cu 
into  any  potential  coattails. 

“Some  political  pundits  will  tell  yoi 
there  will  be  coattails,”  Mr  Marwit: 
said.  “But  looking  back,  we  haven’ 
seen  coattails  since  1984  with  [thei 
President  Ronald]  Reagan.  I think  Tex 
ans  are  going  to  pick  and  choose  dowi 
the  ballot  as  they  always  do.” 

Political  observers  say  that  tw( 
other  factors  could  further  trim  am 
coattails  from  a sweeping  victory  b] 
Governor  Bush.  This  first  is  the  antic 
ipated  neck-and-neck  race  for  lieu 
tenant  governor  between  two  high 
profile  statewide  officeholders  — Star 
Comptroller  John  Sharp  and  Agricul 
ture  Commissioner  Rick  Perry.  Th^ 
second  is  the  high  name  identificatioi 
of  Democratic  state  comptroller  can 
didate  Paul  Hobby,  son  of  former  L 
Gov  Bill  Hobby. 

Austin  Democratic  political  consul 
tant  George  Shipley,  PhD,  also  ex 
peered  the  reelection  bid  of  widel; 


Contributiom  to  Texas  Medical  Association  Political  Action  Con 
mittee  (TEXPAC),  Texas  Medical  Association  PAC-Statewic. 
( TEXPAC'Statewide),  and  American  Medical  Association  PA^ 
(AMPAC)  are  not  deductible  as  charitable  contributions  for  fee 
eral  income  tax  purposes. 

Voluntary  political  contributions  to  TE)G^AC  are  share 
with  AAIPAC.  Contributions  are  not  limited  to  any  suggeste 
amount.  Neither  TMA  nor  AMA  tvill favor  or  disadvantage  an) 
one  based  on  the  amounts  or  failure  to  make  contributions.  Cor, 
tributwns  to  TEXPAC  and  AMPAC  are  subject  to  Feden 
Election  Commission  regulations.  Federal  election  law  prohibi. 
TMA  from  soliciting  donations  from  persons  who  are  not  in  its  st 
licitable  class  (eg,  TMA  members  and  their  families).  All  dom> 
tions  received  from  persons  who  are  not  in  TMA's  solicitable  cla. 
will  be  returned. 
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opiilar  Democratic  Atty  Cien  Dan 
Morales  to  help  down-ballot  Democ- 
kts.  Attorney  General  Morales,  how- 
Iver,  surprised  most  political  observers 
ly  bowing  out  of  the  attorney  generals 
lice  in  early  December,  saying  the  time 
ad  come  to  concentrate  on  his  family. 

I Despite  the  debate  over  coattails, 
fir  Eppstein  says  some  candidates  will 
^eneht  from  the  governor’s  popularity, 
amely.  Republican  candidates  in 
Ijpen  legislative  seats.  And,  he  pre- 
sets, Republicans  will  take  a majority 
f statewide  races,  with  or  without 
jioattails. 

ilusical  chairs 

i 

lyhile  much  attention  will  be  focused 
jn  the  high-profile  governor’s  race, 
jhe  campaign  for  lieutenant 
jpvernor  promises  to  be  more 
jiotly  contested  and,  possibly, 

Inore  important  in  the  legisla- 
|ive  arena. 

I The  retirement  of  incum- 
|>ent  Lieutenant  Governor  Bul- 
jock  has  thrown  the  lieutenant 
Ipvernor’s  race  wide  open  and 
.reared  a game  of  musical 
hairs  for  the  statewide  offices 

; 

jielow  the  governorship.  Both 
[Comptroller  Sharp,  a Democ- 
.at,  and  Agriculture  Gommis- 
jioner  Perry,  a Republican, 

[Umped  into  the  lieutenant 
l!;overnor’s  campaign  almost 
Immediately  after  Lieutenant  Gover- 
nor Bullock’s  announcement  that  he 
ivould  not  seek  reelection. 

That  left  other  statewide  ofiPicer- 
lolders  and  legislators  scrambling  to 
nove  up  the  ladder.  Railroad  Commis- 
'ioner  Carole  Keeton  Rylander  jumped 
nto  the  Republican  primary  for  comp- 
roller.  State  Rep  Pete  Patterson  (D- 
Irookston)  announced  for  agriculture 
commissioner,  along  with  former  state 
Lep  Susan  Combs,  of  Austin,  in  the 
Republican  primary.  And  state  Rep 
keve  Holzheauser  (R- Victoria)  moved 
o get  into  the  vacated  Railroad  Com- 
Tiission  race,  as  did  former  US  Rep 
Steve  Stockman  (R-Beaumont). 


Commissioner  Mauro’s  decision  to 
challenge  the  governor  also  has  con- 
tributed to  the  fruit-basket  turnover, 
as  did  Attorney  General  Morales’  deci- 
sion not  to  seek  reelection.  State  Sen 
Jerry  Patterson  (R-Pasadena)  has 
jumped  into  the  land  commissioner’s 
race,  as  has  state  Rep  Richard  Ray- 
mond (D-Benavides),  and  former  Sec- 
retary of  State  Tony  Garza  and 
Houston  businessman  David  Dew- 
hurst,  both  Republicans. 

Court  of  Criminal  Appeals  Justice 
Morris  Overstreet  is  now  the  only  an- 
nounced Democrat  in  the  attorney 
general’s  race. 

Finally,  another  Railroad  Commis- 
sion spot  opened  up  when  incumbent 
Commissioner  Barry  Williamson  de- 


cided to  challenge  former  state  GOP 
Chair  Tom  Pauken  and  Texas  Supreme 
Court  Justice  John  Cornyn  in  the  Re- 
publican primary  for  attorney  general. 

This  may  not  be  a complete  list  of 
all  the  officeholders  looking  to  move 
up;  the  deadline  to  file  for  office  was 
January  2.  As  of  the  end  of  November, 
however,  Mr  Marwitz  was  not  expect- 
ing any  other  legislators  to  jump  into 
the  statewide  races. 

While  many  of  the  statewide  of- 
fices being  contested  this  year  — such 
as  agriculture  commissioner  and 
comptroller  — do  not  directly  affect 
medicine,  Dr  Duffner  sees  these  open- 
seat  campaigns  as  opportunities. 


“As  people  come  into  those  posi- 
tions, we  have  an  ability  to  at  least  de- 
velop relationships  by  communicating 
with  them,  getting  to  know  them, 
with  the  idea  that  those  individuals 
may  some  day  move  up  to  higher  of- 
fice,” he  said.  “It  gives  us  an  opportu- 
nity to  at  least  increase  their  awareness 
on  medical  issues.” 

Lieutenant  governor’s  race  tight 

Even  though  nearly  all  of  the  statewide 
races  involve  open  seats,  the  lieutenant 
governor’s  race  should  get  the  spotlight 
in  this  year’s  campaign.  As  presiding 
officer  of  the  Senate,  the  lieutenant 
governor,  along  with  the  speaker  of  the 
House,  arguably  is  one  of  the  two 
most  powerful  officeholders  in  Texas. 
Senate  rules  give  the  lieutenant  gover- 
nor tremendous  power  to  set  the  pol- 
icy agenda  of  the  Texas  Senate  and  to 
force  compromise  on  important  issues. 

Mr  Marwitz  says  polling  indicates 
Comptroller  Sharp  and  Agriculture 
Commissioner  Perry  are  in  a virtual 
dead  heat  in  that  race.  Picking  be- 
tween the  two  candidates  may  be  dif- 
ficult for  physicians.  Both  had 
promedicine  voting  records  as  mem- 
bers of  the  Texas  Legislature  and  both 
currently  enjoy  considerable  physician 
support.  TEXPAC  has  not  yet  en- 
dorsed either  candidate  in  the  race. 

Mr  Ross  says  the  outcome  of  this 
and  other  close  races  likely  will  hinge 
on  who  can  attract  the  large  group  of 
voters  that  make  up  the  political  cen- 
ter. “The  key  to  all  of  these  elections  is 
in  consolidating  your  base,  maximiz- 
ing your  solid  partisan  supporters,”  he 
said.  “Then  you  have  to  go  after  the 
center.  Therein  lies  a problem  for  both 
parties,  generally,  and  the  Republi- 
cans, specifically.” 

Though  Commissioner  Perry  en- 
joys a partisan  advantage  because 
more  Texans  now  consider  themselves 
Republicans  than  Democrats,  at  press 
time  Comptroller  Sharp  led  among 
the  crucial  independent  vote  by  al- 
most a 2-to-l  margin,  Mr  Marwitz 
notes. 


“The  key  to  all  of 
these  elections  is  in 
consolidating  your  base, 
maximizing  your  solid 
partisan  supporters. 

Then  you  have  to  go 
after  the  center. Therein 
lies  a problem  for  both 
parties,  generally,  and  the 
Republicans,  specifically.” 
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“The  whole  issue  is  going  to  be 
which  one  of  them  dominates  the  in- 
dependent vote,”  Mr  Eppstein  said. 
“Since  independent  voters  also  wait 
till  the  last  minute  to  make  up  their 
minds,  this  race  likely  could  go  down 
to  the  wire  on  Election  Day.” 

At  the  statewide  and  legislative  lev- 
els, the  Democratic  primaries  are  ex- 
pected to  be  relatively  quiet,  while  the 
GOP  races  likely  will  have  numerous 
ideological  fights  between  social  and 
economic  conservatives.  “All  the  ideo- 
logical action  appears  to  be  in  the  Re- 
publican primary,”  Mr  Ross  said. 

Added  to  that  is  the  fuzziness  of 
lines  between  conservative  Democrats 
and  Republicans,  Mr  Marwitz  says. 
“In  the  past,  given  a choice  be- 
tween a conservative  Democ- 
rat and  a Republican,  Texans 
have  chosen  the  conservative 
Democrat,”  he  said.  “We’ll 
have  to  wait  and  see  if  past 
trends  continue.” 

Legislative  stability 

While  Texans  are  assured  of  a 
new  crop  of  statewide  office- 
holders, there  appears  to  be 
relative  stability  in  the  con- 
gressional and  legislative  ranks. 

In  Congress,  neither  US 
Senate  seat  from  Texas  is  up 
for  election  this  year,  and  only 
one  House  seat  is  open  — that  of  re- 
tiring US  Rep  Henry  B.  Gonzalez  (D- 
San  Antonio).  Most  analysts  see  few 
incumbents  with  tough  races,  al- 
though the  Republicans  have  targeted 
US  Rep  Charles  Stenholm  (D-Avoca), 
who  represents  a marginally  Republi- 
can district.  Democrats  likely  will  tar- 
get Republican  Congressmen  Ron 
Paul,  MD,  of  Surfside,  and  Pete  Ses- 
sions, of  Garland. 

As  for  the  Texas  Legislature,  Mr 
Marwitz  again  says  few  incumbents 
are  vulnerable.  Senator  Patterson’s  en- 
try into  the  land  commissioner’s  race 
created  an  open  seat,  but  state  Rep 
Mike  JacEson  (R-La  Porte)  is  expected 
to  win  that  seat  easily.  And,  political 


observers  say  state  Sens  Michael  Gal- 
loway (R-The  Woodlands),  Steve  Og- 
den (R-Bryan),  and  Tom  Haywood 
(R-Wichita  Falls)  have  been  targeted 
by  the  Democrats. 

In  the  state  House,  a handful  of 
members  are  retiring  or  running  for 
higher  office,  but  no  major  turnover  is 
expected  there.  Open  Democratic 
seats  are  more  likely  to  shift  than  their 
Republican  counterparts,  analysts  say. 
Republicans  are  currently  eight  seats 
short  of  a majority. 

Rejoining  the  court  battle 

With  the  congressional  and  legislative 
races  expected  to  result  in  fairly  little 
turnover,  the  key  races  for  physicians 


to  watch  may  be  for  the  Texas  Supreme 
Court,  Mr  Marwitz  says.  The  resigna- 
tion of  Justice  Cornyn  to  run  for  at- 
torney general  means  four  of  the  nine 
high  court  seats  are  up  for  grabs  this 
year  instead  of  the  usual  three  seats. 

“If  for  some  reason  another  justice 
resigned,  we  could  have  a majority  of 
the  court  on  the  ballot  this  year,”  Mr 
Marwitz  said.  “I  can  assure  you  the  trial 
lawyers  will  be  looking  seriously  at  every 
one  of  those  races  to  try  to  elect  some- 
one more  favorable  to  their  positions.” 

Among  those  justices  up  for  reelec- 
tion are  Craig  Enoch  and  Greg  Abbott, 
both  Republicans,  and  Rose  Spector,  a 
Democrat.  Justices  Enoch  and  Abbott 
originally  were  elected  with  TEXPAC 
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“The  old  saying 
is  that  90%  of 
Texans  can  name 
ail  Three  Stooges, 
half  of  the  Seven 
Dwarves,  and 
none  of  the 
Supreme  Court 
justices.” 


support  and  have  been  endorsed  for  re- 
election  by  TEXPAC.  Justice  Spector 
was  not  endorsed  by  TEXPAC  in  her 
first  race  but  has  gotten  the  organiza- 
tion’s support  this  year  because  of  her 
track  record  on  the  court. 

“Justice  Spector  has  been  fair  and 
has  interpreted  the  law,  not  tried  to 
legislate  from  the  bench,”  Mr  Mar- 
witz said.  “She  is  viewed  as  a friendly 
incumbent  and  has  been  endorsed.” 

The  fourth  race  will  involve  Debo- 
rah Hankinson,  a former  Dallas  ap- 
pellate judge  recently  appointed  by 
Governor  Bush  to  fill  Justice  Cornyn’s 
seat.  TEXPAC  will  be  evaluating  Jus- 
tice Hankinson’s  credentials  and  de- 
ciding on  an  endorsement  before  the 
March  primaries. 

Justice  Spector  faces  a serious  gen- 
eral election  challenge  from  the  win- 
ner of  a Republican  primary  race  that 
features  Dallas  District  Judge  Candace 
Tyson  against  Houston  Appellate 
Judge  Harriet  O’Neill.  TEXPAC  has 
endorsed  Judge  O’Neill  in  the  Repub- 
lican primary  only.  Justice  Enoch  faces 
a challenge  from  trial-lawyer-backed 
Mike  Westergren,  a district  judge 
from  Corpus  Christi. 

Even  though  all  of  the  incumbents 
were  favored  to  win  at  press  time,  Mr 
Marwitz  says  physicians  cannot  be- 
come complacent  about  these  races. 

“The  old  saying  is  that  90%  of  Tex- 
ans can  name  all  Three  Stooges,  half  of 
the  Seven  Dwarves,  and  none  of  the 
Supreme  Court  justices,”  he  said.  It’s 
hard  for  candidates  in  those  races  to 
raise  campaign  funds  or  gain  name 
identification.  That  makes  it  critical  for 
physicians,  business  leaders,  and  others 
who  have  supported  the  efiforts  to  re- 
form the  court  since  1988  to  maintain 
those  efforts,  Mr  Marwitz  says. 

“If  we  support  the  judicial  educa- 
tion projects,  distribute  the  slate 
cards,  and  inform  our  members,  we 
shouldn’t  have  a problem  in  these 
races,”  Mr  Marwitz  said.  “But  that’s 
always  a big  ‘if’”  ★ 
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The  Texas  Medical  Association 
Stroke  Prevention  Project 
(TMASPP)  is  a partnership 
between  the  Texas  Medical 


TMASPP  Executive  Committee  & Speakers 

Walter  Buell,  MD,  Chair 
George  Rodgers,  MD,  Vice  Chair 
Bill  Davis,  MD 
Anne  Leonard,  RN 
Robert  Hart,  MD 


Association  and  the  American 
Heart  Association,  Texas  Affiliate, 
funded  through  an  unrestricted, 
educational  grant  from  DuPont 
Pharma  to  educate  physicians 
about  stroke  prevention,  care,  and 
treatment.  This  award-winning 
medical  education  program  is  a 
three  hour  series  designed  for 
physicians  and  nurses.  Since  its 
inception  in  1995,  the  TMASPP 
has  educated  approximately 
3,500  physicians  and  health  care 
professionals  in  Texas. 


Diane  Solomon,  MD 
Addison  Taylor,  MD,  PhD 
Mike  Wolf,  American  Heart  Association 

TMASPP  Speakers  Bureau: 

Oscat  Benavente,  MD 
Bob  Bower,  MD 
Ricardo  Cigarroa,  MD 
Robert  Fayle,  MD 
William  H.  Fleming  III,  MD 
John  Foster,  MD 
Ralph  Greenlee,  MD 
Bob  Hillert,  MD 
Thomas  Kent,  MD 
Dan  LaLonde,  MD 
Charles  Marsh,  MD 
William  McIntosh,  DO 
Kenneth  McIntyre,  MD 
Charles  Mild,  MD,  FACC 
Steven  Minor,  MD 


The  Texas  Medical  Association 
Stroke  Prevention  Project  would 
like  to  thank  the  following  people 
for  generously  donating  their  time 
and  expertise  to  help  prevent 
stroke  throughout  Texas. 


Terr>'  Posluszny,  MD,  FACC 
Arch  Robinson,  MD 
j.  James  Rohack,  MD 
D.  Hal  Unwin,  MD 
Mark  Wengrovitz,  MD 
Kennon  Wigley,  MD 
Sam  Woolhert,  MD 
C.  Roger  Youmans,  MD 


Tex 


TexasMedical 

Association 


Special  Thanks  to  Bill  LaFrance  and  DuPont  Pharma. 

For  more  information  on  the  TMASPP, 
contact  Rebecca  Robinson  at  (800)  880-1300  ext.  1461. 
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Low  pay,  slow  pay  no  pay 

Unpaid  insurance  claims  are  mounting 

By  Larry  BeSaw,  Associate  editor 


t’s  another  case  of  “the  check’s  in  the  mail.”  Though 
not  entirely  the  insurance  industry’s  fault,  Texas 
physicians  are  finding  it  increasingly  difficult  to  be 
paid  promptly  for  the  care  they  give  their  patients. 

“Over  the  last  3 years,  it’s  escalated  to  such  a high  pro- 
portion that  it’s  out  of  control,”  said  Bradley  Reiner,  man- 
ager of  payer  relations  for  the  Texas  Medical  Association. 
“New  state  law  says  clean  claims  have  to  be  paid  within  45 
days.  That’s  just  not  happening.” 


1997,  with  physicians  across  Texas  re 
porting  1,982  hassles,  an  average  of  16 
per  month.  The  No.  1 problem  was  dei 
layed  payment  ol  insurance  claims,  fol 
lowed  closely  by  having  to  mak 
numerous  telephone  calls  to  insurers  r 
resolve  single  claims  and  outright  claim 
denials.  Other  hassles  reported  b 
physicians  included  lengthy  telephon 
hold  time,  claims  lost  by  insurers,  pat 
terns  of  late  payment,  requests  for  med 
ical  records  and  other  documentation 


Texas  Department  of  Insurance  (TDI)  officials  say  they, 
too,  have  noticed  increased  payment  problems  with  insur- 
ance companies  and  are  willing  to  help  if  they  can  (see  “At- 
titude Adjustment,”  Texas  Medicine,  June  1997,  pp  36—39). 
Department  officials  say  they  are  interested  in  hearing  about 
claims  not  paid  within  90  days  of  being  filed.  “We  don’t 
want  to  be  a collection  agency,  but  we  do  want  to  help  those 
providers  who  are  having  problems  getting  their  claims 
paid,”  said  Kris  Duncan  Rhodes,  TDI  insurance  specialist. 

TMA’s  health  care  financing  department  redesigned  its 
Hassle  Factor  Log  in  fall  1996  to  better  track  insurance  claims 
payment  problems.  Staff  also  now  use  a computer  database  to 
track  reported  hassles  and  identify  payment  trends. 

Reported  problems  accelerated  between  fall  1996  and 


and  preauthorization  denials. 

An  interesting  trend  emerged  in  early  1997,  namely,  ai 
increase  in  complaints  related  to  downcoding  or  recodin: 
of  claims  by  insurance  companies.  This  complaint  was  nea 
the  bottom  of  the  list  in  1996,  but  by  May  of  last  year  i 
had  risen  to  the  fifth  most  common  complaint. 

An  analysis  of  the  hassles  reported  by  physicians  also  reveal: 


The  Dallas-Fort  Worth  metroplex  accounts  for  slightl 
more  than  a quarter  of  the  complaints. 

Managed  care  continues  to  be  responsible  for  almos 
half  of  the  reported  hassles,  followed  by  Medicaid^ 
Medicare,  and  commercial  insurance. 

Each  hassle  takes  an  average  of  30  minutes  of  physiciat 
time  and  2 hours  and  1 5 minutes  of  staff  time  to  resolve^ 
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, Some  ot  the  hassles  can  be  attrib- 
uted to  factors  such  as  insurance  com- 
panies’ rapid  growth  outstripping  the 
papabilities  of  their  computer  systems, 
^ut  John  Berven,  chief  executive  offi- 
per  of  Medquest  Services,  Inc,  an  Ar- 
lington firm  that  helps  physicians 
recover  money  from  unpaid  claims, 
says  many  of  the  hassles  may  be  the  re- 
sult of  the  companies’  desire  to  make 
more  money.  Physician  office  staffs 

!also  may  be  unable  to  handle  claims 
properly,  either  because  of  ineptitude 
pr  lack  of  personnel,  he  says. 

“If  we  were  sitting  here  today  as  the 
board  of  directors  of  an  insurance  com- 
pany and  we  said  we  have  to  raise  our 
income  level  in  the  next  12  months, 
khe  easiest  way  is  to  have  our  computer 

I departments  generate  50%  more  re- 
quests for  medical  records  on  claims,” 
he  said.  “I’ll  guarantee  you  that  75%  of 

I the  clinics  will  never  respond  to  those 
requests  for  medical  records.”  Another 
insurance  industry  trick,  he  says,  is  to 
increase  the  amount  of  time  physician 
office  staffs  have  to  wait  on  the  tele- 
Iphone  in  hopes  they  eventually  will 
jgive  up  and  go  away, 
j Mr  Berven  estimates  that  every 
I physician  in  Texas  has  a minimum  of 
'$100,000  in  unresolved  claims. 

lyaking  action 

;TMA  is  doing  more  than  simply  keep- 
ling  track  of  the  hassles  reported  by 
! physicians.  The  association  has 
launched  a payment  equity  initiative 
to  help  physicians  resolve  claims  prob- 
lems, an  effort  authorized  by  the 
;TMA  Council  on  Socioeconomics. 
The  initiative  may  endorse  a collec- 


tion firm  that  specializes  in  dealing 
with  third-party  payers,  identify  con- 
sultants such  as  Dunn  & Bradstreet 
who  can  help  physicians  with  severe 
collection  problems,  and  work  with 
attorneys  to  sue  payers.  Dunn  & 
Bradstreet  often  gets  the  attention  of 
insurance  companies  very  quickly 
since  it  is  also  a credit  rating  agency. 

Suing  payers  is  a step  that  should 
not  be  taken  lightly,  says  David  Mar- 
cus, PhD,  director  of  the  TMA  health 
care  financing  department.  Physicians 
who  file  suit  should  be  prepared  for 
nonrenewal  of  their  contracts,  or,  at 
the  minimum,  a very  hostile  relation- 
ship with  the  insurance  company. 

TMA  also  is  meeting  with  various 
insurance  carriers  to  discuss  specific 
problems  reported  by  physicians. 
TMA  physicians  and  staff  sit  down 
with  medical  directors  and  other  in- 
surance representatives  to  go  over  the 
cases  and  see  if  a favorable  resolution 
can  be  reached.  Mr  Reiner,  who  orga- 
nizes the  meetings,  says  75%  to  80% 
of  the  problems  are  resolved  in  the 
physicians’  favor. 

In  1997,  meetings  were  held  with 
Medicare,  Medicaid,  PCA  Health 
Plans  of  Texas,  Prudential,  and  United 
Healthcare.  Similar  sessions  are  slated 
this  year  with  CIGNA,  NYLCare,  and 
Harris  Methodist  Health  Plan,  in  addi- 
tion to  three  meetings  with  Medicare 
and  two  meetings  with  Medicaid. 

Not  all  of  the  companies  have  been 
willing  to  meet.  In  October,  Aetna/US 
Healthcare  abruptly  canceled  a sched- 
uled meeting  with  only  24  hour.s’  notice 
on  the  grounds  that  a regional  manager 
was  scheduled  to  be  in  town  that  same 


day.  Subsequent  attempts  to  reschedule 
the  meeting  were  unsuccessful. 

During  a conversation  with  Mr 
Reiner,  the  Aetna  medical  director 
asked,  “What’s  in  it  for  us?”  if  a meet- 
ing took  place.  That  prompted  Bohn 
Allen,  MD,  chair  of  the  Council  on 
Socioeconomics,  to  write  the  medical 
director  a letter  stating  that  such  a 
comment  “is  indicative  of  the  current 
problem  with  managed  care  and  the 
health  care  industry  as  a whole  today.” 

Both  Dr  Allen  and  Mr  Reiner  say 
Aetna’s  reluctance  to  meet  is  unfortu- 
nate because  previous  meetings  with 
the  company  have  been  successful. 
Here  are  a few  examples  of  the  results 
of  meetings  held  duting  1997: 

• Prudential  reevaluated  and  paid  a 
claim  from  a physician  who  had  pre- 
scribed Biaxin  for  a child  with 
chronic  sinusitis;  it  had  previously  de- 
nied the  claim  because  the  drug  was 
not  in  its  fotmtilary.  The  company 
agreed  to  consider  a TMA  request 
that  it  expand  its  fotmulary  to  in- 
clude the  drug  and  to  look  into  pay- 
ing for  nonformulary  drugs  if  they 
ate  proven  to  be  effective  for  patients. 

• After  reviewing  documentation 
submitted  by  ’PMA,  United  Health- 
Care  agreed  to  change  its  policy  of 
paying  for  only  one  trigger  point  in- 
jection or  occipital  nerve  block  in- 
jection when  more  than  one  is  given 
on  the  same  day,  and  to  pay  for  each 
procedure  separately.  United  had 
been  arbitrarily  bundling  all  claims 
for  additional  injections  into  the 
initial  injection  claim  based  on 
medical  necessity. 
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United  also  agreed  to  pay  claims 
tor  various  services  that  had  been 
denied  because  a new  computer 
software  program  was  incorrectly 
omitting  payable  services.  The 
software  has  been  corrected. 
Medicaid  paid  a large  number  of 
claims  it  had  previously  denied  for 
late  Hling  alter  the  physician 
proved  they  had  been  filed  elec- 
tronically within  60  days. 

PCA  agreed  to  pay  a claim  it  had 
incorrectly  downcoded  without  re- 
viewing the  physician’s  documen- 
tation. PCA  officials  say  the  claim 
was  downcoded  because  of  a claims 
scanning  device  that  read  the  orig- 
inal code  incorrectly. 


$2.2  million  in  unpaid  claims  for  ; 
physician  group  when  it  examined  sev 
eral  boxes  of  documents  in  the  group’ 
office  and  found  they  contained  first 
second,  and  third  unanswered  request 
from  insurers  for  medical  records.  Staf 
members  had  been  simply  opening  thi 


letters  and  throwing  them  in  a bo)l 


without  reading  them  if  they  did  noi 
contain  a check. 

In  another  case,  a physician  grouf 
increased  its  collections  from  35%  tt' 
65%  within  90  days  when  Medques 
convinced  them  to  quit  using  out 
dated  Health  Care  Financing  Admin 
istration  (HCFA)  electronic  claim; 
forms.  The  physicians,  whose  annua 
billings  totaled  $90  million,  were  us- 


Dr  Allen  and  Paul  Handel, 
MD,  vice  chair  of  the  socioeco- 
nomics council,  say  they  have 
been  surprised  at  the  insurance 
companies’  candor  at  the  meet- 
ings and  their  willingness  to 
correct  problems.  Mr  Reiner 
calls  the  meetings  a win-win  sit- 
uation because  insurance  carri- 
ers often  learn  of  problems  they 
previously  knew  nothing  about. 


Checking  the  trash 

While  the  insurance  companies 
bear  primary  responsibility  for 
the  backlog  of  unpaid  claims, 
physicians  and  their  office  staffs  are  not 
entirely  blameless.  In  many  cases, 
claims  are  not  properly  filed  or  insurers’ 
requests  for  additional  information  are 
not  responded  to  promptly.  Office  staff 
members  responsible  for  filing  claims 
are  often  not  trained  properly,  high 
stafif  turnover  prevents  continuity  in  fil- 
ing procedures,  or  physicians’  offices 
are  not  adequately  staffed  to  handle  the 
volume  of  claims. 

In  examining  why  some  physicians 
have  a large  backlog  of  unpaid  claims, 
a process  he  likens  to  going  through 
someone’s  garbage,  Mr  Berven  says  his 
staff  has  uncovered  some  rather  un- 
usual causes. 

In  one  case,  Medquest  recovered 


Physicians  who  feel 
they  don’t  have  the 
time  to  do  the  claims 
coding  themselves 
must  make  sure  their 
staff  members  are 
properly  trained  and 
must  monitor  sample 
claims  periodically  to 
make  sure  they  are 
being  done  correctly. 


ing  the  old  HCFA  forms  because  they 
had  decided  not  to  spend  $24,000  for 
upgrades  to  their  electronic  filing  sys- 
tem necessary  to  use  the  new  form. 

Another  major  problem  is  that  too 
many  physicians  don’t  involve  them- 
selves in  the  claims  filing  procedures, 
leaving  it  to  their  staffs  to  handle 
them,  even  though  the  physicians  are 
ultimately  responsible  for  the  accuracy 
of  the  claims.  Physician  accountability 
in  correct  coding  of  claims  ranges 
from  simple  failure  to  get  paid  to  pos- 
sible criminal  liability  in  instances  of 
fraud  or  abuse. 

“My  No.  1 complaint  against  the 
doctors  is  they  don’t  do  their  own  CPT 
or  ICD-9  coding,”  Dr  Allen  said.  He 
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i.ays  that  in  many  of  tlie  problems  he 
ind  Mr  Reiner  have  examined,  it  is  “oh- 
dous  that  the  stall  has  not  the  foggiest 
dea  how  to  properly  code  lor  the  ser- 
'ices  performed.  As  a result,  insurance 
laims  are  thrown  out  or  disallowed, 
odes  changed,  or  whatever.”  Ideally, 
ihvsicians  should  do  their  own  coding 
because  they  know  what  they  did  anci 
hey  can  read  the  CP  F book  as  well  as 
myone  else  and  tell  what  the  proper  de- 
cription  is  of  what  they  have  done.” 

Physicians  who  feel  they  don’t  have 
he  time  to  do  the  claims  coding 
hemselves  must  make  sure  their  staff 
nembers  are  properly  trained  and 
iTiust  monitor  sample  claims  periodi- 
;ally  to  make  sure  they  are  being  done 
;orrectly,  Dr  Allen  says.  “When  you 
mproperly  code,  all  you’re  doing  is 
isking  not  to  get  paid.” 

Physicians  must  also  make  sure 
hey  are  familiar  with  the  standards 
or  documenting  the  levels  of  service 
provided.  Dr  Marcus  says.  “If  it’s  not 
n the  record,  it  didn’t  happen.  And  if 
t isn’t  in  the  record  just  right,  it  didn’t 
lappen.” 

Because  improper  coding  and  sub- 
equent  delayed  payment  of  claims  can 
lave  severe  financial  consequences  on 
physicians  and  their  practices.  Dr  Han- 
lel  has  a blunt  message  for  doctors 
vho  say  they  don’t  have  the  time  to  get 
nvolved  in  coding.  “If  they  don’t  take 
he  time  now.  I’m  afraid  they’ll  have  a 
ot  of  time  in  the  future.”  ★ 
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Are  physician  performance 
measurements  the  answer?  By 
Teri  Moran,  Associate  editor 
Keith  Cryar,  MD,  did  everything  he 
as  supposed  to  do  for  his  patients,  or  so 

he  thought. 
Board-certi- 
ied  in  endocrinology  and  an  expert  in 
:reating  diabetes.  Dr  Cryar  believes  in 
Dreventive  care  and  follows  the  American 
iabetes  Association  treatment  guidelines. 
In  fact,  a few  years  ago  he  would  have  told 
^ou  he  followed  them  to  a T. 
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But  a close  look  at  his  practice  revealed  a different  story. 
“Despite  my  expertise  and  intentions,  I found  I had  not  done 
everything  I should  have  for  all  my  diabetic  patients,”  said  Dr 
Cryar,  who  practices  at  Scott  & White  Clinic  in  Temple.  “I 
fell  short  on  renal  screenings,  vaccinations,  and  making  sure 
my  patients  had  yearly  eye  exams.  I realized  I hadn’t  been  ful- 
filling my  own  expectations  for  myself  or  my  patients.” 

That  realization  was  not  what  he  had  expected  when  he 
confidently  joined  a study  sponsored  by  the  American 
Medical  Group  Association  (AMGA).  He  even  cochaired 
the  work  group  that  developed  the  tools  used  to  evaluate 
his  practice.  In  several  sessions,  he  and  colleagues  in  group 
practices  from  across  the  United  States  agreed  on  a dozen 
or  so  things  that  ought  to  be  done  in  treating  all  diabetics. 

Although  his  overall  performance  was  rated  quite  good, 
the  results  of  the  evaluation  still  unnerved  him.  “It  was 
hard  for  me  to  swallow  because  I really  believed  I was  do- 
ing the  right  thing  for  my  patients.” 

Tell  me 

something  good 

While  few  physicians  would  make  such  a hum- 
bling revelation  public.  Dr  Cryar  tells  his  story  to  col- 
leagues every  chance  he  gets.  He  has  become  a disciple,  so 
to  speak,  of  a growing  movement  in  medicine  that  contin- 
ues to  gain  credibility  and  converts. 

Quality  gurus  call  the  kind  of  self-assessment  Dr  Cryar 
undertook  a “performance  measurement  study.”  But  he 
calls  it  just  good  medicine.  Used  hand-in-hand  with  clini- 
cal outcomes  studies,  performance  measurement  not  only 
makes  good  sense,  experts  say,  but  also  offers  a way  for 
physicians  to  retake  control  of  medicine. 

As  evidence,  some  large  corporations  have  begun  by- 
passing insurers  and  managed  care  companies,  and  are  go- 


ing straight  to  physicians  to  define  quality  of  care.  Until  re- 
cently, purchasers  had  no  meaningful  way  to  measure'l 
health  care  value  other  than  costs  based  on  claims  datajj 
which  don’t  take  patient  variables  into  account.  | 

“Unfortunately,  that’s  how  insurers  and  even  hospitals  I 
measure  us,”  said  Dallas  obstetrician  Sam  Tyuluman,  MD,i 
who  has  an  engineering  background  and  has  participated  ini 
clinical  studies  of  his  treatment  patterns.  “For  instance.  I’ll 
get  a report  card  from  a managed  care  company  that  says 
my  cesarean  section  rate  is  33%.  Well,  I only  took  care  o£ 
seven  patients  for  them  for  a whole  year,  so  what  does  that 
tell  me?  I argue  that  information’s  not  accurate  or  useful.”  ' 

Getting  graded  in  such  a manner  is  like  studying  for  10 
years  and  having  your  professor  test  your  knowledge  by 
asking  you  just  one  yes-or-no  question.  Dr  Tyuluman  saysl 
“Think  of  what  a report  card  represents,  and  then  look  at 
what  we’re  getting  for  report  cards  right  now.  We’re  being 
asked  just  one  question,  ‘How  many  C-sections  did  you 
do?’  or,  ‘How  many  cholecystectomies  did  you  do?’  That’s 
not  a true  evaluation  of  our  skills.  We  need  to  be  able  to  re- 
spond to  these  simplistic  quality  review  measures  now  used 
to  evaluate  us.” 

However  challenging  a task,  experts  say  physicians  dare 
not  pass  up  the  opportunity  to  develop  true  measures  of 
medicine.  “The  only  way  medicine  can  do  that  is  with  sci- 
entific, nonbiased  studies  designed  by  physicians  for  physi- 
cians,” said  Karen  Batory,  director  of  Texas  Medical 
Association’s  division  of  public  health  and  quality.  Several 
groups  in  Texas,  including  the  Texas  Medical  Association, 
are  trying  to  do  just  that.  Facilitating  progress  in  this  criti- 
cal new  area  is  why  TMA,  the  Texas  Medical  Foundation 
(TMF),  and  the  Texas  Osteopathic  Medical  Association 
created  the  Texas  Health  Quality  Institute  (THQI)  in 
1996.  “THQI  is  a new  collaborative  endeavor  devoted  to 
helping  physicians  demonstrate  that  they  deliver  quality 
care,”  Ms  Batory  said. 

TMA  President  Phil  H.  Berry,  Jr,  MD,  views  quality 


“Despite  my  expertise  and  intentions, 

I found  I had  not  done  everything 
I should  have  for  all  my  diabetic  patients. 

I fell  short  on  renal  screenings,  vaccinations, 
and  making  sure  my  patients  had  yearly 
eye  exams.  I realized  I hadn’t  been  fulfilling 
my  own  expectations  for  myself  or  my  patients.” 
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tudies  as  one  of  medicine’s  best  resources  for  loosening 
anaged  care’s  stranglehold  on  medicine.  “No  one  knows 
etrer  than  we  do  what  quality  health  care  really  means,”  he 
aid.  “We  must  make  every  effort  to  define  it  for  nonmed- 
:al  types  and  then  commit  to  live  by  our  definition.  Once 
efined,  we  can  use  it  for  self-improvement,  thus  restoring 
ur  image  for  ourselves  and  our  patients.” 

Medicine’s  reticence  to  embrace  the  kind  of  quality  im- 
rovement  methods  used  by  business  has  been  understand- 
ble.  Historically,  physicians  have  been  asked  to  apply 
implistic  algorithms  to  the  most  weighty  and  complex  un- 
ertaking:  healing  human  beings.  Medicine  is  both  science 
nd  art,  and  human  beings  aren’t  widgets.  And  as  they  per- 
ain  to  the  practice  of  medicine,  the  tools  of  quality  im- 
rovement  are  becoming  much  more  sophisticated. 


OR  MANY  YEARS,  Fort  Worth  gastroenterologist  Josie 
IC^illiams,  MD,  has  been  trying  to  get  medicine  to  come  up 
/ith  ways  to  prove  physicians’  clinical  worth  to  the  rest  of 


The 

time  is  ripe 


the  world.  “1  had  become  very  concerned  about  the  qual- 
ity of  patient  care  because  I realized  the  system  was  fast  be- 
coming solely  cost-driven,”  Dr  Williams  said.  “Eventually, 
cost  would  be  down  to  such  narrow  limits  that  there  would 
be  almost  nothing  to  differentiate  one  physician  from  an- 
other. And  I realized  that  we,  as  physicians,  had  very  few 
tools  to  prove  quality  of  care.” 

Dr  Williams  wasn’t  surprised  at  the  lack  of  studies  avail- 
able 10  years  ago.  “Physicians  were  trained  to  be  quite  in- 
dependent, and  in  this  matter,  it  has  worked  against  us. 
We’ve  also  been  taught  to  think  about  outcomes  studies  as 
cookbook  medicine.  The  idea  that  what  we  do  as  physi- 
cians is  too  complex  to  measure,  publish,  and  explain  to 
the  public  is  deeply  ingrained  in  our  thinking.” 

She  recalled  how  the  work  group  for  the  diabetes  study 
had  begun  with  a three-page  questionnaire  but  ended  with 
13  specific  and  sensitive  measures.  “That  study  showed 
that  all  the  variables  physicians  want  to  start  out  with  can 
be  boiled  down  to  just  a few  primary  items  for  each  diag- 
nosis. When  you  really  get  down  to  what  is  valid,  you  don’t 
need  nearly  as  much  data  as  you  think  you  do.  You  have  to 
accept  that  you  can’t  measure  everything  about  every  pa- 
tient. But  with  patient  characteristics  included  and  severity 
adjustments  added  later,  we  hope  these  studies  can  begin  to 


Texas  Health  Quality  Institute 

Merging  science  and  quality 


The  Texas  Health  Quality  Institute 
(THQI),  a collaborative  effort  between  the  Texas  Med- 
ical Association,  the  Texas  Medical  Foundation,  and  the 
Texas  Osteopathic  Medical  Association  hopes  to  become 
a nerve  center  for  quality  studies  in  the  state. 

“What  we’re  trying  to  do  is  let  science,  not  econom- 
ics, be  the  basis  of  medical  decision-making,”  said  Amy 
Boykin,  RN,  director  ofTMA’s  science  and  quality  de- 
partment. “Physicians  want  to  provide  the  highest  qual- 
ity clinical  care  for  their  patients.  Performance 
measurements  used  by  physicians  for  quality  improve- 
ment should  be  scientifically  based  and  clinically  rele- 
vant. We  hope  to  provide  access  to  that  kind  of  service.” 
THQI  initiatives  include: 

• Outcomes  measurement  services 

Develop  programs  to  assist  physicians  in  measuring 
performance  improvement  and  outcomes  of  care. 

* Clinical  advocacy 

Establish  a quality-alert  program  to  provide  physi- 


cians a forum  in  which  to  identify  quality-of-care  is- 
sues and  advocate  for  appropriate  resolutions. 

Quality  management  program  for 
physician  networks 

Provide  a quality  management  plan  template;  assist 
with  design  of  quality  studies,  including  indicator  de- 
velopment; provide  access  to  data  to  support  utiliza- 
tion review  and  quality  improvement  activities;  and 
develop  educational  resources. 

Accreditation  compliance 

Provide  a checklist  to  help  physicians  meet  and  com- 
ply with  standards  of  the  National  Committee  on 
Quality  Assurance  and  the  Joint  Commission  on  Ac- 
creditation of  Healthcare  Organizations  to  prepare 
their  medical  practices  for  managed  care;  establish  a 
standard  office-site  and  medical  record  review  process 
for  physicians;  develop  educational  and  advocacy 
pieces  as  standards  change;  and  provide  information 
about  and  monitor  implementation  of  the  American 
Medical  Accreditation  Program. 
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ing  straight  to  physicians  to  define  quality  of  care.  Until  re, 
cently,  purchasers  had  no  meaningful  way  to  measur, 
health  care  value  other  than  costs  based  on  claims  datt 
which  don’t  take  patient  variables  into  account. 

“Unfortunately,  that’s  how  insurers  and  even  hospital 
measure  us,”  said  Dallas  obstetrician  Sam  Tyuluman,  ME 
who  has  an  engineering  background  and  has  participated  i 
clinical  studies  of  his  treatment  patterns.  “For  instance,  F 
get  a report  card  from  a managed  care  company  that  sa) 
my  cesarean  section  rate  is  33%.  Well,  I only  took  care  c 
seven  patients  for  them  for  a whole  year,  so  what  does  tht 
tell  me?  I argue  that  information’s  not  accurate  or  useful.” 

Getting  graded  in  such  a manner  is  like  studying  for  F 
years  and  having  your  professor  test  your  knowledge  b 
asking  you  just  one  yes-or-no  question.  Dr  Tyuluman  say; 
“Think  of  what  a report  card  represents,  and  then  look  i 
what  we’re  getting  for  report  cards  right  now.  We’re  bein 
asked  just  one  question,  ‘How  many  C-sections  did  yo 
do?’  or,  ‘How  many  cholecystectomies  did  you  do?’  That 
not  a true  evaluation  of  our  skills.  We  need  to  be  able  to  re 
spond  to  these  simplistic  quality  review  measures  now  use 
to  evaluate  us.” 

However  challenging  a task,  experts  say  physicians  dar 
not  pass  up  the  opportunity  to  develop  true  measures  c 
medicine.  “The  only  way  medicine  can  do  that  is  with  sc 
entific,  nonbiased  studies  designed  by  physicians  for  phys 
cians,”  said  Karen  Batory,  director  of  Texas  Medic; 
Association’s  division  of  public  health  and  quality.  Sever; 
groups  in  Texas,  including  the  Texas  Medical  Associatior 
are  trying  to  do  just  that.  Facilitating  progress  in  this  crit 
cal  new  area  is  why  TMA,  the  Texas  Medical  Foundatio 
(TMF),  and  the  Texas  Osteopathic  Medical  Associatio! 
created  the  Texas  Health  Quality  Institute  (THQI)  i 
1996.  “THQI  is  a new  collaborative  endeavor  devoted  t 
helping  physicians  demonstrate  that  they  deliver  qualit 
care,”  Ms  Batory  said. 

TMA  President  Phil  H.  Berry,  Jr,  MD,  views  qualit 

“Despite  my  expertise  and  intentions,  j 
I found  I had  not  done  everything 
I should  have  for  all  my  diabetic  patients. 

I fell  short  on  renal  screenings,  vaccinations, 
and  making  sure  my  patients  had  yearly 
eye  exams.  I realized  I hadn’t  been  fulfilling 
my  own  expectations  for  myself  or  my  patients.” 


40  TEXAS  MEDICINE*JANUARYI998 


But  a close  look  at  his  practice  revealed  a different  story. 
“Despite  my  expertise  and  intentions,  1 found  I had  not  done 
everything  I should  have  for  all  my  diabetic  patients,”  said  Dr 
Cryar,  who  practices  at  Scott  & White  Clinic  in  Temple.  “I 
fell  short  on  renal  screenings,  vaccinations,  and  m;tking  sure 
my  patients  had  yearly  eye  exams.  1 realized  I hadn’t  been  ful- 
filling my  own  expectations  for  myself  or  my  patients.” 

That  realization  was  not  what  he  had  expected  when  he 
confidently  joined  a study  sponsored  by  the  American 
Medical  Group  Association  (AMGA).  He  even  cochaired 
the  work  group  that  developed  the  tools  used  to  evaluate 
his  practice.  In  several  sessions,  he  and  colleagues  in  group 
practices  from  across  the  United  States  agreed  on  a dozen 
or  so  things  that  ought  to  be  done  in  treating  all  diabetics. 

Although  his  overall  performance  was  rated  quite  good, 
the  results  of  the  evaluation  still  unnerved  him.  “It  was 
hard  for  me  to  swallow  because  I really  believed  I was  do- 
ing the  right  thing  for  my  patients.” 

Tell  me 

something  good 

While  lew  physicians  would  make  such  a hum- 
bling revelation  public.  Dr  Cryar  tells  his  story  to  col- 
leagues every  chance  he  gets.  He  has  become  a disciple,  so 
to  speak,  of  a growing  movement  in  medicine  that  contin- 
ues to  gain  credibility  and  converts. 

Quality  gurus  call  the  kind  of  self-assessment  Dr  Cryar 
undertook  a “performance  measurement  study.”  But  he 
calls  it  just  good  medicine.  Used  hand-in-hand  with  clini- 
cal outcomes  studies,  performance  measurement  not  only 
makes  good  sense,  experts  say,  but  also  offers  a way  for 
physicians  to  retake  control  of  medicine. 

As  evidence,  some  large  corporations  have  begun  by- 
passing insurers  and  managed  care  companies,  and  are  go- 


mosr  of  them  from  the  city  and  most  obstetricians,  Inir  some 
family  practitioners  and  a few  rural  physicians  — evaluated 
their  last  35  deliveries.  Some  entered  information  onto  com- 
puter disks  and  others  completed  paper  fortns.  I’Mh'  ana- 
lyz.ed  the  data  and  retitrned  the  results  to  participating 
physicians,  who  can  compare  themselves  with  their  peers. 

“In  this  first  project,  our  main  goal  was  to  prove  that  it 
could  be  done,  that  it  could  work,  and  to  get  physicians  in- 
volved,” said  Phil  Dunne,  FMF’s  chief  executive  officer. 
“Now  that  we  can  do  the  basics,  we  ll  come  back  and  put 
on  the  whistles  and  bells.” 

Mr  Darrouzet  has  spent  much  time  allaying  the  fears  of 
physicians  who  worry  about  confidentiality  of  such  studies. 
“TMF  will  operate  something  like  a bank.  When  a physician 
puts  data  into  it,  he  or  she  owns  it.  Nothing  will  be  released 
with  his  or  her  name  on  it  unless  that  physician  authorizes  it.” 

At  press  time,  analysts  were  not  yet  ready  to  report  find- 
ings of  the  study.  “Even  if  we  could  report  findings  tomor- 
jtow,  they  would  be  blinded  and  held  in  the  strictest 
iconfidence,”  Mr  Growling  said.  “It  may  be  well  into  the 
turn  of  the  century  before  consumers  get  anything  mean- 
ingful. At  that  point,  we  could  use  the  information  a cou- 
iple  of  different  ways.  One  way  would  be  to  simply  give  it 
Jto  consumers  and  say,  ‘Here,  this  is  how  quality  is  mea- 
sured.’ Another  way  would  be  to  make  it  available  to  health 
plans  and  ask  them  to  do  something  with  it.  But  we’ll  al- 
ways have  aggregate  data  and  not  data  for  individual  physi- 
cians, unless  they  volunteer  it.” 


In  time,  with  the  growth  of  such  studies  around  the 
state,  physician  groups  will  probably  use  their  group  scores 
to  market  themselves.  “We’re  not  in  the  business  of  trying 
to  get  information  to  run  guys  out  of  business,”  Mr  Growl- 
ing said.  “That’s  not  the  issue.  We’re  trying  to  get  providers 
of  services  that  we  pay  for  to  rationally  evaluate  themselves 
against  their  peers  and  to  use  that  information  to  improve 
the  c|ualiry  of  health  care.” 

According  to  Dr  Gryer,  periodically  repeating  studies 
makes  the  process  work.  “You  can’t  just  do  one  study  and 
then  quit.  We  need  to  do  them  continuously  on  ourselves 
to  make  sure  we  are  practicing  what  we  preach.” 

Dr  Tyuluman  says  he’s  anxious  to  know  whether  he 
takes  care  of  his  patients  the  same  way  his  peers  do.  For  ex- 
ample, he  says,  he  does  about  20  annual  exams  a day.  “Are 
other  docs  doing  them  the  same,  or  am  I leaving  some- 
thing out?” 

Electronic  data  collection  will  give  physicians  a broad 
picture  of  how  their  peers  are  practicing,  how  they  may  dif- 
fer from  them,  and  how  they  can  evolve  their  treatment 
patterns  to  improve  quality.  “The  only  true  measure  of 
quality  we  have  is  what  our  physician  peers  are  doing.  Ac- 
countants can’t  tell  us  how  to  practice  medicine.  We  have 
to  rely  on  ourselves,”  said  Dr  Tyuluman. 

Dr  Williams  says  the  new  process  improvement  studies 
create  a win-win  situation.  “Once  physicians  understand 
what  we’re  trying  to  do  and  what  might  be  accomplished, 
they’ll  come  on  board.”  ★ 


Under  one  roof 


The  Texas  Legislature  passed  a bill  in  1995 
intended  to  enhance  health  care  quality  in  the  state  and 
promote  cost-effective,  accessible  health  care.  The  legis- 
lature authorized  the  formation  of  the  Texas  Health  Gate 
Information  Gouncil,  and  charged  it  with  developing 
and  implementing  a statewide  health  care  data  collec- 
tion system.  The  council  is  responsible  for  gathering  and 
disseminating  information  about  health  care  charges, 
utilization,  provider  quality,  and  outcomes. 

The  1 5-member  council  represents  employers,  labor, 
physicians,  hospitals,  consumers,  and  quality  assurance 
experts.  Two  of  its  major  initiatives  include  formation  of 
a statewide  hospital  discharge  database  and  creation  of  a 
Health  Plan  Employer  Data  and  Information  Set 
(HEDIS)  database.  HEDIS,  a product  of  the  National 
Gommittee  for  Quality  Assurance,  measures  the  perfor- 


mance of  managed  care  plans  on  health  care  effective- 
ness, accessibility,  and  cost;  patient  satisfaction;  and  fi- 
nancial stability. 

The  Texas  Medical  Association  supported  creation  of 
the  council  and  its  goals,  but  opposed  the  council’s  plans 
last  year  to  publicly  release  hospital  discharge  data  that 
were  not  adjusted  for  risk  or  severity.  The  1997  legisla- 
ture charged  the  council  to  adjust  all  data  for  severity 
and  risk  before  releasing  it. 

All  licensed  Texas  hospitals  other  than  rural  facilities 
must  collect  and  submit  discharge  data.  Publicly  avail- 
able reports  on  the  discharge  data  are  not  anticipated 
until  1999. 

HMOs  operating  in  Texas  as  of  1997  must  submit 
specified  HEDIS  data  to  the  Texas  Health  Gate  Infor- 
mation Gouncil  by  July  1998. 


VOLUME  94  ★ NUMBER  I 43 


where  are  we  now? 

Family  violence  and  the  health  care  system  in  Texas 

By  S.  Van  McCrary,  PhD,  JD,  MPH,  and  Mark  A.  Roihstein,  JD 


In  1995,  the  Texas  Legislature  commissioned  the 
Health  Law  and  Policy  Institute  at  the  University  of 
Houston  Law  Center  to  conduct  a major  study  of 
family  violence  and  the  health  care  system  in  Texas. 
The  institute  submitted  its  483-page  final  report  in  February 
1997  (1).  This  article  briefly  summarizes  that  report,  and  the 
accompanying  article  (see  pp  46-47)  highlights  family  vio- 
lence laws  passed  by  the  75  th  session  of  the  Texas  Legislature. 


abuse.  Better  education  of  physicians, 
dentists,  nurses,  teachers,  day  care  em- 
ployees, and  other  professionals  poten-, 
tially  could  greatly  increase  the  number 
of  cases  identified  and  prevented  (6-8).’ 
Even  though  suspected  cases  of  child  of, 
elder  abuse  must  be  reported  by  law, 
many  cases  go  unreported.  More  than 
mandatory  reporting  is  therefore  needed 
to  prevent  continued  violence. 


A problem  that  affects  everyone 

Family  violence  in  Texas  has  reached  epidemic  proportions 
and  continues  to  grow  (2).  The  problem  is  significantly 
more  serious  than  most  people  realize,  particularly  given  de- 
creases in  overall  rates  of  violence  in  recent  years  (3).  For  this 
study,  family  violence  was  defined  as  acts  and  omissions  re- 
sulting in  physical  harm  to  children,  the  el- 
derly, and  intimate  partners.  Identified  cases  of 
family  violence  are  thought  to  represent  only 
the  tip  of  the  iceberg.  Texas  leads  the  nation  in 
rates  of  domestic  violence  (2,3).  Violence 
against  Texas  children  is  a severe  problem  and 
is  getting  worse  by  the  year.  The  availability  ol 
information  about  elder  abuse  and  services  for 
its  victims  is  in  the  very  early  stages,  compara- 
ble to  the  state  of  knowledge  about  child  abuse 
25  years  ago  (4).  Contrary  to  public  percep- 
tions, family  violence  affects  all  segments  of 
society,  crossing  racial,  ethnic,  gender,  and  so- 
cioeconomic boundaries  (5). 

Many  cases  of  family  violence  currently  are 
not  being  identified  and  reported,  especially 
abuse  of  children  and  elders.  Many  people  in 
good  positions  to  identify  and  report  family  vi- 
olence are  not  trained  to  recognize  signs  of 


Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  un- 
derstand the  law  by  providing  legal  information  on  selected  topics.  These 
articles  are  published  with  the  understanding  that  TMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific  legal  matters, 
readers  should  seek  assistance  from  their  attorneys. 


inadequate  social  services 

Services  in  Texas  to  assist  victims  of  family  violence,  such  as 
temporary  housing  and  legal  help  to  obtain  protective  orders, 
have  never  been  sufficient  to  meet  victims’  needs  (9).  The  in-| 
cidence  of  family  violence  is  expected  to  increase  substan-; 
tially,  and  an  imminent  cut  in  federal  funds  of  $30  million 
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annually  will  put  even  more  pressure 
on  the  state’s  overburdened  system. 
Some  initiatives  have  been  highly  suc- 
cesshil  in  serving  victims  of  family  vio- 
lence in  limited  geographic  areas. 
These  and  similar  initiatives  need  to  be 
supported  statewide. 

All  populations  vulnerable  to  fam- 
ily violence  face  problems  related  to 
inadequate  services.  For  example, 
there  are  more  animal  shelters  nation- 
ally than  shelters  for  victims  of  family 
violence  (10).  For  the  elderly, 
there  is  no  effective  mecha- 
nism to  detect  abuse  in  nurs- 
ing homes  or  to  provide  victim 
services.  The  lack  of  services 
for  children  to  alleviate  ongo- 
ing abuse  makes  them  more 
likely  to  be  chronically  abused. 

Many  abused  children  grow 
up  to  become  abusers  them- 
selves, perpetuating  the  cycle 
of  violence.  As  adults,  they  are 
more  likely  to  commit  violent 
acts  and  other  crimes,  to  abuse 
their  own  children,  and  to  be 
incarcerated  (11,12). 


and  overloading  the  capacity  of  exist- 
ing trauma  centers.  The  number  and 
distribution  of  trauma  centers  in  Texas 
is  inadequate  to  meet  current  needs, 
and  the  state  does  not  have  a unihed 
trauma  system.  The  existing  patch- 
work  of  trauma  systems  contains 
many  unserved  and  underserved  areas, 
resulting  in  unnecessary  death  ancH 
disabilitv'  and  adding  to  the  costs  of 
publicly  funded  health  care. 

A lack  of  willing  and  properly 


A major  barrier 
to  preventing  family 
violence  and 
responding 
appropriately  is 
lack  of  coordination 
among  the  many 
Texas  agencies  with 
contrasting  and  over- 
lapping responsibilities 
in  this  area. 


Inadequate  health  care  services 

Uncompensated  trauma  care  for  in- 
juries caused  by  intentional  violence 
costs  the  citizens  of  Texas  an  estimated 
$68  million  annually  (13).  Changes  in 
health  care  financing  have  created  a fi- 
nancial crisis  for  many  trauma  centers 
because  their  high  costs  are  increas- 
ingly difficult  to  shift  to  other  hospital 
areas  (14).  The  severe  burden  of  med- 
ical treatment  for  people  injured  by 
family  violence  affects  all  Texans  by 
consuming  scarce  medical  resources 


trained  personnel  has  a negative  impact 
on  delivering  trauma  care  seiwices.  Not 
enough  surgeons  are  willing  to  perform 
trauma  surgery  (15).  Texas  also  lacks  ad- 
equate emergency  medicine  residency 
programs,  resulting  in  a net  outflow  of 
medical  school  graduates  with  an  inter- 
est in  emergency  medicine.  Many  areas 
of  the  state  have  a shortage  of  emer- 
gency medical  services  and  emergency 
medical  dispatch  personnel.  Some  of 
the  identified  deficits  in  education  and 
training,  as  well  as  an  increased  need  for 


consultation  by  physician  specialists, 
could  be  addressed  by  a comprehensive 
statewide  network  of  telecommunica- 
tions technologies  for  distance  learning 
and  telemedicine  to  serve  rural  and 
frontier  areas. 

A fragmented  Texas  response 

A major  barrier  to  preventing  family 
violence  and  responding  appropriately 
is  lack  of  coordination  among  the 
many  d’exas  agencies  with  contrasting 
and  overlapping  responsibilities  in  this 
area.  Different  state  agencies  have  re- 
sponsibilities in  social  services,  law  en- 
forcement, data  collection,  violence 
prevention,  professional  education, 
and  research.  There  is  no  effective 
mechanism  to  coordinate  a statewide 
response.  The  state’s  response  to  fam- 
ily violence  is  thus  fragmented,  ineffi- 
cient, duplicative,  and  incomplete. 

Poor  data 

Many  important  questions  that  might 
be  asked  about  patterns,  distribution, 
causes,  and  contexts  of  family  violence 
cannot  yet  be  answered  with  reason- 
able certainty  because  reliable  informa- 
tion is  limited  in  both  quantity  and 
quality  (5).  This  lack  of  data  creates  a 
serious  barrier  to  preventing  family  vi- 
olence. Multiple  existing  data  collec- 
tion systems,  including  information 
from  the  criminal  justice  and  health 
care  systems,  are  inadequate  to  accu- 
rately and  completely  measure  violent 
incidents.  These  systems  are  not  com- 
patible with  one  another,  anci  noncom- 
pliance with  reporting  requirements  is 
a serious  problem.  Although  criminal 
justice  data  are  widely  available,  their 
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focus  on  the  perpetrator  does  not  con- 
vey an  adequate  picture  of  the  emo- 
tional or  financial  costs  to  victims  or  to 
society  (2). 

Copies  of  the  full  report,  Family  Vio- 
lence and  the  Health  Care  System  in 
Texas,  may  be  obtained  for  $30  each 
fivm  the  Health  Law  and  Policy  Insti- 
tute, University  of  Houston  Law  Center, 
Houston,  TX  77204-6381.  Call  (713) 
743-2101  for  information. 
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The  Texas  Legislature  responds 


The  1997  Texas  Legislature  used  the  findings  of 
the  study  summarized  here  as  the  basis  for  con- 
sidering a variety  of  bills  to  reduce  the  incidence 
and  effects  of  family  violence.  The  broad  scope  and  va- 
riety of  legislation  described  below  sought  to  attack  nu- 
merous problems  on  several  fronts. 

While  health  care  professionals  should  monitor  the 
impact  of  these  bills,  the  legislature  clearly  has  demon- 
strated its  commitment  to  dealing  with  the  continuing 
scourge  of  family  violence  in  Texas. 

Prohibition  of  insurance  discrimination  on  the  basis  of 
family  violence.  House  Bill  839  prohibits  health  and  life 
insurers  and  other  health  benefit  plan  issuers  from  en- 
gaging in  a number  of  actions  based  on  an  individual’s 
status  as  a survivor  of  family  violence.  Prohibited  actions 
include  denying  coverage;  refusing  to  renew  coverage; 
canceling  coverage;  limiting  amount,  extent,  or  kind  of 
coverage;  and  charging  the  individual  or  the  individual’s 
group  a different  rate  for  the  same  coverage. 

The  legislation  does  permit  insurers  to  underwrite  risk 
on  the  basis  of  the  individual’s  physical  or  mental  condi- 
tion as  long  as  the  underwriting  criteria  are  not  used  as  a 
pretext  to  evade  application  of  the  law.  In  addition, 
health  benefit  plan  issuers  and  life  insurers  are  prohibited 
from  requiring  applicants  to  reveal  in  an  application  for 


coverage  whether  they  have  been  or  may  become  subject 
to  family  violence.  The  law  also  prohibits  insurers  from 
releasing  information  about  family  violence  survivors. 

Insurance  discrimination  and  the  corresponding  loss 
of  coverage  have  been  cited  as  one  reason  why  family  vi- 
olence survivors  are  unable  to  remove  themselves  and 
their  dependents  from  dangerous  settings  (1).  Thus,  this 
legislation  may  represent  a major  step  toward  promoting 
independence  and  increased  safety  for  people  at  risk. 
However,  it  remains  to  be  seen  how  insurers  will  inter- 
pret the  exceptions  in  the  statute  regarding  underwriting 
practices  and  confidentiality. 

A fund  to  support  the  trauma  care  system  and  emer- 
gency medical  services.  Senate  Bill  102  provides  for  the 
first  time  a state  fund  specifically  dedicated  to  funding 
emergency  medical  services  and  a trauma  system  in 
Texas.  Money  for  this  fund  is  derived  from  a $2  fee  as- 
sessed when  anyone  applies  for  issuance  or  renewal  of  a 
Texas  driver’s  license. 

Because  of  the  recognized  need  for  ongoing  state  fund- 
ing of  regional  trauma  care  systems,  emergency  medical 
services,  and  uncompensated  care,  the  passage  of  SB  102 
is  an  important  step  in  upgrading  care  for  injured  Texans, 
including  those  injured  through  family  violence.  Analysts 
are  unsure  whether  the  current  allocation  of  money  is  the 
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most  appropriate  funding  method,  so  health  care  profes- 
sionals and  trauma  care  experts  should  continue  to  mon- 
itor the  needs  of  various  recipients  to  determine  whether 
money  should  be  reallocated  in  the  future. 

A physician  recruitment  program  for  medically  un- 
derserved areas.  Many  rural  areas  of  Texas  continue  to 
have  too  few  or  no  physicians.  Before  the  most  recent 
legislative  session,  two  programs  encouraged  physicians 
to  practice  in  underserved  areas  — a loan  repayment 
program  and  a program  that  matches  physicians  with 
small  communities.  House  Bill  2192  created  a third  in- 
centive, called  the  Texas  Health  Service  Corps  Program 
for  Medically  Underserved  Areas,  and  funded  it  with  an 
initial  appropriation  of  $100,000.  The  program  will 
provide  annual  stipends  of  up  to  $15,000  for  physicians 
who  practice  in  underserved  areas. 

Additional  funding  for  telecommunications  infrastruc- 
ture. Efforts  are  under  way  to  increase  the  state’s  infra- 
structure of  advanced  telecommunications  to  facilitate 
services  such  as  telemedicine.  To  further  these  efforts,  the 
legislature  established  the  Telecommunications  Infrastruc- 
ture Fund  (TIE)  to  provide  financial  support  for  cable, 
video  equipment,  and  other  necessary  supplies.  TIE  is 
funded  by  assessments  on  telecommunications  utilities 
and  mobile  communications  service  providers. 

Recently,  however,  a Travis  County  District  Court 
lowered  the  rate  of  assessment  on  mobile  service 
providers,  which  resulted  in  a shortfall  ofTlF  funds  (2). 
This  shortfall  has  slowed  the  development  of  a telecom- 
munications infrastructure  in  Texas.  Senate  Bill  249  was 
passed  to  restore  the  level  of  funding  to  the  original  goal 
of  $150  million  annually. 

Promoting  elder  rights.  In  1983,  the  Texas  Human 
Resource  Code  was  supplemented  by  Chapter  102, 
which  was  designed  to  provide  better  protection  for  el- 
derly people  in  residential  care  settings.  Applicable  laws 
have  remained  virtually  unchanged  despite  numerous 
social,  medical,  and  policy  developments  (3). 

Recently,  the  Elder  Rights  Task  Force  of  the  Texas 
Department  on  Aging  recommended  changes  in  Chap- 
ter 102  that  would  better  promote  self-determination 
among  elderly  Texans  and  more  fully  recognize  their 
rights  (3).  House  Bill  3100,  passed  during  the  1997  ses- 
sion, attempts  to  accomplish  those  goals. 

Among  the  rights  specifically  protected  by  HB  3100 
are  the  right  to  privacy  while  attending  to  personal  needs 
and  communications;  the  right  to  complain  about  the 
quality  of  care  or  treatment  in  a residential  facility  and 
to  have  those  complaints  resolved;  the  right  to  manage 
or  have  access  to  personal,  financial,  and  medical 
records;  the  right  to  be  fully  informed  about  his  or  her 


medical  condition  and  to  refuse  medical  treatment;  and 
the  right  to  designate  surrogate  health  care  decision- 
makers and  execute  advance  medical  directives.  Viola- 
tion of  these  rights  is  grounds  for  suspending  or 
revoking  licenses  or  certifications. 

Senate  Bill  262  expanded  the  list  of  offenses  that 
would  bar  employment  in  a nursing  home  or  other  fa- 
cility serving  individuals  who  are  elderly  or  disabled. 
Barred  are  people  convicted  of  the  following  offenses: 
sexual  assault;  aggravated  assault;  injury  to  a child,  el- 
derly individual,  or  disabled  individual;  and  abandoning 
or  endangering  a child. 

Further,  under  Senate  Bill  61,  the  penalty  for  know- 
ing failure  to  report  the  abuse,  neglect,  or  exploitation  of 
a person  who  is  elderly  or  disabled  was  raised  from  a 
Class  B misdemeanor  to  a Class  A misdemeanor. 

Antistalking  law  revised.  In  general,  two  or  more  un- 
desired contacts  between  an  offender  and  a victim  that 
place  the  victim  in  fear  for  his  or  her  personal  safety  can 
be  termed  “stalking”  (1).  In  1995,  the  Texas  Legislature 
responded  to  this  growing  problem  by  enacting  a series  of 
antistalking  measures.  However,  in  1 996,  the  Texas  Court 
of  Criminal  Appeals  struck  down  the  antistalking  law  on 
grounds  that  its  use  of  the  words  “harass,”  “annoy,”  and 
“alarm”  was  unconstitutionally  vague  and  thus  did  not 
protect  the  due  process  rights  of  accused  stalkers  by  giving 
them  adequate  notice  of  prohibited  conduct  (1). 

During  the  1997  session,  the  legislature  revised  the 
antistalking  law  by  removing  the  challenged  language 
and  substituting  a more  detailed  description  of  prohib- 
ited conduct.  The  new  language  refers  to  knowing  con- 
duct, directed  specifically  at  another  person,  that  the 
offender  knows  or  reasonably  believes  the  other  person 
will  regard  as  threatening  either  bodily  injury  to  him  or 
her,  family,  or  property;  actually  causes  the  other  person 
or  a family  member  to  be  placed  in  fear  of  bodily  injury 
or  property  damage;  and  would  cause  a reasonable  per- 
son to  fear  for  himself  or  herself,  or  for  family  members. 
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Texas  court  says 
CRNAs  cannot 
practice  medicine 

While  allied  health  profes- 
sionals continue  to  pres' 
for  more  practice  inde, 
pendence,  a dramatic  court  decisioij 
last  summer  found  a hospital  liable  fo! 
failing  to  follow  its  own  policies  rei 
quiring  that  certified  registered  nursi 
anesthetists  (CRNAs)  be  directly  su 
pervised  by  an  anesthesiologist.  It 
Denton  Regional  Medical  Center  ; 
LaCroix,  the  Fort  Worth  Court  of  Ap 
peals  upheld  a jury  verdict  against  thi 
hospital  for  $10  million. 

Catherine  LaCroix  developed  com 
plications  during  childbirth  and  sub 
sequently  sustained  permanent  brair 
damage.  Her  anesthesia  was  adminis- 
tered by  a CRNA  who  was  not  bein^ 
directly  supervised  by  a physician. 

d he  Texas  Medical  Association  filer 
two  amicus  curiae,  or  friend  of  tht 
court,  briefs  supporting  the  proposi- 
tion that  CRNAs  are  not  independeni 
practitioners  and  must  have  physiciar 
supervision.  The  appeals  court  agreed 
stating,  “The  evidence  showed  that  the 
practice  of  anesthesia  is  a specializec 
practice  of  medicine  by  a physician-' 
anesthesiologist.  An  anesthesiologist  i/ 
also  trained  in  the  practice  of  taking 
care  of  a patient  just  as  any  other  physi- 
cian is  trained.  An  anesthesiologist  is 
the  most  highly  trained  person  who 
practices  anesthesia.  A certified  regis- 
tered nurse  anesthetist  (CRNA)  is  a 
registered  nurse  who  has  additionally 
completed  a 2-year  study  in  nurse  anes- 
thesia and  has  been  certified  by  the 
American  Association  of  Nurse  Anes- 
thetists. Nurse  anesthetists  may  admin- 
ister anesthesia,  but  only  under  the 
medical  direction  or  supervision  of  a 
physician.  Nurse  anesthetists  cannot 
practice  medicine.”  ★ 
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Don’t  be  fooled 


On  September  ] , 1 997,  a new 
law  pertaining  to  tlie  release 
ot  medical  records  went  into 
dtect,  and  some  records  retrieval  com- 
panies have  been  trvine  to  use  the  new 
f ^ . 

aw  to  trick  physicians  into  improperh’ 

j'eleasing  mectical  records.  It  has  been 
i.eported  that  some  such  companies 
|iave  been  telling  physicians  that  the 
pew  law  allows  them  to  obtain  patients’ 
records  without  the  patients’  consent, 
or  without  a court  order  or  subpoena. 

Senate  Bill  975  did  make  new  ex- 
:eptions  for  releasing  hospital  medical 
ecords  without  a patient’s  approval  in 
trder  to  comply  with  court  orders, 
ind  in  cases  where  the  patient  is  a 
)arty  to  a suit  and  a subpoena  is  is- 
ued  under  the  Texas  Rules  of  Civil 
Procedure.  Although  there  may  he 
imited  situations  where  the  law  ap- 
)lies  to  physicians,  such  as  when  a 
nedical  clinic  is  owned  or  controlled 
yy  a hospital,  the  new  law  generally 
ipplies  to  hospitals,  not  physicians. 

Physicians  who  do  not  routinely 
eceive  requests  to  release  medical 
ecords  often  do  not  know  when  they 
ire  allowed  to  do  so,  much  less  what 
he  proper  legal  documents  look  like 
hat  charge  them  to  release  records, 
’hysicians  who  do  not  completely  un- 
lerstand  when  and  how  to  release 
ecords  should  always  call  their  own 
ittorneys.  ★ 


ESSMYER,  TRITICO  & CLARY*,  L.L.P. 
Charles  W.  Bailey,  Jr.,  M.D.,  J.D.  (Of  Counsel) 
ATTORNEYS  AND  COUNSELORS  AT  LAW 

4300  Scotland,  Houston,  Texas  77007 

Representing  physicians  as  personal  and  independent  counsel  in  medical  malpractice 
matters,  Medical  Board  complaints  and  peer  review 

Phone  713-869-1155  .1-800-691-5571  • Fax  713-869-8957 

'Board  Certified  Personal  Injury  Trial  Law,  Texas  Board  of  Legal  Specialization 
All  others  Not  certified  by  the  Texas  Board  of  Legal  Specialization 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc., 
will  provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
mdpractice  insurance  regardless  of 
a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  infonnalion.  contact: 

Bill  Canipe,  Vice  President 
Aberdeen  Medical  Insurance  Serv  ices,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physiciaii.s  & Surgeon.s  Professional  Liability  • Clinics  • Hospitals  • KR  Croups 
Multi  Specialty  Practices  • Outpatient  Stirgery  Centers 
Ambulatory  Care  Centers  • Lnititie  Healthcare  Insurance  Ketiuests 


VOLUME  94  ★ NUMBER  I 


49 


Science  and  Education 


Who’s  qualified? 

Medical  schools  wrestle  with  the  diversity  question 

By  Larry  BeSaw,  Associate  editor 


rying  to  define  certain  words  in  the  English  lan- 
guage is  like  trying  to  punch  a huge  marshmal- 
low. The  harder  you  hit  it,  the  deeper  your  hand 
sinks.  “Reasonable”  is  one  of  those  words.  So  is 


“qualified.” 

There  is  universal  agreement  that  only  qualified  appli- 
cants should  be  admitted  to  medical  school.  All  schools  go 
to  a great  deal  of  time,  trouble,  and  expense  to  make  sure 
they  admit  only  the  best  and  brightest  students.  Occasion- 
ally, marginal  applicants  get  past  the  academic  check- 
points, but  in  the  survival-of-the-fittest  world  of  medical 
school,  most  such  interlopers  are  quickly  devoured. 


wood  came  out,  all  of  a sudden  the 
complexion  of  the  group  of  applicants 
we  were  interviewing  changed,”  said 
prolessor  Donald  Gordon,  MD,  PhD 
another  member  of  the  UT-San  Anto- 
nio admissions  committee. 

A report  presented  to  the  Texas 
Medical  Association  Board  of  Trustees 
in  November  1997  by  the  Texas 
Higher  Education  Coordinating  Boarc 
shows  that  the  number  of  African- 
American  and  Hispanic  first-year  stu- 
dents at  the  eight  Texas  medical  schools 
decreased  by  38%  and  22%,  respec- 
tively, in  fall  1996  and  fall  1997.  Onl} 


Texas  medical  schools  are  now  wrestling  with  the  prob- 
lem of  trying  to  define  “qualified”  in  the  wake  of  the  1996 
ruling  in  Hopwood  v Texas  by  the  US  5th  Circuit  Court  of 
Appeals.  The  New  Orleans  court  said  state  colleges  and 
universities  in  its  jurisdiction  could  no  longer  use  race  as  a 
lactor  lor  admission.  I'hat  left  Texas’  state-supported 
medical  schools  scrambling  lor  ways  to  obey  the 
law  and  at  the  same  time  maintain  their 
long-held  commitment  to  an  ethni- 
cally diverse  student  body. 

“The  real  challenge  to  all  of  us 
in  medical  school  admissions  in 
general  is  to  select  the  best 
people  for  medical  school 
who  are  academically  capable 
and  at  the  same  time  have  the 
personal  qualifications  that  p 
diet  success  as  a physician,” 
said  David  Jones,  PhD,  chair 
ol  the  admissions  committee 
for  The  University  of  Texas 
Health  Science  Center  in 
San  Antonio. 

The  Hopwood  ruling  may  al- 
ready be  affecting  medical  school 
enrollment.  “I  can  tell  you  that  when  Hop- 


Baylor  College  of  Medicine,  UT-Sar 
Antonio,  UT-Houston,  and  the  University  of  North  Texa: 
Health  Science  Center  at  Fort  Worth  showed  any  increases  ir 
African-American  or  Hispanic  students.  Several  schools  hac 
increased  enrollment  ol  Asian/Pacific  Islanders. 

Nationally,  the  Association  of  American  Medical  Col 
leges  (AAMC)  says  there  was  an  1 1°/( 
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decrease  in  first-year  minoriry  enroll- 
ment. It  blamed  the  Hopwood  ruling, 
California’s  Proposition  209  that 
ended  educational  preferences  for  mi- 
;norities,  and  anti-affirmative  action 
jsentiment  in  many  states.  According 
Ito  AAMC,  17%  fewer  minoriry  stu- 
jdents  applied  to  medical  schools  in 
California  and  in  Texas,  Louisiana, 
and  Mississippi,  the  states  under  the 
5th  Circuit’s  jurisdiction. 

“We  see  that  as  an  alarming  statis- 
tic,” Martin  Basaldua,  MD,  a member 
of  the  Coordinating  Board,  said  of  the 
Texas  medical  school  enrollment  fig- 
ures. “We  are  having  a brain  drain  of 
our  smartest  students  to  other  states.” 

FMA  support 

During  its  interim  session  in  Novem- 
ber 1997,  the  TMA  House  of  Dele- 
gates voted  on  a five-part  resolution  on 
diversity  issues  from  the  TMA  Council 
on  Medical  Education.  Acting  on  rec- 
ommendations from  the  Reference 
Committee  on  Medical  Education  and 
Scientific  Affairs,  delegates  approved 
the  first  three  provisions,  referred  a 
fourth  to  the  Board  of  Trustees  for  a 
report  back  during  the  House’s  interim 
session  in  1999,  and  passed  an 
amended  version  of  the  fifth  provision. 

The  first  three  provisions  reaffirmed 
:urrent  TMA  policy  of  supporting  the 
schools’  efforts  to  recruit  and  retain 
qualified  minorities;  continued  sup- 
port for  a diverse,  qualifieci  medical 
student  body;  and  indicated  support 
for  the  state  of  Texas  in  partnership 
ivith  the  medical  schools  in  efforts  to 
increase  the  representation  of  qualified 
Linderrepresenred  populations. 


The  provision  referred  to  the 
Board  of  Trustees  had  recommended 
that  TMA  support  the  medical 
schools  in  their  efforts  to  reverse  the 
effects  of  Hopivood  and  the  negative 
recruiting  climate  that  resulted.  If  that 
negative  climate  continued,  TMA  was 
called  on  to  seek  solutions  to  improve 
the  climate  for  minoriry  students. 

The  fifth  provision  would  have  di- 
rected the  TMA  Council  on  L.egislation 
to  develop  legislation  supporting  TMA 
policy  and  seek  state  funding  for  initia- 
tives such  as  the  Medical  and  Health 
Professions  Recruitment  Fund  pro- 
gram, which  is  designed  to  prepare  and 
qualify  minority  students  for  medical 
schools.  Instead,  the  House  approved 
an  amended  resolution  that  TMA 
“serve  as  a catalyst  to  encourage  schol- 
arship funding  for  t|ualified  underrep- 
resented minority  medical  students.” 

Testifying  before  the  reference  com- 
mittee, TMA  trustee  Jim  Rohack,  MD, 
said  the  fourth  and  fifth  provisions  on 
the  Council  on  Medical  Education  res- 
olution were  premature  as  written.  Dr 
Rohack,  who  chairs  the  American 
Medical  Association’s  Council  on  Med- 
ical Education,  said  that  while  there 
was  a decrease  from  1996  to  1997,  “if 
you  take  a look  at  it  over  a 5-year  trend, 
the  changes  aren’t  that  dramatic.  There 
was  a slight  increase,  then  there  was  a 
decrease  in  the  Hispanic  and  African- 
American  population,  yet  an  increase 
in  Asians  and  Pacific  Islanders.  There 
were  some  schools  that  were  able  to 
maintain  a [minority]  population,  so  it 
wasn’t  that  all  Texas  schools  saw  a com- 
plete shut-off” 

Dr  Rohack  added  the  lack  of  schol- 


arship money  may  have  been  more  of 
a factor  in  decreased  minoriry  enroll- 
ment than  Hopwood  by  itself.  Creat- 
ing state  funding  for  minority 
scholarships  would  not  be  possible  be- 
cause it  would  violate  the  5th  Circuit 
ruling,  he  said,  “and  not  get  us  to 
where  we  need  to  go.”  He  added  that 
private  initiatives  to  develop  and  offer 
scholarships  to  minorities  would  not 
be  bound  by  Hopivood  and  therefore 
would  be  more  effective  at  getting  un- 
derrepresented qualified  minority  Tex- 
ans into  Texas  medical  schools. 

Gerald  Holman,  MD,  a member 
of  the  medical  education  council, 
called  Hopwood’s  effect  “chilling”  and 
urged  the  reference  committee  to  rec- 
ommend approval  of  the  resolution’s 
original  wording.  “It  is  clear  the  Hop- 
wood  decision  has  adversely  affected 
the  possibility  of  improving  the  di- 
verse workforce  we  all  adhere  to.” 

Define  “qualified” 

Meanwhile,  the  medical  schools  are  still 
trying  to  define  “qualified.”  Abe  Ro- 
driguez, MD,  chair  of  the  TMA  Coun- 
cil on  Medical  Education,  says  the 
medical  school  deans  — their  ability  to 
achieve  the  goals  of  diversity  dimin- 
ished by  Hopivood  — are  looking  at  fac- 
tors other  than  grades  and  Medical 
College  Admission  Test  (MCAT)  scores 
to  try  to  increase  the  applicant  pool. 

UT-San  Antonio’s  Dr  Jones  agrees, 
adding  that  MCAT  scores  and  grade 
point  averages  (CPAs)  are  not  the 
only  indications  of  an  applicant’s 
qualifications.  “If  you  define  ‘quali- 
fied’ simply  by  those  two  factors,  then 
you’re  not  going  to  be  admitting  the 
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people  who  make  the  best  doctors. 
The  smartest  people,  as  defined  by 
MCA'F  and  CiPA,  don’t  necessarily 
make  the  best  physicians,”  he  said. 
“We  are  charged  with  selecting  people 
who  are  academically  competent  and 
can  make  it  through  medical  school, 
and  who  have  the  intellectual  ability 
to  stay  abreast  of  the  latest  changes  in 
medicine  and  apply  them  to  their 
practices.”  However,  Dr  Jones  adds, 
he  and  his  colleagues  also  are  charged 
with  finding  applicants  with  “those 
personal  qualities  that  are  valuable  in 
measuring  whether  or  not  an  individ- 
ual is  going  to  be  a successful  doctor.” 

Among  the  traits  medical  school 
admissions  officers  look  for  are  appli- 
cants’ preparedness  for  medical 
school,  whether  they  have 
sought  experiences  that  chal- 
lenge their  decisions  to  study 
medicine,  and  if  they  have  ex- 
amined their  strengths  in  rela- 
tion to  the  practice  of 
medicine.  Also  vital  is  their 
ability  to  communicate  with 
patients.  Dr  Jones  says.  “If  you 
simply  graduate  people  who 
have  high  MCATs  and  high 
grade  point  averages  but  who 
are  unable  to  communicate, 
then  clearly  you  have  gradu- 
ated nonqualified  individuals.” 

I he  admissions  committee 
also  looks  at  the  applicants’  leadership 
qualities  and  their  willingness  to  accept 
responsibility,  as  well  as  their  ability  to 
overcome  barriers.  “This  is  within  the 
personal  development  guideline,”  Dr 
Jones  said.  “We’re  describing  applicants 
who  have  worked  substantially  or  who 
have  overcome  financially  or  economi- 
cally disadvantaged  backgrounds.” 
Achievements  like  those  may  not  be  re- 
flected in  MCAT  scores. 

li)r  Jones  says  their  goal  is  to  con- 
sider an  array  of  criteria  that  tend  to 
be  common  in  underrepresented  mi- 
nority applicants.  “That’s  not  to  say 
that  only  underrepresented  minority 
applicants  fit  in  this  group,”  he  added. 
“Nonminority  applicants  who  come 


from  similar  backgrounds  obviously 
experience  the  same  types  of  barriers.” 

A report  to  the  Coordinating  Board 
by  Charles  Mullins,  MD,  executive 
vice  chancellor  for  health  affairs  for 
The  University  of  Texas  System,  says 
that  among  the  race-neutral  factors 
that  will  be  taken  into  account  are  oc- 
cupation and  education  level  of  the  ap- 
plicant’s parents  and  grandparents, 
family  income  and  size  of  the  family, 
location  and  size  of  home  town  and 
high  school  attended,  special  interest 
in  serving  in  medically  underserved  ar- 
eas, participation  in  college  extracur- 
ricular activities,  special  interest  ir 
primary  care  or  reaching  and  research 
and  proficiency  in  a second  language. 


Medical  school  leaders  have  to  b 
thoughtfiil  in  their  attempts  to  worl| 
around  Hopivood  because  the  5th  Cir 
cuit  Court  ruling  said  school  official 
could  be  held  personally  liable  for  vio 
lations.  “We  are  in  many  ways  hand 
cuffed  right  now,”  said  John  Howt 
MD,  president  of  UT-San  Antonio  ant 
TMA  president-elect.  “The  ruling  i 
such  that  we  could  be  subject  to  sever 
legal  penalties  if  we’re  in  violation  of  it. 

The  issue  of  diversity  goes  beyon' 
academia  to  the  real  world  of  clinici 
practice.  According  to  studies  pub 
fished  in  the  May  1996  issue  of  th 
New  Eyigland  Journal  of  Medicine  an 
the  Summer  1996  issue  of  Inquir_ 
African-American  and  Hispanic  phys 


“WeVe  not  giving 
the  children  of  our 
less  advantaged 
populations  the 
chance  to  believe 
they  can  succeed, 
and,  consequently, 
they  do  not  feel 
encouraged  even 
to  go  to  college.” 
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Science  and  Education 

'ians  arc  more  likely  to  estahlisli  their 
rractices  in  communities  with  high 
ninority  populations  that  have  been 
listorieally  underserved,  just  as  impor- 
'ant,  minority  patients  are  more  likely 

0 kdlow  the  treatment  guidelines  of 
ihysicians  from  their  own  ethnic 
lackgroimds. 

•riming  the  pump 

mproving  the  quality  of  education  in 
lementary,  middle,  and  high  schools 

seen  by  many  as  a long-range  an- 
Iwer  to  the  question  of  diversity  in 
ledical  school  enrollment.  Graduat- 
kg  better  students  from  high  school 
leans  better  preparing  students  for 
ollege  and  medical  school.  fheTMA 
iouse  of  Delegates  approved  a resolu- 
on  that  TMA  work  with  educational 
gencies  to  raise  the  quality  of  educa- 
on  for  all  students  through  public 
nd  private  initiatives,  and  that  TMA 
ncourage  private  initiatives  to  iden- 
fy  and  assist  promising  students  of 
II  ethnic,  racial,  and  cultural  back- 
rounds  in  order  to  improve  diversity 

1 medical  education. 

Dr  Gordon  told  the  Reference 
iommittee  on  Medical  Education 
ad  Scientific  Affairs  that  his  hope  is 
) begin  preparing  students  as  early  as 
xth  grade  with  the  educational  foun- 
ation  they’ll  need  to  succeed  in  med- 
al school  if  that  is  their  calling. 

“We’re  not  giving  the  children  of 
ur  less  advantaged  populations  the 
lance  to  believe  they  can  succeed, 
id,  consequently,  they  do  not  feel 
icouraged  even  to  go  to  college.” 
:udents  of  all  backgrounds  must  be 
icouraged  not  only  to  attend  college 
id  medical  school,  but  also  to  re- 
tain or  return  to  Texas  when  they’ve 
nished  their  educations,  he  says.  “We 
eed  those  people.”  ★ 


REPORT 

Notifiable  Conditions 

To  local  health  departments  or  Texas  Department  of  Health 

1-800-705-8868 

For  information  about  reporting,  call  1-800-252-8239 
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’World  of  Medicine 
at  Your  Fingertips. 

Lilinirians  travel  tlie  world  of  medical  inform;ition  daily 
to  get  the  latest  knowledge  into  your  hands.  'I’MA  Libraiy 
stiiff  use  clinical  databa.ses,  the  Internet,  and  print  resources 
to  search  for  answers  to  your  diniciil  questions.  What  do 
you  >ieed  to  know  Reference  services  are  a benefit  ol 
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Good  Physicians  Base 


A reeent  artici#  In  Texaa  IVIeclrcine 
advised  physlolans  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  f uture. 

Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  Is  a licensed 
and  admitted  insurance  company  In  the 
State  of  Texas.  UQSXSI  Frontier’s 
financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Fuit'time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.QISZES  In  addition  to  medical 
expertise,  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy 

Frontier  offers  a choice  of  claims* 
made  or  occyrrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
Claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right,  Oiv  call  our  Texas 
office  at  (000)  000*05O2,  If  calling 
from  Houston  (713)  027*9100, 


mSffSANCE 
0R0UP,  INC. 


11  GREENWAY  PLAZA,  suite  161 
HOUSTON, TEXAS  7704S 
FAX:  713.627'S14S 
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In  1993,  the  Centers  for  Disease  Con- 
trol and  Prevention  ( CDC)  expanded 
the  surveillance  case  definition  of  AIDS 
to  include  all  individuals  showing  im- 
mune suppression,  measured  by  absolute 
CD4  lymphocyte  count  or  CD4/CD8 
ratio,  as  well  as  those  presenting  with 
the  23  clinical  conditions  from  previous 
case  definitions  or  with  three  new  indi- 
cator conditions  (pulmonary  tuberculo- 
sis, recurrent  pneumonia,  and  invasive 
cervical  cancer).  The  greatest  impact  of 
the  expanded  definition  is  the  dramatic 
increase  in  cases  reported  in  1993, 
largely  due  to  a backlog  of 1992-diag- 
nosed  cases  that  meet  the  new  criteria. 
Texas  reported  a 136%  increase  in  cases 
in  1993  compared  with  1992.  Despite 
a drop  between  1993  and  1994,  the 
number  of  reported  cases  increased 
75  % overall  between  1 992  and  1 994. 
Most  cases  reported  in  1 993  and  1 994 
fall  under  the  1993  expanded  surveil- 
lance case  definition  (59%  and  60%, 
respectively).  More  than  90%  of  all 
cases  reported  under  the  new  definition 


Ms  Richesson,  Department  ot  Behavioral  Sci- 
ences, and  Dr  Hwang,  Center  for  Infectious  Dis- 
eases, The  University  of  Texas-Houston  School 
of  Public  Health.  Send  reprint  requests  to  Dr 
Hwang,  Center  for  Infectious  Diseases,  The  Uni- 
versity of  Texas  School  of  Public  Health,  1200 
Herman  Pressler,  Houston,  TX  77030. 


Impact  of  the  1993  CDC  surveillance  definition  of 
AIDS  in  Texas,  1991-1994 

i 
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are  classified  under  immunologic  crite- 
ria. The  Department  of  Health  and 
Human  Services  (DHHS)  Public 
Health  Region  4 was  the  most  affected, 
with  a 213%  increase  in  reported  cases 
betiveen  1992  and  1993,  and  a 163% 
increase  betiveen  years  1992  and  1994. 
In  Texas,  the  new  definition  shows  the 
greatest  impact  among  women,  blacks, 
and  “other”  ethnic  groups,  persons  20 
through  29  years  of  age,  and  cases  at- 
tributable to  heterosexual  contact.  From 
1992  to  1993,  cases  reported  in  Texas 
increased  161%  among  females,  171% 
among  blacks,  219%  among  persons 
15  through  19  years  old,  and  189% 
among  cases  citing  heterosexual  contact. 
The  new  definition  has  successfully 
identified  population  subgroups  affected 
most  recently  by  the  epidemic.  The  in- 
flated growth  in  cases  caused  by  the  ex- 
panded case  definition  carries 
implications  for  program  administra- 
tors and  health  care  providers  in  both 
allocating  resources  and  targeting  pre- 
vention efforts. 


SINCE  THE  EMERGENCE  Oli^ 
the  acquired  immune  deficienc\.| 
syndrome  (AIDS)  in  the  Unitec  j 
States  in  1981,  Texas  has  consistent!)! 
been  among  the  states  reporting  the, 
largest  numbers  of  cases.  In  1982,  Texa;| 
reported  39  cases  from  5 counties;  b)i 
the  end  of  1990,  a total  of  12,067  case;! 
had  been  reported  from  176  countiei 
(1).  To  date,  most  Texas  counties  art! 
represented  in  the  states  AIDS  count! 
According  to  the  total  cumulative  num-i 
ber  of  AIDS  cases  reported  to  the  Cen-i 
ters  for  Disease  Control  and  Preventior 
(CDC)  through  1 994,  Texas  ranks  4tl' 
nationally  (behind  New  York,  Califor- 
nia, and  Florida)  (2).  States  reporting 
higher  incidence  rates  than  those  ir 
Texas  after  implementation  of  the  new 
definition  include  the  District  of  Co- 
lumbia, New  York,  Florida,  and  New 
Jersey  (in  1994  only)  (2). 

The  etiologic  agent  of  AIDS  is  the 
human  immunodeficiency  virus  (HIV)  i 
which  destroys  the  immune  system  and 
leaves  those  infected  vulnerable  to  a 
host  of  secondary  infections  which  have 
historically  characterized  the  disease. 
AIDS  is  unique  in  that  it  has  been  ob- 
served and  defined  primarily  in  terms  ol 
subsequent  opportunistic  infections, 
whose  prevalence  has  tended  to  decline 
over  time  as  a result  ofenhanced  med- 
ical management  and  chemical  prophy- 
laxis (3).  Surveillance  case  definitions 
for  AIDS  have  changed  as  the  knowl- 
edge of  HIV  pathogenesis  has  increased. 
In  1993,  the  CDC  expanded  the  sur- 
veillance case  definition  for  AIDS  to  in- 
clude all  individuals  showing  direct 
immune  depletion  as  well  as  those  pre- 
senting with  the  23  clinical  conditions 
from  previous  case  definitions  or  with 
three  new  indicator  conditions  (pul- 
monary tuberculosis,  recurrent  pneu- 
monia, and  invasive  cervical  cancer)  (4). 
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iThis  expanded  definition  attempts  to 
classify  the  disease  in  terms  of  immune 
depletion  by  using  a biological  marker 
Ito  measure  immune  deficiency,  lb  qual- 
jify  for  an  AIDS  diagnosis  under  the  ex- 
panded definition,  a person  must  test 
ipositive  for  the  HIV  antibody  and  must 
'jhave  a T-lymphocyte  CD4  count  less 
Ithan  200  per  cubic  mm  or  a ratio  of 
i|CD4  T-lymphocytes  lower  than  14%  of 
total  lymphocytes.  The  CDC’s  revised 
case  definition  was  developed  in  1993 
to  overcome  growing  and  noncompre- 
hensive  lists  of  diseases  indicative  of  an 
AIDS  diagnosis.  The  hope  is  that  direct 
measurement  of  immune  system  deple- 
tion will  reflect  more  accurately  the  im- 
pact of  the  epidemic  upon  different 
groups. 

Research  has  shown  that  the  ex- 
panded definition  leads  to  a dramatic 
increase  in  reported  cases  because  the 
jnumber  of  HIV-infected  persons  with 
qualifying  CD4  counts  is  significantly 
greater  than  the  number  of  HlV-in- 
fected  persons  with  AlDS-defining 
clinical  conditions  (4,5).  Further- 
more, the  immunologic  criteria  of  the 
new  definition  often  identifies  indi- 
viduals earlier  in  the  process,  thus  in- 
creasing the  duration  of  disease  (6). 
This  descriptive  study  examines  the 
epidemiology  of  all  AIDS  cases  re- 
ported in  Texas  between  1991  and 
1994  and  explores  the  impact  of  the 
expanded  definition  on  demographic 
and  risk  groups  within  the  state. 

Methods 


In  1983,  the  Texas  Board  of  Health 
made  AIDS  a reportable  disease  under 
the  Communicable  Disease  and  Pre- 
ivention  Control  Act  (7).  All  AIDS 
cases  in  Texas  are  reported  to  the  Texas 
Department  of  Health  (TDH) 


HIV/AIDS  Surveillance  Division  in 
compliance  with  federal  and  state  laws 
(Texas  Health  and  Safety  Code,  Sec- 
tion 81 .049)  (8).  Cases  diagnosed  from 
clinics,  private  physicians,  hospitals, 
and  medical  laboratories  are  reported 
to  local  health  departments  on  a stan- 
dardized reporting  form.  The  TDH  in 
Austin  collects  data  on  all  cases  of 
AIDS  reported  statewide,  which  are  in 
turn  reported  to  the  Centers  for  Dis- 
ease Control  and  Prevention  in  Atlanta 
for  national  surveillance  purposes.  This 
information  is  protected  by  state  and 
federal  laws  governing  the  confidential- 
ity of  medical  information. 

The  AIDS  data  for  this  project  were 
provided  by  the  TDH  Austin  Bureau  of 
HIV  and  STD  Prevention.  The  study 
population  for  this  analysis  includes  all 
cases  of  AIDS  reported  among  adults  (> 
14  years  of  age)  to  the  TDH  from  Jan- 
uary 1,  1991,  through  December  31, 
1994.  Analysis  was  performed  using  the 
Statistical  Package  for  the  Social  Sci- 
ences (SPSS)  software  version  6.0  for 
Windows  on  the  following  variables: 
year  of  report,  year  of  diagnosis,  case 
definition,  gender,  age,  race,  mode  of 
transmission,  death  status,  and  Depart- 
ment of  Health  and  Human  Services 
region.  The  total  number  of  reported 
cases  for  each  region  and  annual  case 
increases  for  demographic  variables  un- 
der study  were  computed.  For  all  vari- 
ables under  study,  percent  change  by 
report  year  was  calculated  using  the 
change  in  absolute  numbers  of  reported 
cases  divided  by  the  baseline  number  of 
reported  cases.  The  impact  of  the  ex- 
panded definition  was  defined  as  the 
total  number  of  AIDS  cases  fitting 
solely  the  new  definition  divided  by  the 
total  number  of  cases  diagnosed  since 
the  date  of  implementation  (9),  and 
was  examined  for  cases  in  1993  and 


1994.  Finally,  incidence  rates  for  the 
state  were  calculated  from  annual  pop- 
ulation estimates  from  Texas  A&M 
University’s  Texas  State  Data  Center. 

Results 

The  7614  cases  reported  among  Texas 
adults  in  1993  represent  a 136%  in- 
crease over  the  number  reported  in 
1992  (Table  1).  The  5633  cases  re- 
ported in  1994  represent  a 26%  de- 
cline in  cases  from  1993  and  a 75% 
increase  from  1992.  The  crude  inci- 
dence rate  for  Texas  increased  to  55.9 
per  100,000  after  the  new  definition 
was  implemented  in  1993,  up  Irom 
24.1  per  100,000  in  1992  (Table  2). 
The  1994  crude  state  incidence  rate  is 
40.6  per  100,000.  Of  the  19,473 
adult  AIDS  cases  reported  in  Texas  be- 
tween 1991  and  1994,  a total  ol8501 
(44%)  had  been  reported  dead  by 
April  1995.  The  majority  ol  AIDS 
cases  reported  in  Texas  in  1993  (59%) 
and  1994  (60%)  fall  under  the  1993 
revised  surveillance  definition  (Table 

3) .  Immunologic  criteria  account  for 
more  than  90%  of  cases  reported  un- 
der the  new  definition;  the  three  new 
indicator  diseases  added  in  1993  have 
negligible  impact,  accounting  for  less 
than  5%  of  reported  cases  in  these  2 
years.  Males,  blacks,  and  those  per- 
sons aged  30  to  39  years  show  the 
highest  incidence  rates  in  Texas  for  all 
years  under  observation  (Figs  1-3). 

Changes  in  public  health  region 
The  areas  most  affected  by  the  new  case 
definition  include  DHS  Public  Health 
Regions  1,  3,  4,  and  8,  with  increases  in 
reported  cases  ranging  from  91%  to 
163%  from  1992  through  1994  (Table 

4) .  Region  4 shows  the  greatest  increases 
after  the  new  definition  was  imple- 
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merited  (+213%  in  1992-1993  and 
+ 163%  from  1992  through  1994). 
Only  Region  9 showed  a reduction  in 
incidence  during  that  time.  Only  three 
regions  have  incidence  rates  below  10 
per  100,000  in  1994  (Fig  4).  Annual  in- 
cidence rates  of  AIDS  among  Texas  in- 
mates are  significantly  higher  than 
corresponding  rates  for  all  of  the  DHHS 
service  regions.  Cases  among  incarcer- 
ated individuals  in  the  state  increased 
271%  from  1992  through  1994. 

Impact  of  expanded  definition  and 
trends  in  Texas  AIDS  demographics 
The  greatest  case  increases  for  Texas 
immediately  after  the  new  definition 
was  implemented  (between  1992  and 
1993)  occurred  in  females,  in  non-His- 
panic  blacks,  in  persons  1 5 through  1 9 
years  old,  and  in  cases  attributable  to 
heterosexual  exposure  (Table  1).  Using 
as  an  impact  measure  the  proportion  of 
all  cases  reported  among  a given  demo- 
graphic group  that  meet  the  1993-ex- 
panded  case  definition  (including  the 
three  added  clinical  conditions  and 
CD4  criteria),  we.  see  more  impact 
among  women,  among  blacks  and 
“other”  ethnic  groups,  among  persons 
aged  20  through  29  years,  and  among 
cases  with  reported  risks  ol  heterosex- 
ual contact. 

The  impact  of  the  new  definition  is 
highest  among  black  Texans  (.61  and 
.64).  In  addition,  blacks  account  for 
the  largest  proportionate  increase  of 
all  racial  groups  after  the  expanded  de- 
finition was  implemented,  constitut- 
ing 24%  of  the  reported  cases  in  1992 
and  27%  of  the  reported  cases  in  1993 
(Table  1).  Hispanics  constitute  17% 
of  reported  cases  in  Texas  for  both 
1992  and  1993.  Female  cases  are  more 
likely  to  represent  racial  and  ethnic 
minorities  than  are  male  cases.  Whites 


Table  1.  Annual  percent  change  in  number  of  reported  adults  AIDS  cases  by  demographic  and 
risk  group,  Texas,  1991-1 994. 


Percent  Change 

1991-1992 

1992-1993 

1993-1994 

1992-1994 

Total 

+8 

+ 136 

-26 

+75 

Gender 

Male 

+4 

+ 134 

-28 

+69 

Female 

+80 

+ 161 

-9 

+ 138 

Race/ethnicity 

White,  non-Hispanic 

+4 

+ 121 

-29 

+ 58 

Black,  non-Hispanic 

+ 17 

+ 171 

-23 

+ 109 

Hispanic 

+ 10 

+ 143 

-23 

+86 

Other 

+86 

+ 108 

+ 19 

+ 146 

Unknown 

-33 

-33 

-25 

-17 

Age  group,  in  years 

15-19 

+ 129 

+219 

-37 

100 

20-29 

+ 13 

+ 140 

-31 

+66 

30-39 

+2 

+ 150 

-27 

+84 

40-49 

+ 15 

+ 110 

-19 

+69 

50-59 

-1 

+ 133 

-25 

+75 

60+ 

+9 

+68 

-22 

+31 

Transmission  category 

Male-to-male  sex  (M-M-S) 

+ 1 

+ 125 

-32 

+52 

Intravenous  drug  use  (IDU) 

+36 

+ 156 

-30 

+78 

M-M-S  & IDU 

-1 

+ 140 

-43 

+38 

Blood 

+20 

+ 115 

-56 

-5 

Heterosexual  contact 

+57 

+ 189 

-15 

+ 146 

Unknown 

+8 

+ 171 

+70 

+359 

1991  1992  1993  1994 

Year  of  report 


Male  cases  H Female  cases  Total  cases 
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I'lable  2.  Rcporred  AIDS  cases  and  estiniaied  AIDS  incidence  rates  per  100, 000  adults  by  gender,  race,  and  age  group,  'lexas,  190  1 1994. 


Incidence  Rates  per  100, 000  I’opi 

lation 

1991 

1 992 

1 993 

1 994 

No. 

Rate 

No. 

Rate 

No. 

Rate 

No. 

Rate 

Total  population 

3000 

22.9 

3226 

24.1 

7614 

55.9 

5633 

40.6 

Males 

2846 

44.5 

2949 

45.3 

6890 

103.8 

4975 

73.5 

Females 

154 

2.3 

277 

4.0 

724 

10.4 

658 

9.3 

Race 

White 

1840 

22.2 

1907 

22.8 

4210 

49.9 

3004 

35.3 

Black 

654 

44.8 

763 

51.4 

2066 

137.0 

1592 

103.8 

Hispanic 

490 

15.8 

537 

16.7 

1307 

39.0 

1000 

28.7 

Other 

7 

2.4 

13 

4.2 

27 

8.3 

32 

9.2 

Age  group,  in  years 

15-19 

7 

0.5 

16 

1.2 

51 

3.9 

32 

2.4 

20-29 

645 

22.4 

726 

25.1 

1739 

60.5 

1205 

42.1 

30-39 

1457 

48.5 

1492 

48.5 

3733 

118.9 

2738 

85.8 

40-49 

630 

29.1 

725 

32.0 

1523 

64.5 

1228 

49.8 

50-59 

184 

13.1 

183 

12.7 

427 

28.5 

320 

20.6 

60+ 

77 

3.2 

84 

3.5 

141 

5.8 

1 10 

4.4 

Males 

White 

1778 

44.3 

1815 

44.8 

3956 

96.8 

2808 

68.1 

Black 

581 

84.7 

625 

89.7 

1707 

241.0 

1254 

174.0 

Hispanic 

473 

30.6 

491 

30.4 

1196 

71.1 

878 

50.0 

Other 

5 

3.5 

12 

8.0 

27 

16.8 

31 

18.1 

15-19 

5 

0.8 

8 

1.2 

32 

4.8 

15 

2.2 

20-29 

602 

41.2 

644 

43.8 

1502 

102.5 

1016 

69.6 

30-39 

1389 

92.3 

1399 

90.7 

3421 

217.2 

2455 

153.2 

40-49 

609 

56.8 

633 

59.2 

1421 

121.7 

1104 

90.6 

50-59 

175 

25.6 

159 

22.7 

394 

54.1 

293 

38.7 

1 60+ 

66 

6.6 

76 

7.5 

120 

11.6 

92 

8.8 

Females 

White 

62 

1.5 

92 

2.1 

254 

5.8 

196 

4.5 

Black 

73 

9.4 

138 

17.6 

359 

44.9 

338 

41.6 

Hispanic 

17 

1.1 

46 

2.9 

1 1 1 

6.6 

122 

7.0 

Other 

2 

1.4 

1 

0.6 

— 

0.0 

1 

0.6 

15-19 

2 

0.3 

8 

1.3 

19 

3.0 

17 

2.6 

20-29 

43 

3.0 

82 

5.8 

237 

16.8 

189 

13.5 

30-39 

68 

4.5 

93 

6.1 

312 

19.9 

283 

17.8 

40-49 

21 

1.9 

62 

5.4 

102 

8.6 

124 

10.0 

50-59 

9 

1.2 

24 

3.2 

33 

4.3 

27 

3.4 

' 60+ 

11 

0.8 

8 

0.6 

21 

1.5 

18 

1.3 

i 

:ontinue  to  account  for 

most  of  the 

among  older  groups.  The  1 993  reported 

each 

year,  and 

adolescents  show  the 

jreported  cases,  but  their 

proportions 

cases 

by  age  show  the  highest  new-defi- 

largest  percent  increase  of  all  age  groups 

know  consistent  decline  over  the  study 

nition  impacts 

(.59  and 

.60  respec- 

for  1992-1993 

and  1992-1994.  In 

period.  Increases  in  new 

cases  among 

tively)  in  the  groups  aged  30  through  39 

Texas,  AIDS  tends  to  be 

seen  at  a 

ivhites  are  the  lowest  of  all  identified 

years 

and  20 

through  29  years.  Al- 

younger  age  in  women  than 

in  men.  Al- 

■acial  groups  between  1992  and  1994. 

though  their 

proportions  are  small, 

though  most  cases  for  both  males  and 

1 Cases  reported  in  Texas  show  greater 

cases 

falling  within  the  group  aged  15 

females  range  from  ages  30  through  39 

jmpacts  among  younger 

groups  than 

through  19  years  have  been  reported  in 

years. 

the  proportions  of  cases  for  ail 
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Table  3.  Impact  of  the  1993  expanded  AIDS  case  definition  on  demographic 
ing  the  1993  definition  to  the  total  number  of  cases  reported  in  group,  Texas 

and  risk  groups,  measu 
1 993  and  1 994. 

red  as  ratio  ol  number  of  cases  in 

group  meet 

1 993  Reported  Cases 

1 994  Reported  Cases 

Pre- 1 993 
Definition 

1 993  Clinical 
Conditions 

Immunologic 

Criteria 

Pre- 1 993 
Definition 

1 993  Clinical 
Conditions 

Immunologic 

Criteria 

Trait 

No. 

% 

No. 

% 

No. 

% 

Total 

No. 

% 

No. 

% 

No. 

% 

Total 

All  cases 

3160 

42 

364 

5 

4090 

54 

7614 

2231 

40 

181 

3 

3221 

57 

5633 

Gendet 

Male 

2899 

42 

316 

5 

3675 

53 

6890 

2018 

41 

149 

3 

2808 

56 

4975 

Female 

261 

36 

48 

7 

415 

57 

724 

213 

32 

32 

5 

413 

63 

658 

Race/ethnicity 

White 

1781 

42 

115 

3 

2314 

55 

4210 

1266 

42 

46 

2 

1692 

56 

3004 

Black 

797 

39 

200 

10 

1069 

52 

2066 

570 

36 

98 

6 

924 

58 

1592 

Hispanic 

572 

44 

45 

3 

690 

53 

1307 

376 

38 

35 

4 

589 

59 

1000 

Other 

6 

22 

4 

15 

17 

63 

27 

14 

44 

2 

6 

16 

50 

32 

Unknown 

4 

100 

0 

0 

0 

0 

4 

5 

100 

0 

0 

0 

0 

5 

Age  group,  in  years 

15-19 

22 

43 

1 

2 

28 

55 

51 

7 

22 

3 

9 

22 

69 

32 

20-29 

687 

40 

90 

5 

962 

55 

1739 

443 

37 

43 

4 

719 

60 

1205 

30-39 

1523 

41 

162 

4 

2048 

55 

3733 

1094 

40 

84 

3 

1560 

57 

2738 

40-49 

660 

43 

86 

6 

777 

51 

1523 

505 

41 

40 

3 

683 

56 

1228 

50-59 

192 

45 

15 

4 

220 

52 

427 

132 

41 

6 

2 

182 

57 

320 

60+ 

76 

54 

10 

7 

55 

39 

141 

50 

45 

5 

5 

55 

50 

110 

Transmission  category 

M-M-S 

1897 

41 

130 

3 

2638 

57 

4665 

1306 

41 

49 

2 

1802 

57 

3157 

IDU 

515 

44 

117 

10 

545 

46 

1177 

293 

36 

67 

8 

460 

56 

820 

M-M-S  & IDU 

297 

42 

61 

9 

.349 

49 

707 

147 

36 

18 

4 

241 

59 

406 

Blood 

61 

47 

6 

5 

62 

48 

129 

25 

44 

2 

4 

30 

53 

57 

Heterosexual 

183 

39 

17 

4 

268 

57 

468 

127 

32 

17 

4 

255 

64 

399 

Unknown 

207 

44 

33 

7 

228 

49 

468 

333 

42 

28 

4 

433 

55 

794 

Dead 

1731 

62 

118 

4 

960 

34 

2809 

746 

71 

27 

3 

275 

26 

1048 

Alive 

1429 

30 

246 

5 

31.30 

65 

4805 

1485 

32 

154 

3 

2946 

64 

4585 

M-M-S  = male-to-male 

sex  IDU  = intravenous  drug  use 

years  within  this  age  group  are  larger  for  experienced  a percent 

increase 

in  re- 

male  caseloac 

per  report  year  (2%  tc 

men  (ranging  from  47%  to 

50%)  than  ported 

cases,  except  for  cases  attribut- 

3%)  but  lor  more  than  33%  of  femak 

for  women  (34%  to  44%  range). 
Women,  however,  show  higher  propor- 
tions of  cases  in  the  groups  aged  20 
through  29  years  and  15  through  19 
years.  Women  are  also  more  likely  than 
men  to  have  AIDS  diagnosed  under  the 
expanded  dehnition  than  under  earlier 
definitions,  showing  new-definition  im- 
pacts of  .64  in  1993  and  .68  in  1994, 
compared  with  .58  and  .59  lor  Texas 
men  in  1993  and  1994,  respectively. 


Trends  in  mode  of  transmission 
Upon  implementation  of  the  1993  def- 
inition, all  transmission  groups  in  Texas 


able  to  blood  product  exposure. 
Heterosexual  contact  represents  the 
most  rapidly  growing  category  in  Texas 
AIDS  cases  reported  under  the  ex- 
panded definition.  Cases  attributed  to 
heterosexual  contact  represent  3%,  5%, 
6%,  and  7%  ol  all  reported  cases  in 
years  1991  through  1994,  respectively. 
Cases  reported  among  the  heterosexual 
contact  group  (the  highest  of  all  risk 
groups)  show  a 189%  increase  from 
years  1992  to  1993  compared  with  only 
57%  increase  in  reported  cases  from 
1991  to  1992.  Heterosexual  transmis- 
sion accounts  for  small  fractions  of  the 


cases  in  each  year  from  1991  through 
1994,  making  heterosexual  contact  the 
dominant  mode  of  transmission  foi 
Texas  women  in  1992  and  in  1994.  Di 
agnosis  of  AIDS  in  cases  citing  hetero 
sexual  contact  are  the  most  likely  (.61  ir 
1993  and  .68  in  1994)  under  the  nev 
definition  in  Texas. 

While  male-to-male  sex  is  the  pri 
mary  mode  of  transmission  (56%)  fo 
cases  reported  in  1994  in  Texas,  thi: 
proportion  has  declined  steadily  frorr 
the  68%  seen  in  1991.  However,  case: 
attributable  to  male-to-male  sex  in| 
creased  substantially  from  1992  tt; 
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il'.ible  4.  Aiiiuial  percent  chan5;e  in  reported  adult  AIDS  cases  by  Department  ol  Health  ami  1 lii- 
nan  Services  public  health  regions  and  Texas  prison  inmates,  Texas,  1991-1994. 


llegion 

Perceiu  Ch. 

inge 

1991-1992 

1 992- 1 993 

1993-1994 

1992-1994 

■ 

5 

200 

-36 

91 

35 

26 

-17 

4 

3 

133 

-13 

103 

28 

213 

-16 

163 

2 

136 

-30 

64 

. 

-7 

152 

-42 

47 

68 

99 

-33 

33 

9 

1 16 

8 

132 

286 

54 

-47 

-19 

0 

33 

150 

-24 

90 

.1 

3 

178 

-53 

31 

inmates 

43 

194 

26 

271 

ig  2.  Adult  AIDS  incidence  rates  per  100,000  by  race  and  year  ol  report,  Texas,  1991-1994. 


140 


1991  1992  1993  1994 

Year  of  report 

I White  Black  CZ]  Hispanic  IZH  Other 


993,  after  the  definition  was  ex- 
[anded  (Table  1). 

; Cases  reported  attributable  to  in- 
'avenous  drug  use  show  progressive 
acrease  (11%  to  1 4%  to  1 6%  to 
;5%)  in  years  1991  through  1994. 
he  increase  in  cases  attributable  to 
ttravenous  drugs  use  was  substantial 
om  1992  to  1993  as  compared  with 
icreases  between  1991  and  1992. 
tratifying  the  transmission  mode  of 


AIDS  cases  in  Texas  by  gender  reveals 
that  intravenous  drug  use  accounted 
for  significantly  more  cases  among 
women  (range;  33%  to  46%)  than 
among  men  (range:  9%  to  12%)  dur- 
ing the  study  period. 

Discussion 

The  large  increase  (136%)  in  cases  of 
AIDS  reported  in  1993  in  Texas,  ex- 
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peered  the  first  year  alter  the  surveil- 
lance definition  was  expanded,  ex- 
ceeds both  the  increase  of  nationally 
reported  cases  (113%)  and  previous 
CDC  estimates  (75%).  The  fact  that  a 
significant  proportion  ol  these  cases 
were  diagnosed  in  1992  suggests  that 
these  cases  had  been  backlogged  until 
the  new  case  definition  was  officially 
in  place.  This  backlog  of  reported 
cases  has  certainly  created  artilactual 
increases  in  local  AIDS  profiles,  and 
caution  must  be  taken  when  examin- 
ing trends  and  making  case  projec- 
tions using  AIDS  statistics  for  1993. 
Case  increases  between  1992  and 
1994  show  that,  despite  the  inflated 
growth  in  cases  after  the  case  defini- 
tion was  expanded,  numbers  of  re- 
ported cases  have  increased  as  the 
epidemic  continues  to  grow. 

Groups  reflecting  the  highest  im- 
pact in  I’exas  include  women,  younger 
persons,  heterosexually  acquired  cases, 
and  intravenous  drug  users.  In  the 
United  States  as  a whole,  women, 
blacks,  intravenous  drugs  users,  and 
persons  with  hemophilia  were  most 
likely  to  be  identified  under  the  1993 
definition  (10).  The  groups  illustrat- 
ing the  greatest  new-definition  im- 
pacts in  this  study  are  those  that  have 
been  identified  in  recent  epidemiolog- 
ical research  as  the  newest  and  most 
vulnerable  populations  to  the  AIDS 
epidemic. 

While  accounting  for  only  small 
proportions  of  male  cases  of  AIDS  re- 
ported in  Texas  and  the  nation,  het- 
erosexual contact  represents  one  of  the 
fastest  growing  risk  groups  since  the 
definition  was  expanded.  Male-to- 
male  sex  is  cited  less  frequently  for  the 
nation’s  reported  male  cases  than  for 
Texas  males.  Intravenous  drug  use, 
however,  is  reported  more  than  twice 


as  frequently  among  cases  of  AIDS  in 
US  males  than  among  cases  reported 
for  Texas  males. 

Intravenous  drug  use  and  hetero- 
sexual exposure  are  the  primary  risk 
behaviors  for  women  in  the  country 
and  in  the  state.  Among  cases  reported 
in  US  women  in  1993  and  1994,  48% 
and  47%,  respectively,  cited  intra- 
venous drug  use  as  a mode  of  trans- 
mission (2),  while  the  corresponding 
proportions  for  Texas  women  are  sub- 
stantially lower.  Cases  attributable  to 
heterosexual  exposure,  on  the  other 
hand,  are  proportionately  higher  for 
women  in  Texas  for  the  last  2 years  of 
this  study.  For  both  men  and  women, 
Texas  AIDS  cases  tend  to  be  younger 
than  the  national  average. 

Data  from  newly  reported  HIV  in- 
fections afford  a look  at  more  recent 
changes  and  indicate  that  the  groups 
showing  highest  impact  from  the 
1993-expanded  AIDS  definition  for 
AIDS  cases  are  also  at  higher  risks  for 
newly  acquired  HIV  infections.  Data 
from  the  TDH  unlinked  clinic-based 
seroprevalence  studies  reveal  that  men 
continue  to  have  significantly  higher 
seroprevalence  rates  than  women  at  all 
sites,  except  among  female  prison  en- 
trants, who  show  30%  to  50%  higher 
rates  than  do  male  prisoners,  and 
among  Job  Corps  applicants,  who 
showed  no  difference  in  HIV  rates  be- 
tween men  and  women  (II).  The 
younger  age  of  Job  Corps  applicants 
and  high  HIV  prevalence  is  consistent 
with  the  dominance  of  female  cases  in 
younger  age  groups  found  in  this 
study.  Other  serosurveys  among  Texas 
youth  (military  and  Job  Corps  appli- 
cants) show  rates  of  HIV  infection  at 
least  three  times  higher  for  blacks  than 
for  other  races  (11). 

The  blinded,  unlinked  Texas  Sur- 


Fig  J.  Adult  AIDS  incidence  rates  per  100,000  by  age  group  and  year  of  report,  Tex 


1991-1994. 
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Fig  4.  Adult  AIDS  incidence  rates  per  100,000  for  Texas  Department  of  Health  and  Human  1 
vices  public  health  regions,  1994. 
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I'ey  of  Childbearing  Women  found 
liverage  rates  lor  black  women  giving 
nirth  to  be  6 to  14  times  higher  than 
hose  of  whites  or  Hispanics  (11). 
ieroprevalence  rates  from  1988  to 
"993  are  the  highest  in  state  TB  clin- 
,cs,  urban  STD  clinics,  and  drug  treat- 
nent  centers  (11).  Given  the  long 
idlV  incubation  period  and  similar 
patterns  for  both  HIV  infections  and 
j,eported  AIDS  cases,  we  can  expect 
AIDS  trends  reported  in  this  project 

0 continue.  Note,  however,  that  HIV 
jlata  are  not  entirely  complete  or  rep- 
resentative because  not  all  HlV-posi- 
'ive  persons  are  tested  and  reported. 

1 The  statistics  collected  through  this 
tudy  highlight  areas  in  need  of  profes- 
ional  training.  Areas  in  Texas  with 
prge  proportions  of  cases  meeting 
older  case  definitions  may  suffer  from 
ack  of  information  or  proper  diagnos- 
tic equipment  to  use  the  expanded  de- 
inition  in  their  communities.  Rural 
Aeas  with  high  incidence  rates  for 
UDS  may  be  targeted  for  interven- 
jions  to  increase  the  diffusion  of  med- 
ical technologies  and  active  surveillance 
lystems.  The  new  case  definition  has 
ncreased  the  numbers  of  persons  iden- 
ified  as  having  and  living  with  AIDS, 
vhich  will  undoubtedly  force  political, 
ocietal,  and  medical  institutions  to 
ace  the  growing  epidemic  and  address 
ts  needs.  The  emotional  and  clinical 
onsequences  of  telling  asymptomatic 
)atients  that  they  qualify  for  an  AIDS 
liagnosis  must  be  considered.  Needs 
or  psychological  support  services  for 
ihese  patients  and  their  significant  oth- 
rs  could  increase  as  the  new  surveil- 
ance  definition  continues  to  yield 
■note  cases  of  AIDS.  Agencies  provid- 
ng  medical  and  support  assistance  to 
i)ersons  with  AIDS  may  have  to  alter 
heir  services  and/or  eligibility  criteria 


in  response  to  the  lengthening  of  the 
AIDS  survival  period  and  the  increased 
caseload.  Increases  in  caseload,  longer 
duration  of  disease,  and  effective  med- 
ical treatments  will  undoubtedly  stim- 
ulate broader  use  of  medical  services, 
and  health  care  administrators  need  to 
prepare  for  the  increased  demands  and 
costs  associated  with  such  usage. 

Identifying  patients  earlier  in  the 
course  of  the  disease  can  lead  to  earlier 
treatments  and  preventative  therapies, 
increasing  both  quality  of  life  and  pro- 
ductivity for  persons  with  AIDS.  In- 
creases in  the  length  of  survival  from 
the  time  of  the  initial  diagnosis  may 
help  Americans  to  view  AIDS  as  a 
more  common  and  chronic  disease 
than  they  have  in  the  past  decade. 
Armed  with  the  knowledge  of  AIDS 
trends  in  local  communities,  health 
professionals  will  be  able  to  ease  the 
AIDS  burden  in  their  areas  by  promot- 
ing prevention  messages  and  HIV  test- 
ing for  those  at  risk,  and  early  diagnosis 
and  medical  care  for  those  infected. 
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Stenting  of  an  anomalous  left  circumflex  coronary 
artery  arising  from  the  right  sinus  of  Valsalva 

Christopher  B.  Wong,  MD 
Theodore  L.  Schreiber,  MD 


Anomalous  origin  of  coronary  arteries  is 
rare,  occurring  in  about  1%  of  patients 
undergoing  cardiac  catheterizcttion.  Coro- 
nary atherosclerosis  is  not  uncommon  in 
these  patients.  Percutaneous  angioplasty  of 
anomalous  coronary  arteries  poses  a par- 
ticular technical  challenge  secondary  to 
the  vessel  characteristics.  Stenting  of  the 
anomalous  coronaiy  arteries  has  not  been 
described  previously.  We  report  a 47-year- 
old  man  with  unstable  angina  in  whom  a 
MULTI-LINK  coronary  stent  was  placed 
successfully  in  an  anomalous  circumflex 
coronary  artery. 


Send  reprint  requests  to  Dr  Schreiher,  cliiet, 
[division  of  Cardiovascular  Diseases,  St  John 
Hospital  and  Medical  Center,  PR2,  Suite  370, 
22101  Moross  Rd,  Detroit,  MI  48236. 


Anomalous  origin  of 
coronary  arteries  occurs  in 
about  1%  of  patients  undergo- 
ing coronary  catheterization  ( 1 ).  Origin 
of  the  circumflex  coronary  artery  from 
the  right  sinus  of  Valsalva  is  the  anom- 
aly most  frequently  encountered  (2,3). 
The  left  circumflex  artery  is  situated  di- 
rectly posterior  to  the  aorta,  and  coro- 
nary atherosclerosis  is  not  uncommon 
in  patients  with  this  anomaly.  Its  retro- 
aortic  course  makes  it  relatively  inacces- 
sible to  bypass  surgery  (4),  thereby 
enhancing  the  appeal  of  percutaneous 
revascularization.  Percutaneous  revas- 
cularization of  the  anomalous  left  cir- 
cumflex coronary  artery  is  challenging 
because  of  the  proximal  tortuosity  of 


the  vessel  and  often  unstable  suppor 
from  a guiding  catheter.  We  report  ; 
47-year-old  man  with  unstable  angina 
in  whom  a MULTI-LINK  coronar 
stent  (Advanced  Cardiovascular  Sys 
tern,  San  Diego,  Calif)  was  placed  sue 
cessfully  in  an  anomalous  circumfle: 
coronary  artery. 

Case  report 

A 47-year-old  man  with  known  coro 
nary  artery  disease  was  scheduled  fo 
extracorporeal  shock  wave  lithotrips; 
for  urolithiasis.  Before  the  operation 
he  developed  unstable  angina,  whicl 
was  stabilized  by  medications.  His  pas 
medical  history  included  significan 


Fig  1.  Lett  coronary  angiogram  30  lett  anterior  oblique  view  shows  an  80%  stenosis  (arrow)  of  th 
obtuse  marginal  coronary  artery  with  an  anomalous  origin  from  the  right  sinus  of  Valsalva. 
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Lett  coronary  angiogram  30  left  anterior  oblique  view  shows  the  ACS  MULTI-LINK  stent 


^g3.  Left  coronary  angiogram  30  lett  anterior  oblique  view  shows  an  excellent  final  angiographic 
Isult  with  a 0%  residual  stenosis  (arrow)  in  the  obtuse  marginal  artery. 


coronary  atherosclerosis  with  successful 
directional  coronary  atherectomy  of  a 
proximal  right  coronary  artery  2 years 
earlier  and  successful  balloon  angio- 
plasty of  the  right  posterior  descending 
coronary  artery  1 year  earlier.  A cardiac 
catheterization  was  performed  that  re- 
vealed an  anomalous  origin  of  the  left 
circumflex  artery  arising  from  the  right 
sinus  of  Valsalva.  Its  proximal  portion 
had  a 40%  stenosis,  and  the  obtuse 
marginal  branch  had  an  80%  stenosis 
(Fig  1).  The  right  coronary'  artery 
showed  no  significant  restenosis.  We 
decided  to  place  a stent  in  the  obtuse 
marginal  coronary  artery.  Because  our 
center  was  involved  in  the  Multicenter 
MULTI-LINK  Coronary  Stent  Frial, 
the  patient  was  to  receive  either  a Pal- 
maz-Schatz  coronary  stent  or  an  ACS 
MULTI-LINK  coronary  stent.  After 
an  appropriate  consent  was  obtained, 
he  was  selected  randomly  to  receive  the 
ACS  MULTI-LINK  coronary  stent. 

Coronary  stenting  of  the 

ANOMALOUS  CIRCUMFLEX 
CORONARY  ARTERY 

An  8 French  multipurpose  guiding 
catheter  successfully  cannulated  the  os- 
tium of  the  left  circumflex  artery.  A 
0.014  hi-torque  floppy  extrasupport 
wire  was  steered  into  the  circumflex 
artery  with  some  difficulty  secondary 
to  the  right-angle  takeoff  of  the  artery 
from  the  aorta.  After  a 3.0  perfusion 
balloon  catheter  was  used  to  predilate 
the  lesion,  a 3.0  mm  x 15  mm 
MULTI-LINK  coronary  stent  (Ad- 
vanced Cardiovascular  System,  San 
Diego,  Calif)  was  advanced  success- 
fully across  the  lesion  with  no  diffi- 
culty. The  stent  was  deployed  by 
balloon  inflation  at  8 atmospheres  (Fig 
2).  A noncompliant  balloon  at  high 
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pressure  was  used  to  dilate  the  artery. 
The  final  angiographic  result  revealed  a 
0%  residual  stenosis  (Fig  3).  The  pa- 
tient tolerated  the  procedure  well  and 
was  discharged  to  return  home  the  next 
day  and  given  aspirin  and  ticlodipine. 

Discussion 

Despite  their  rare  occurrence  in  patients 
undergoing  cardiac  catheterization, 
anomalous  coronary  arteries  are  not 
protected  from  atherosclerosis.  One  ar- 
ticle (5)  reports  that  60  (64%)  of  94  pa- 
tients with  anomalous  coronary  arteries 
had  significant  atherosclerosis.  Percuta- 
neous angioplasty  of  anomalous  coro- 
nary arteries  poses  a particular  technical 
challenge.  Among  the  aspects  needing 
attention  are  orifice  configuration,  exit 
angulation  Irom  the  aorta,  the  route  the 
artery  takes,  and  the  location  ol  the  le- 
sions (6).  Stenting  ol  the  anomalous 
coronary  arteries  has  not  been  described 
belore.  More  technical  challenge  sec- 
ondary to  the  high  profile  and  rigidit}' 
ol  coronary  stents  would  be  expected. 

For  percutaneous  angioplasty  of  an 
anomalous  circumflex  artery  from  the 
right  sinus  ol  Valsalva,  right  Judkins, 
Amplatz  lelt  1,  and  Amplatz  right 
catheters  have  been  used  with  success 
(4,7-8).  We  used  a multipurpose 
guiding  catheter  in  our  patient  with- 
out any  problem.  The  acute  angle 
takeoff  ol  the  target  vessel  from  the 
aorta  caused  some  initial  dilficulty  in 
advancing  the  guidewire.  With  proper 
manipulation  of  the  guiding  catheter 
and  with  the  “fishing”  technique,  the 
guidewire  was  eventually  steered  to 
the  distal  marginal  artery.  We  had  no 
difficulty  in  advancing  the  MULTI- 
LINK coronary  stent  across  the  lesion. 
Fhe  Food  and  Drug  Administration 
has  recently  approved  the  use  of  this 


stent.  It  is  a premounted  balloon  ex- 
pandable stent  composed  ol  316L 
stainless  steel.  Preliminary  data 
showed  that  its  elficacy  was  compara- 
ble to  the  widely  used  Palmaz-Schatz 
coronary  stent  and  that  it  might  be 
more  flexible  in  negotiating  tortuous 
coronary  arteries. 

In  summary,  our  case  indicates  that 
with  modern  percutaneous  revascular- 
ization techniques,  anomalous  coro- 
nary arteries  can  be  stented  successlully 
in  selected  patients.  Although  our  pa- 
tients favorable  outcome  cannot  be 
generalized  to  other  patients,  a good  se- 
lection of  guiding  and  balloon 
catheters  seems  to  be  the  major  deter- 
minant for  the  procedural  success,  and 
a more  flexible  coronary  stent  may 
contribute  to  a successful  outcome  in 
these  patients,  especially  those  having 
vessels  with  proximal  tortuosity. 
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Geriatrics 

■Nuclear  Waste  and  Border  Health  (1:30-5  pm) 
Sports  Medicine  (8  am-noon) 

Specialty  Societies 

Texas  Dennatological  Society  ( 1:30-5  pm) 

Texas  Pain  Society  ( 1-5:30  pm) 

Texas  Orthopaedic  .Association  (1-5  pm) 

12:00-1:30  pm 

TMA/TMAA  Installation  Luncheon 
2-5  pm 

Risk  Management  Workshops 
6-11  pm 

TMA  Foundation  Benefit 
■After  6 pm 

Specialty  Society  Functions 
Riverboat  Bat  Ciaiise 


Sports  Events 

Tennis  (2-4  pm) 

7 am-noon 
Exliibits 

9 am-noon 

Barton  Creek  Habitat  Preserve  Tour 

9 am-noon 
Internet  seminar 

Specialty’  Societies 

Texas  Dermatological  Society  (8:30  ;un- 12:30  pm) 
Texas  Orthopaedic  Association  (8  am-5  pm) 
Texas  Society  of  Anesthesiologists 

Scientific  Sections 
9 am-noon;  2-5  pra 
■Allergy,  ■Asthma  and  Clinical  Immunology 
Colon  and  Rectal  Surgery  (8  :un-noon) 

Internal  Medicine 
Neurologicid  Surgeiy 
Neurology  (9  am- 12:45  pm) 

Ophthalmology’ 

Otolaryngology  (8:30  am-noon) 

Pathology' 

Pediatrics 

Physical  Medicine  and  Rehabilitation 
(8  :un-noon) 

Symposia 

■Addictions  (8  am-3  pm) 

Cardiovascular  Diseases  (9-11  am) 

Diabetes 

House  of  Delegates  Sections 
Organized  Medical  Staff 
Medical  Student 
Resident  Physician 
Young  Physician 

After  6 pm 

■Alumni  Events 

Specialty'  Society  Functions 


Texas  Dermatological  Society 
(8:30  am-noon) 


FOR  MORE  DETAILS,  WATCH  YOUR  MAIL  FOR  THE  TEXMED  ’98  PRELIMINARY  PROGRAM! 
WITH  NO  GENERAL  REGISTRATION  FEE  FOR  TMA  MEMBERS.  IT’S  THE  BEST  BARGAIN  AROUND! 


'leiiMeil98 


Educational  Showcase  & Expo 


REGISTRATION  FORM 

April  23-26,  1 998  ■ Austin  Convention  Center 
One  form  per  person.  Duplicate  as  needed. 


Complete  registration  form  following  steps  I through  I I and  return  by  mail  with  check  or  credit  card  information. 
Pick  up  tickets  and  badges  at  the  registration  area  in  the  Austin  Convention  Center. 

Name  Member  License  # □ □□□□ 

Address  

City State Zip Specialty 

Phone  # ( ) Fax  # ( ) 


Please  check  all  applicable  spaces  below: 

Cl  Physician 

□ intern/Resident/Feliow 
Cl  Medicai  Student 

□ TMA  Officer 
Cl  TMA  Deiegate 

□ TMAAiternate  Deiegate 


□ TMA  Counciior 

-1  TMA  Vice  Counciior 
Cl  TMA  Board  Member  Chair 

□ TMA  Councii  Member  Chair 

□ TMA  Committee  Member  Chair 
Cl  TMA  Trustee 


□ TMA  Foundation  Donor 
Cl  AMA  Member 

Cl  AMA  Deiegate 

□ AMA  Aiternate  Deiegate 
Q Speaker 

Cl  Scientific  Exhibitor 


Cl  Past  President 

□ OMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Ciub 

Cl  MSS  Executive  Councii 
Cl  MSS  Chapter  Officer 


□ MSS  Chair 

Cl  RPS  Executive  Councii 

□ RPS  Chair 

□ YPS  Chair 

Q YPS  Governing  Board 

□ CMS  Officer 


Registration  Fees 


REGISTRATION  TOTAL  $ 


TMA  MEMBERS  □ Physician  @$0  □ Medical  Student  @$0  □ Intern,  Resident,  Fellow  @$0  QTMA  Member’s  Family  - waived  (attach  n 


NONMEMBERS  □ Physician  @$200  □ Intern,  Resident,  Fellow  @$I0  □ Medical  Student  @ $10 

□ Allied  Health  Personnel  @$I0  □ Approved  Visitor  @$50  □ Nonmember’s  family  over  age  21  (attach  names)  @$ 

□ County  Medical  Society  Staff  & Family  (attach  names)  - waived  □ Speaker  - waived 


Advance  Copy  of  Final  Program  with  presentation  summaries  and  complete  details  (available  late  March)  @ $9 

Medical  Student/Resident  Sponsorships 

Help  defray  expenses  for  medical  student/resident  scientific  poster  displays  by  donation  of  $100,  $50,  or  $25 


O Seminars  All  seminars  9 am  - 12  noon 

Internet  Seminars  (check  please)  □ Thursday,  April  23  □ Friday,  April  24  □ Saturday,  April  25  @$65  each 

Installation  Luncheon  Friday,  April  24,  noon- 1:30  pm  Exhibit  Hall,  Convention  Center  @$I0  each 

MAGIC  - TMAF  Benefit  Friday,  April  24,  6-1  I pm.  Four  Seasons  Hotel  Austin 

Option  I:  Regular  Tickets  @$100  per  ticket  x = Regular  Ticket  total  $ 

Option  2:  Magician  Sponsor  @$125  per  ticket  x = Magician  Sponsor  total  $ 


$ 


$ 


Sports  Events 

C.  Lincoln  Williston TMAF  Golf  Tournament  Wed.,  April  22,  1:30  pm  "Green  Fee:  $125  per  golfer 
□ My  partner  is: □ Assign  me  a partner 

Tennis  Tournament  ■ Saturday,  April  25  ■ 2-4  pm  ■ Westwood  Country  Club  ■ $10  per  player 


Bat  Run  ■ Wednesday,  April  22, 6 pm  ■ Hyatt  Hotel  ■ $20  per  runner 

On-site  Child  Care  Child  care  will  be  offered  at  the  convention  center  forThurs.-Sat.  daytime  functions  and  at  the 
Four  Seasons  Hotel  for  Fri.  evening’s  Benefit.  Daily  rates  reflect  a partial  subsidy  by  TMA. 


Kids  Konvention 

(Magic  Benefit) 

Thurs.,  April  23 

6 wks.-l8  mos. 

kids  X $34  = $ 

Fri.,  April  24 

6 wks.-l8  mos. 

kids  X $39  = $ 

7 am-S  pm 

18  mos.-3yrs. 

kids  X $30  = $ 

5:30  pm- 

1 8 mos.-3yrs. 

kids  X $35  = $ 

3 yrs.  & up 

kids  X $24  = $ 

1 1:30  pm 

3 yrs,  & up 

kids  X $29  = $ 

Fri.,  April  24 

6 wks.-l8  mos. 

kids  X $34  = $ 

Sat.,  April  25 

6 wks.-l8  mos. 

kids  X $24  = $ 

7 am-5  pm 

18  mos.-3yrs. 

kids  X $30  = $ 

7 am- 12:30  pm 

18  mos.-3yrs. 

kids  X $20  = $ 

3 yrs.  & up 

kids  X $24  = $ 

3 yrs.  & up 

kids  X $ 14  = $ 

!>  Family  Activities 


An  Evening  at  the  Lady  Bird  Johnson  Wildflower  Center  ■ Thursday,  April  23,6:30  - 10  pm 
$45/adult  ticket  x = $ $5/child  ticket  x = $ 


Meet  the  Candidates  Reception  ■ Thursday,  April  23, 4:30-6  pm.  Exhibit  Hall  (attendees  & registered  guests)  # @ $0 

Riverboat  Bat  Cruise  ■ Friday,  April  24,  6:30-  8:30  pm  ■ $IS/person  x = $ 

Barton  Creek  Habitat  Preserve  Tour  ■ Sat.,  April  25  ■ 9 am  - noon  ■ $5  each  x = $ 

TOTAL  FEES  (Steps  2-10)  = $ (No  refunds  after  March  31,  1998) 

□ Enclosed  is  my  check  # for  $ payable  to  TMA.  Charge  to  my  GVisa  □ MasterCard  Amount  $ 

Acct.No.  □□□□□□□□□□□□□□□□  Exp.Date  □□□□□□ 

Name  on  Card Signature  


Return  form  and  registration  fees  or  credit  card  information  toTMA  Conference  and  Meeting  Management  Department. 401  West  15th  Street, Austin, TX  78701-161 
-L  ^ Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  contact  you  to  discuss  your  needs.  We  cannot  assure  the  availability  of  disability  assistance 
vIa  without  prior  notification  of  need.  Questions?  Call  TMA  Conference  and  Meeting  Management  Department,  (800)  880- 1 300  or  (5 1 2)  370- 1 300,  ext.  1 452  or  1 453. 


TfexasMc'ilical 

AssHciation 


OFFICIAL  HOUSING  REQUEST  FORM 

Reservations  Deadline:  March  24,  1 998 


'lASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

)MPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 


)NFIRMATIONSWILL  BE  SENT  TO  THE  FIRST  INDIVIDUAL  INDICATED  IN  EACH  ROOM  REQUESTED. 


'IE  OF  PERSON  REQUESTING  RQQMS 


t Name) 

(M.  Initial) 

(Last  Name) 

Tie  of  Company) 

:et  Address  or  P.O.  Box  Number) 

(Area  Code)  Phone  # 

FAX# 

f)  (State)  (Zip) 


Tie  of  Credit  Card) 


(Number) 


(Expiration  Date)  (E-Mail  Address) 


TRUCTIQNS:  Select  THREE  hotels  of  your  choice  in  order  of  preference.  No  request  will  be  processed  without  THREE  choices, 
oices  are  not  available,  which  is  more  important?  □ Room  Rate  G Location  (please  check  one) 


(First  Choice) 


(Second  Choice) 


(Third  Choice) 


loosing  Four  Seasons,  please  note  City  View  and  Lake  View  rates.) 


TRUCTIONS:  0 Print  or  type  names  of  all  persons  occupying  each  room. 

0 Select  type  of  room  desired  with  arrival  and  departure  dates.  Note;  Room  type  requested  is  not  guaranteed. 
* Rooms  with  two  beds  are  limited;  therefore,  priority  will  be  given  to  rooms  with  3 or  more  occupants. 


I 

I 


OCCUPANT’S  NAME/S  (PRINT  LAST  NAME  FIRST) 


ARRIVAL  DATE 

CHECK  ONE 

□ SINGLE  (1  ROOM- 1 PER- 1 BED) 

□ DOUBLE  (1  RM-2  PPL-I  BED) 

□ DBUDBL  (1  RM-2  PPL-2  BEDS) 

□ TRIPLE  (1  RM-3  PPL-2  BEDS) 

□ QUAD  (1  RM-4  PPL-2  BEDS) 

□ SUITE  (SUBJECT  TO  AVAILABILITY) 

ARRIVAL  TIME 

DEPARTURE  DATE 

SMOKING:  QYES  QNO 

f □ Check  here  if  handicap  services  are  required 

Specify 

SECQND  ROOM  IS  REQUIRED,  PLEASE  COMPLETE  THE  BOX  BELOW. 


ARRIVAL  DATE 

CHECK  ONE 

□ SINGLE  (1  ROOM- 1 PER- 1 BED) 

□ DOUBLE  (1  RM-2  PPL-I  BED) 

□ DBL/DBL  (1  RM-2  PPL-2  BEDS) 

□ TRIPLE  (1  RM-3  PPL-2  BEDS) 

□ QUAD  (1  RM-4  PPL-2  BEDS) 

□ SUITE  (SUBJECT  TO  AVAILABILITY) 

□ Connector  to  Room  1 

ARRIVAL  TIME 

DEPARTURE  DATE 

SMOKING:  GYES  QNO 

f □ Check  here  if  handicap  services  are  required 

Soecifv 

OCCUPANT’S  NAME/S  (PRINT  LAST  NAME  FIRST) 


OFFICIAL  HOUSING  REQUEST  FORM 

Reservations  Deadline:  March  24,  1 998 

Housing  Request  Form  ■ Texas  Medical  Association  ■ April  23-26,  1998  ■ Austin, Texas 


IsdVIecF 


■= ^ 1 

Educational  Showcase  & j 


"(elebra-fe  "the  Faftiily  of  Medic 


Participating  Hotels  and  Austin  Convention  Center 


0 Doubletree  Guest  Suites 

303  West  1 5th  Street 
$115  Single  $125  Double 

0The  Driskill  Hotel 

Sixth  and  Brazos  Streets 
$ 1 09  Single/Double 

0 Embassy  Suites  Hotel 

300  S.  Congress  Avenue 
$134  Single/Double 

★ 0 Four  Seasons  Hotel  Austin 

98  San  Jacinto  Boulevard 
$168  Single/Double  (City  View) 
$193  Single/Double  (Lake  View) 


0 Holiday  Inn  Town  Lake 

20  North  IH  35 
$ I 1 0 Single/Double 

★ 0 Hyatt  Regency  Austin 
on  Town  Lake 

208  Barton  Springs  Road 
$ 1 35  Single/Double 
Delegates’  housing;  boards, 
councils,  committees 


★ 0 Marriott  at  the  Capitol 

701  East  I Ith  Street 
$139  Single/Double 
Texas  Orthopaedic 
Association  headquarters 

★ 0 Omni  Austin  Hotel 

Downtown 

700  San  Jacinto  Boulevard 
$120  Single  $130  Double 
$140  Triple  $150  Quad 
TMA  Alliance  headquarters, 
general  housing 


0 Radisson  Hotel  on 
Town  Lake 

1 1 I East  Cesar  Chavez  Str 
$ I 1 5 Single/Double 

0 Sheraton  Austin  Hotel 

500  North  IH  35 
$119  Single  $129  Double 
$139  Triple  $149  Quad 

0 Austin  Convention  Cen 

500  East  Cesar  Chavez  Str 

★ Headquarters  Hotels 


FOLD 


Pla 

Stai 

He 


ACVB  Housing  Bureau 
201  E.  2nd  Street 
Austin, TX  78701 


FOLD 


Room  Deposit 

Deposit  requirements  vary  from  hotel  to  hotel.  If  you  do , 
supply  a major  credit  card  number  and  expiration  date,  pl 
contact  your  assigned  hotel  regarding  requirements  for 
securing  your  room.  If  a credit  card  number  is  not  supplie 
a deposit  in  the  form  of  a check  may  be  required  to  secui 
your  reservation.  Please  do  not  send  a check  with  your 
housing  request. 

Cancellations,  Changes  and  Corrections 

All  cancellations,  changes,  or  corrections  prior  to  March  ] 
should  be  made  directly  with  the  Housing  Bureau  in  writi 
or  call  (800)  926-2282.  After  March  24.  please  contact  the 
assigned  hotel  directly.  Check  your  hotel  confirmation  re{ 
ing  cancellation  policy.  Policy  may  vary  from  hotel  to  hote 

If  you  have  questions,  call  Dawn  Roland  at  (800)  880-l30( 
ext.  1454. 


Texas  Medicine 


illergy 


;ORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

AMES  A.  CAPLIN,  MD 
vAA.  ACA,  AACIA 

jllergy,  Asthma,  and  Clinical  Immunology 

Morgan  Avenue,  Corpus  Chrisci,  lexas  78405 
ifelephone{512)  888-6782 


inesthesiology 


SONZALEZ  & SANCHEZ,  PA 

diagnostic  and  I herapeutic  Preventive  Healthcare 
nti-Aging  Medicine 

USTO  J.  GONZALEZ,  MD,  FACA 

diplomate  American  Academy  ol  Pain  Management 

valuation,  diagnosis,  and  treatment  ol  acute,  chronic,  and  recurrent  pain 

idifterential,  diagnostic,  and  therapeutic  nerve  blocks 

ipinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

COCHITL  B.  SANCHEZ,  MD 

jdiplomate  American  Board  ol  Anesthesiology 
ncsthesiology 

h?  Forest  Lane  (972)  566-*^  890 

lite  C-538  Answered  24  hours 

alias.  Texas  75230  Fax  (972)  566-4894 


jiiplo 


DWARD  A.TALMAGE,  MD,  FACPM 

lomate  American  Board  of  Anesthesiology 
jdlow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

B'iagnostic  &:  Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

eurolytic  Procedures  Intra-  I hecal  Opiate  Oelivery  System 

adio  Frequency  Lesioning  Thermography 

lire  403,  West  Houston  Doctors  Center.  12121  Richmond  Avenue.  Houston  77082; 
81)  496-1006 


lariatric  Surgery 


|RA  J.  KASPER,  M.D.,  P.A. 

eneral,  Vascular  & Bariatric  Surgery 
merican  Society  of  Bariatric  Surgery 
iplomate  American  Board  of  Surgery 

URGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

20  Dashwiiod.  Suite  201,  Hi)us[on.  Texas  77081 
13)  667-9100  Fax  (713)  667-9133 


lermatology 

lOBERT  F.  BLOOM,  MD 


I 


Ilohs  Surgery  for  Skin  Cancer 
'ermatologic  Surgery 
lalignam  Melanoma 
'ysplastic  Nevi 
utaneou.s  Oncology 
’01  Oxford  Avenue.  Suite  104 
pbbotk.  lexas  79410;  (806)  797-6631 


Gynecologic  Oncology 

MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  C)ncu!ogy.  P.A. 

7940  Floyd  Curl  Drive.  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD V.  DIBELLA,  MD  —Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave..  Suite  450,  Dallas.  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN, 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  Hand 

Landry  Towers,  4 1 1 North  Washington,  Suite  7000,  Dallas,  lexas  75246;  (214)  823-7090 

Medical  Git)'  Dallas  ii.  7777  Forest  Lane,  Suite  Bl  16.  Dallas,  Texas  75230; 

(214)  661-7011) 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  P.  Wills,  MD 
Richard  S.  Himes  Jr.,  MD 


12221  MoPac  Expy  North,  Austin,  lexas  78758 
Telephone  (512)  901-6013  Fax  (512)  90M991 


Medical  Oncology 

JANET  MACHELEDT,  MD  — Medical  Oncology/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Onettiogy,  PA 

OO)  b’rostwood.  Suite  221  5618  Medical  Center  Drive.  Suite  201 

Houston,  lexas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Telephone  (713)  392-2757 
Fax  (713)  .392-8148 
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Texas  Physicians’  Directory 


Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  fl  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summic  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith.  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  ot  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1 030  North  Zaragosa  Road,  Suite  Y,  El  Paso.  Texas  79907  (9 1 5)  545-2333 


Orthopedic  Oncology 

RICHARD  G.  BUCH,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstreution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  1 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas.  TX  75235 

Telephone  (972)  566-4400 
Fax  (972)  566-4317 


MAYME  F.  RICHIE-GILLESPIE.MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Feiiowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic.  L.L.P. 

1651  W.  Rosedale.  Suite  100  (817)  335-4316 

Fort  Worth.  Texas  76104 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.T,  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pa 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
62U0  W Parker  Road,  MOB-I,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
Wilham  A.  Bruck,  MD 
W.Z.  Burkhead.Jr.,  MD 
Richard  D.  Schubert.  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (2l4)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman.  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen.  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington.  Suite  7000.  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  Bl  16 
Dallas.  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale.  Fort  Worth.  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C,  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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)rthopedic  Surgery,  Pediatric 

VALTER  P.  BOBECHKO,  MD,  FRCSC 

mcritus  Chairman  Hospital  for  Sick  Children.  Toronto 

-xclusivcly  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
izarov  lengthening,  congenital  deformities 

777  Forest  Lane.  Suite  C.  Dallas,  Texas  75230 
)72)  566-6700 


Orthopedic  Surgery,  Spine 

i 

ilETROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  RA. 

NNOUNCES 

cephen  Ozanne,  MD 
Irthopedic  Surgeon 

A.A.O.S.  Spinal  Disorders  & Related  Surgeries 
’62  Forest  Ln..  Stc.  101  Dallas.  Texas  75243;  (214)  340-5090 


OHNA.  SAZY.MD 

econstructive  Spine  Surgery 
evision  Spine  Surgery 
:oliosis  Surgery 
eneral  Orthopedics 

ellowship:  The  Chicago  Spine  Fellowship 
>irector:  R.L.  Dewald,  MD 

!!7  Omega  Drive.  Arlington.  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 

'hysical  Medicine  & Rehabilitation 

lOBERTO  G.  ROLFINI.  MD 

iplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
ehabilitation  Medicine  and  Electromyography 

i2  Rosa  Verde  Tower,  343  W.  Houston  Street 
n Antonio,  Texas  78205;  Telephone  (210)  226-2424 


IRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
r month  and  listings  must  nm  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
mths  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
cAdoo,  Texas  Medicine,  401  West  1 5th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
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Texas  Medicine 


Classified  Directory 


OPPORTUNITIES  AVAILABLE 


Anesthesiology 


Group  of  five  physicians  seeking  full- 
time BE/BC  anesthesiologist  to  join  a 
practice  consisting  of  cardiac,  ortho- 
pedics, urology,  general  surgery,  and 
pain  management  in  North  Texas.  No 
OB.  Fax  CV  to  (903)  794-4058  or  call 
(903)  793-6358. 


Emergency  Medicine 

Texas,  Longview:  Directorship  and  staff  opportunity 

in  beautiful  wooded  East  Texas  for  BE/BC  PC  with  emer- 
gency medicine  experience.  Longview,  a charming  commu- 
nity with  a population  of  74,000,  has  excellent  .schools, 
mail  and  antique  .shopping.  EL4  annual  volume  of  17,000. 
Excellent  nursing  and  supportive  medical  staff  Highly 
competitive  compensation  with  moving  allowance  and  sign 
on  bonus.  For  further  information  contact:  Deb  Pal  ley, 
MEPA,  (800)  346-6687;  fax:  (972)  789-0339;  14651 
Dallas  Parkway,  Suite  700,  Dallas,  TX  7524(1.  E-mail: 
opportunicies(^med-edge.com. 

DALLAS, TX  AREA:  Coastal  Physician  Services  of  the 
West,  Inc.  is  proud  to  be  staffing  the  Emergency  Depart- 
ment at  Dallas-Ft.  Worth  Medical  Center,  Grand  Prairie, 
Texas.  Directorship  and  staff  positions  available.  Associate 
with  a practice  of  career  emergency  physicians,  162  bed 
acute  care  hospital,  23,000  annual  patient  visits,  12 
room/ 17  bed  Emergency  Department.  Must  be  BC/BE 
EM,  IM  or  FP.  Successful  candidates  will  provide  strong 
clinical  and  leadership  skills  to  assist  in  the  plans  for  the 
physician  group.  Fhe  DFW  area  offers  the  advantages  of 
small  town  living  and  the  culture  and  convenience  of  a 
large  city.  For  detailed  information,  contact  Pat  Weidman  at 
(800)  745-5402  or  fax  CV.  to  (972)  241-4917.  Coastal 
Physician  Services  of  the  West,  Inc.,  3010  Ll^J  Freeway. 
Suite  1320,  Dallas,  TX  75234. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  336-8600) 

TEXAS:  Regional  emergency  gioup  lias  held 
20-yeai'  contract  to  staff  nationally  recognized 
El).  Contracts  range  from  1.5,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 
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San  Antonio  Area,  (Texas)  — Community  hospital  close 
to  spectacular  scenery  in  Texas  "Hill  Country,”  supportive 
medical  staff,  well-managed  ED  with  12,000  annual  vol- 
ume. Join  regional  group  of  physicians  dedicated  to  quality. 
Call:  Lasca  Pierson,  Metroplex  Emergency  Physician  Asso- 
ciates at  (800)  346-6687,  fax  C.V.  coV)72)  789-0339.  or 
e-mail:  opportunities^med-edge.com. 


New  Clinic  practice  in  Tyler  and  Athens. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary/moonlighting  positions. 
Fax  CV:  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS.  P.A. 

1525  Merrimac  Circle,  Suite  107 
Fort  Worth.  TX  76107 
(888)  DOCS-911 


SULPHUR  SPRINGS.TEXAS:  Great  opportunity  for 
FT  physician  for  hospital  just  east  of  Dallas.  Annual  ED 
volume  approx.  1 1,000.  Hopkins  Health  Star  is  an  inde- 
pendent physician  group  and  seeks  experienced  FIM  physi- 
cian interested  in  partnership.  Competitive  compensation 
plus  bonus  and  benefits.  For  more  information,  please  fax 
C.V.  to  (817)  430-3441  or  call  (800)  346-0747. 

Need  doctors  to  cover  weekends  in  rural  hospitals. 

Call  Jerry  at  The  Lewis  Croup  for  more  information. 

(800)  460-8159. 

Associate/Assistant  Professor/Instructor — i'he  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio  is 
presently  recruiting  for  full-time  faculty  in  the  Department 
of  Surgery,  Division  of  Emergency  Medicine  to  join  the 
group  of  academically-oriented  Emergency  Medicine 
physicians  to  staff  the  University  Hospital  Emergency 
Center.  Lhe  552-bed  hospital  has  a Level  I Trauma  Center 
and  is  the  primary  teaching  hospital  for  the  University  of 
Texas  Health  Science  Center  at  San  Antonio.  Opptirtuni- 
fies  for  medical  student  teaching,  clinical  practice  and 
research.  Compensation  and  academic  rank  based  on  quali- 
fications. Preferred  candidates  will  be  Emergency  Medicine 
board  certified  or  prepared.  Send  curriculum  vitae  to 
Charle.s  P.  L3avis,  M.D.,  Medical  Director,  University  Hos- 
pital Emergency  Center,  4502  Medical  Drive,  San  Anto- 
nio. TX  78229-4493.  Telephone:  (210)  358-2078;  FAX: 
(210)  358-1  972.  The  University  of  Texas  Health  Science 
Center  at  San  Antonio  is  an  Equal  Employment  Opportu- 
nity/Affirmative Action  Employer. 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-825-7482 


TEXAS  MEDICINE  ★ JANUARY  I998 


Family/General  Practice 

HOUSTON  METRO  AREA:  Family  Practice.  Out- 
patient position.';  with  CIGNA  Healthcare.  Excellent  ca. 
schedule,  salary  and  benehts  package.  Contact  Dave  Dui’ 
can.  (800)  678-7858,  ID:  4783TX,  fax:  (314)  726-0026 
e-mail:  careers@cejka.com. 

Under  Internal  Medicine,  .see  TEXAS:  Rapidly  expand 
group  of  geriatricians  and  internists... 


Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated 
with  a coalition  of  five  regional  hospitals,  is 
seeking  Family  Practitioners  and 
Pediatricians  for  a variety  of  practice  oppor- 
tunities in  the  Huntsville,  Alabana  area. 

Competitive  salaries,  excellent  benefits,  and 
access  to  a bonus  plan.  Top  schools,  abun- 
dance of  recreational  and  cultural  activities, 
low  cost  of  living,  taste  of  all  four  seasons. 
Home  to  the  Marshall  Space  Flight  Center,  the 
U.S.  Space  and  Rocket  Center  and  many  high- 
tech  corporations. 

Southern  Tradition  That's  State-of-the-Art. 

Forward  CV  to: 

Julie  Franklin 

303  Williams  Ave,  Ste  123 

Huntsville,  AL  35801 

1 -800-3 1 9-4247  COMMUNITY  HEALTI 

fax  (205)  532-3252  PARTNERS 


Part-time  opportunity  in  conjunction  with  State  agen' 
1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1 ,500  per  day.  No  overnight  travel  required.  Send  CV  t 
ad  reply  attn:  David,  PC  Box  1454,  Leandcr,  TX  78646.' 

NORTHEASTTEXAS  — FAMILY  PRACTITIONEF 

Premier  physician-directed  health  care  provider  seeks  Jarr, 
physicians.  Practice  options  (from  no  OL^  to  performing 
own  C-sections).  Safe  communities,  resort  lifestyles,  qual 
schools  and  churches.  Top  salaries,  bonuses  and  benefits. 
Contact  Betsy  Wegusen,  (800)  546-0954,  ID#:  5275T? 
fax  (3l4)  726-3009,  e-mail:  careersi^cejka.com. 

UNIVERSITY  STAFF  PHYSICIAN  FOR  STEPHEN 
AUSTIN  STATE  UNIVERSITY  — serving  1 1 ,000+  st 
dents  with  outpatient  care,  Monday  thru  Friday,  8 a.m.- 
5 p.m.  Prefer  applicants  with  1)  M.D.  or  D.O.  from 
approved  medical  college,  2)  infectious  disease  experience 
(pediatrics)  with  3 years  primary  care  experience.  Must  h 
current  Texas  license.  Send  inquiries  to  Director,  Health 
Center.  PO.  Box  13058,  SFA  Station,  Nacogdoches,  TX 
75962.  or  call  (409)  468-2134.  (409)  468-1058  TDD/V 
EO/AAE. 

Texas  licensed  MD  is  needed  to  work  part-time  in  me 
ical  clinic  to  do  medical  history,  physical  exams  and  gene 
supervision  of  i/v  drips  in  Austin.  (5 12)  451-81 49. 
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^'amily/General  Practice 

i 

i,*hysician  Opportunity  is  available  in  Oallas/Fort  Worth. 

10W  stress.  oFfice  based  practice.  No  nights,  no  emergencies, 
nd  no  hospital  work.  Paid  malpractice.  M-F.  Lucrative 
ilary  and  benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax 
:Vto  (972)  256-1882. 

Austin, Texas  — FP/IM:  Family  Practice  or  Internal  Medi- 
ine  physician  (board  certified  or  board  eligible)  position 
vailable  immediately  with  St.  David's  PC  Medical  Group 
n Austin.  Texas.  Well-established  primary  care  practice, 
•alary  and  generous  benefits.  Shared  call  coverage.  Please 
end  your  C.V.  to:  Brennan  McNally.  Columbia  St.  David's 
■lealthcare  System.  P.O.  Box  1788,  Austin,  Texas  78767- 
788:  or  by  fax  to  (512)  482-4167. 


MD/l)()  position  a\'ailal>le  in  nuilti-clisci- 
plinary  office  located  in  XW  Houston. 
Texas.  No  evenings  or  weekends,  F'T 
salary  S6,50()-S1(),()()0  DOE,  FT  salary 
S6().00  - iS75.0()  per  hour.  Position 
entails  i^encral/faniily  praetice,  physical 
exams,  ^5:  clearance  for  rehab. 
Mstahlished  praetice  in  bright  new  office 
in  professional  center.  Fax  resume  to 
(281)  890-2625  or  call  ( 281)  890-2225. 


•Jeeded:  one  or  two  physicians  to  run  a rural  health 
linic  six  or  seven  days  a week  located  in  West  Texas.  Please 
ail  (940)  564-3561. 

Texas  Licensed  physician  needed  for  Primary  Care 
Clinic  in  rural  Northwest  Texas.  Send  resume  to  P.O.  Box 
'63.  Jacksboro,  TX  76458. 


Family  Practice 

[F  YOU  WANT  TEXAS...  new,  attrac- 
tive FP  group  openings  in  the 
Dallas/Ft,  Worth  area,  one  hour  south 
3f  metro  Dallas,  and  SW  Texas.  In 
addition,  we  have  a Medical  Director 
position  available  in  SW  Texas  for  an 
FP  residency  program.  Major  hospital 
affiliations;  attractive  income  guaran- 
tees; reply  confidentially  to  Laurie 
Myers,  Fox  Hill  Associates,  9910  W. 
Layton,  Greenfield,  Wisconsin  .53228. 

(800)338-7107  Fax  (414)  427-7251 
: E-mail:  fha@execpc.com 


Methodist 

Ho, spirals  of  Dallas 

ONCOLOGY 

Three-person  single-specialty  oncology  group 
seeks  fourth  BC/BF,  oncologist  tor  summer  '98. 
Beautiful  hospital  campuses  and  state-of-the-art 
cancer  center  facilities  make  this  an  excellent 
opportunity  for  qualified  physician. 

OTOLARYNGOLOGY 

Excellent  opportunity  tor  BE  or  BC  otolaryngol- 
ogist to  establish  a solo  practice  on  the  campus  of 
Methodist  Medical  Center,  a 463-bed  regional 
teaching  facility.  General  ENT  services  with 
some  trauma.  Practice  management  support, 
income  guarantee,  marketing  allowance,  and 
relocation  assistance  available. 

FAMILY  PRACTICE 

Exciting  opportunity  for  BC/BE  Family 
Practitioners  to  join  Methodist  Family  Health 
Centers  in  rapidly-growing  suburban  communi- 
ties. Competitive  salary  with  comprehensive  ben- 
efit package  and  bonus  incentive.  Appointment- 
based  and  walk-in  urgent  care.  Fee-for-service 
with  participation  in  managed  care  plans. 
Business  aspects  professionally  managed  by  a 
Group  Administrator. 

RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatologist  to 
establish  a private  practice  in  the  immediate  ser- 
vice area  of  Methodist  Medical  Center  in  Dallas. 
Competitive  income  guarantee,  start-up  assis- 
tance. marketing  allowance  and  relocation 
expenses  available  to  qiialilicd  physician. 

PEDIATRICS 

Excellent  opportunity  for  BC  pediatrician  to  join 
an  existing  solo  practitioner  at  Metliodist  Medical 
Center.  Spanish-speaking  a plus.  Hospital  linan- 
cial  and  start-up  assistance  available. 

NEUROEOGY 

Modern  463-bed  urban,  teaching  facility  with 
Neuroscience  Center  and  new  16-bed  Neuro 
Critical  Care  Unit  seeks  a fellowship  trained  neu- 
rologist to  join  a single-specialty  neurology 
group  located  on  the  campus  of  Methodist 
Medical  Center. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physician 
Recruiter  c/o  Methodist  Hospitals  of  Dallas,  PO 
Box  65.3999,  Dallas.  TX  73265.  Phone  (2141 
947-4379.  fax  (214)  947-4302,  e-mail:  susaneog- 
biirn@mhd.com. 


General  Surgery 


DEPARTMENT  CHAIRPERSON. 


Community-based  region- 
al medical  school  campus  is  seeking  on  experienced  board-cer- 
tified general  surgeon  with  some  interest  in  trauma  core  to 
develop  a strong  undergraduate  educational  program. 
Medium  size  community  with  excellent  schools,  low  crime  and 
low  cost  of  living.  Equal  opportunity  employer.  Inquiries  to 
Terry  Myers,  M.D.  Ph.D.,  Choir,  Surgery  Search  Committee, 
Associate  Dean  For  Clinical  Affairs,  Texas  Tech  University 
Health  Sciences  Center  - Amarillo,  1400  Wallace  Blvd., 
Amarillo  TX  791 06.  Phone  806-354-5413. 


Internal  Medicine 


TEXAS:  Rapidly  expaneJing  group  of  geriatricians  and 
internists  has  challenging  and  lucrative  opportunities  in 
Dallas  and  communities  within  rwo  hours  of  Dallas. 
Offering  base  compensation  package  worth  $150K  with 
bonus  potential  in  $300K  range.  BE/BC  IM  or  Geriatrics. 
Call  Recruiting  Department,  SeniorMed,  (800)  346-6687 
or  opportunities^med-edge.com. 


Internists  to  develop  practice  opportunities  in  a 
rapidly  growing  and  highly  desirable  northern  sub- 
urb of  Dallas,  Texas.  Opportunity  in  first  year 
includes  inpatient  acute  care  and  office-based  gen- 
eral internal  medicine,  including  seniors.  Practice 
mix  in  subsequent  years  will  be  a balance  between 
professional  interests  and  practice  growth.  Strong 
clinical  skills,  energy,  affability  and  flexibility 
required.  Experience  with  Windows  95  desirable. 

Highly  competitive  comprehensive  compensation 
package.  1 :7  call.  Full  time.  Available  July  1998. 

For  more  information,  please  send  your  CV  to  Ad 
Box  1180,  Texas  Medicine,  401  W.  15th  St.,  Austin, 
TX  78701. 


NORTHEASTTEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  health  care 
provider  seeks  hospitalists  in  thriving  community.  Quality 
colleagues,  exceptional  hospital,  top  salary  and  benefits. 
Temperate  year-round  climate,  resort  lifestyle,  cultural 
amenities,  excellent  schools.  Contact  Betsy  Wegusen, 
(800)  546-0954,  ID#:  5274TX,  fax:  (314)  726-3009. 
e-mail:  careers@cejka.com. 
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INTERIM  OR  PERMANENT  PHYSICIAN 
STAFFING  NEEDED 

Diagnostic  Clinic  of  San  Antonio,  a multi-specialty  medical 
practice  of  52  physicians,  is  seeking  a General  Internist  on 
an  interim  or  permanent  basis,  beginning  immediately. 
Must  be  BC  or  BE.  Texas  license  required.  Outpatient  and 
inpatient.  Knowledge  of  managed  care  a plus.  Send  CV  to 
Executive  Director,  Diagnostic  Clinic,  4647  Medical  Drive, 
San  Antonio,  TX,  78229,  or  fax  to  (210)  616-3797.  For  fur- 
ther information,  call  (210)  616-3720  or  616-3796. 

Diagnostic  Clinic  of  San  Antonio 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 


Locum  Tenens 


Int^rrim 

Physicians® 

"In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 
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.ocum  Tenens 


LOCUM  TENENS  ^ 
OPPORTUNITIES  ^ 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Friendly,  dedicated  service  for  over 
10  years 


New  assignments  are  added  ciaily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF,  INC.  - SRI 

Continuity  in  Health  Care 


CLASSIFIED  ADVERTISING  CATEGORIES 


Allergy  and  Immunology 

Anesthesiology 

Cordiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family/General  Practice 

Gastroenterology 

Generol  Surgery 

Geriotrics 

Hematology 


Internal  Medicine 
Locum  Tenens 
Neonotology 
Nephrology 
Neurology 
Neurosurgery 
Obstetrics/Gynecology 
Occupationol  Medicine 
Oncology 
Ophtholmology 
Orthopedics/Orthopedic 
Surgery 


Otoloryngology 
Pathology 
Pediatrics 
Physical  Medicine/ 
Rehabilitation 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Rheumatology 
Urology 

Other  Opportunities 


Positions  Wanted 

Entertainment 

Equipment 

Office  Space 

Practices 

Property 

Travel 

Vacation  Homes 
Wanted  to  Buy 
Business  and  Financial 
Services 


\ Endorsed  by  the  Texas  Medical 
f Association 


Your 

Best 

Move 

For 


LOCUM  TENENS 


TEXAS  BASED 


TEXAS  BEST! 


• Nationwide  opportunities 

• Occurrence  malpractice 

• Paid  travel,  licensure,  lodging 


(800)  685-2272 

http://zimnv.locnmsnet.com 

Unabte  to  place  |-1  physicians. 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Immediate 
and  future  opportunities  with  US  HenlthWorks.  Call  Ned 
at  (713)  797-6106. 

DALLAS/FORT  WORTH, TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/ medical  ofTicc.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 
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Pediatrics 

NORTHEASTTEXAS  — PEDIATRICIANS:  Join  pre 
mier  multispecialty  group  in  attractive  family  oriented 
community.  Lead  new  pediatric  practice  with  establi.shed 
group.  Unic]ue  lakeside  hospital.  Quality  colleagues.  Top 
salary  and  benefits.  Temperate  year-round  climate,  resort 
lifestyle  with  lakes  and  parklands.  Contact;  Betsy 
Wegusen,  (800)  546-0954.  ID#:  5277TX,  fax 
(314)  726-3009,  e-mail:  careers@cejka.coni 


Psychiatry 


General  practice  Psychiatrist  needed  in  Uvalde, 
Texas,  a rural  Southwest  Texas  community  serv- 
ing a population  of  approximately  45,000.  The 
Uvalde  and  surrounding  area  (five  counties)  is 
served  by  Uvalde  Memorial  Hospital,  a pro- 
gressive 62-bed  regional  medical  center  (Uvalde 
County  Hospital  Authority)  with  state-of-the-art 
equipment.  The  area  does  not  have  a 
Psychiatrist  and  there  is  a great  need  and  many 
possibilities  for  this  specialty  — complete  start- 
up of  organized  Mental  Health  Program  for  the 
Region.  Excellent  public  educational  facilities, 
including  a junior  college  and  a four-year  satel- 
lite college  of  Sul  Ross  University,  are  available. 
All  major  religions  are  represented  in  the  com- 
munity. Loans  are  available  to  physicians  inter- 
ested in  establishing  a practice  in  Uvalde.  For 
more  information,  please  call  Ben  M.  Durr, 
FACHE,  Hospital  Administrator,  at  (830)  278- 
6251,  ext.  130. 


Urology 


Urologist  needed  in  Uvalde,  Texas,  a rural 
Southwest  Texas  community  serving  a popula- 
tion of  approximately  45,000.  The  Uvalde  and 
surrounding  area  (five  counties)  is  served  by 
Uvalde  Memorial  Hospital,  a progressive  62- 
bed  regional  medical  center  (Uvalde  County 
Hospital  Authority)  with  state-of-the-art  equip- 
ment. The  area  does  not  have  a Urologist  and 
there  is  a great  need  and  many  possibilities  for 
this  specialty  — complete  start-up  Urology 
Program  for  the  Region.  Excellent  public  edu- 
cational facilities,  including  a junior  college  and 
a four-year  satellite  college  of  Sul  Ross 
University,  are  available.  All  major  religions  are 
represented  in  the  community.  Loans  are  avail- 
able to  physicians  interested  in  establishing  a 
practice  in  Uvalde.  For  more  information, 
please  call  Ben  M.  Durr,  FACHE,  Hospital 
Administrator,  at  (830)  278-6251,  ext.  130. 


Other  Opportunities 


If  you  are  looking  for  an  opportunity  in 
Internal  Medicine,  Nephrology, 
Pulmonary  Gastroenterology,  OB/GYN 
AND  Psychiatry  to  practice  in  East  Texas, 
Texas  license  preferred,  please  reply  to: 
Ad  Box  1 1 00,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  Texas  78701. 


HEALTHCARE  CONNECTION 

Immediate  opportunities  for  Emergeniy  Medicine,  Family  Practice, 
General  Surgery,  Hematalogy/Oncalagy,  Internol  Medicine, 
Obstetrics/Gynecalagy,  Orthapedic  Surgery,  Otolaryngology, 
Pediatrics,  Psychiatry  and  Urology  available  nationwide  Urban, 
suburban  and  rurol  areos.  Income  guornntee  or  soloried.  For  odditionol 
informotion  please  call  (888)  71 T050S  or  confidentiolly  fox  CV  with  cri- 
teria to  (888)  717-050S 


0 "po-i  next  cxineex  ittxKie  — 

Q C I'h^. 

Healthcare  Recruitment  Specialists 

Immediate  positions  available  for: 

• Family  Pr.ii.Tice  • Internal  Medicine  •OB/GYN 

• Hematology/Oncology  • EnditcrinDlogy  • Pediatric 

• Dernialoliigy  • Invasive  Cardiology  Pulmonology 

Positions  offer  a variety  of  practice  options,  excellent 
compensation  packages,  and  attractive  locations. 

Contact:  (W.FND.A  CAN TC  JOHNSTON 
PO  Box  0821 84  • Houston.  Texas  77268 
Phone  28 1 -440-0636  • Fax  28 1 -587- 1 1 47 

Toll  Free  888-638-3106 
Visit  wHw.gcjohnston.coin 

Refill Time  ln_  _ Months M D 


Borger, Texas:  Excellent  opptirtuniries  for  Medical  Direc- 
tor and  Full-Time  Staff  along  the  Texas  Panhandle.  With 
an  annual  volume  of  6,300.  this  99-hed  hospital  is  located 
in  a small  close-knit  community  one  hour  outside  of 
Amarillo.  Borger  is  also  located  just  15  minutes  from  Lake 
Meredith  National  area  which  offers  a variety  of  recre- 
ational activities.  We  offer  competitive  remuneration, 
malpractice  insurance,  and  fiexihle  scheduling.  For  more 
information  or  immediate  consideration,  please  contact 
Cecilia  Beard  at  (800)  325-2716  or  fax  your  C.V.  to 
(314)  919-8920. 


WMUD 

PHYSICIANS 

BOARD  ELIGIBLE/BOARD  CERTIEIED 


-REWARD- 


•f*'  Flexible  hours  — Part-time 

US"  Weekends  available 

t®"  Lucrative 

esF  No  overhead 

■tsr  Turn  Key  Operation 

t®"  Great  training 

No  treatment  provided 


-SPECIALTIES- 


trs*  Psychiatrists 
Internists 

(sub-specialties  welcome) 

•sr  Neurologists 
Orthopaedists 
■S'  Pediatricians 

Clinical  Psychologists 


QUATEC  MEDICAL  SERVICES 

Medical  Evaluation  Specialists 

For  more  information,  please  call; 

(800)  575-4115 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  I-800-284-4S60  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4231 4 rj  , ■ 

Houston,  TX  77242-2314  Bronstein 
FAX  281 -493-2234  & Associates 


We  have  physicians  looking  for  practice  opportuni- 
ties in  the  Texas  area.  Please  call  or  fax  CV  to  Medical 
Advisory  Group  Inc.  Call  (281)  328-4207  or  fax  (281 ) 
328-4207*51.  Address  6942  FM  1960  E-150  Humble, 
TX  77346. 
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Other  Opportunities 


IIMTERVENTIONAL  CARDIOLOGIST 
EIMDOCRINOLOGIST 
UROLOGIST 
IIMTERNIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
INTERVENTIONAL  CARDIOLOGIST,  ENDOCRINOLOGIST,  UROLOGIST,  and  INTERNIST  to  join  estab- 
lished practices.  These  positions  will  require  energetic  individuals  willing  to  provide  health  care  services  in 
an  active  group  setting.  Competitive,  guaranteed  salary  with  bonus  productivity  plan. 

Shareholder  status  available  in  12-18  months.  Malpractice  insurance,  health 
insurance  and  professional  dues  included  in  benefit  plan.  Relocation  and 
interview  expenses  paid.  This  semi-tropical  location  offers  an  economically 
solid,  safe  community  with  excellent  schools  and  a variety  of  cultural  and 
outdoor  recreational  opportunities. 

Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 

Fax  (956)  423-0345  VALLEY  DIAGNOSTIC  CLINIC 


Positions  Wanted 

Practice  to  buy,  or  associateship  Boarded  FP  with 
some  surgical  experience  for  25+  years,  highly  productive. 
Current  practice  traditional,  .some  managed  care,  and  a 
niche  practice  of  acupuncture,  hypnosis,  and  some  manual 
medicine.  Some  fluency  in  Spanish.  Prefer  suburbs  of  a big 
city,  will  consider  all  others.  Reply  to  Ad  Box  1 160,  Texas 
Medicine,  401  W.  15th  St..  Austin.  TX  78701. 

Physiatrist.  recent  graduate  with  one  year  practice  experi- 
ence, hospital  and  clinic  experience,  seeking  a practice  or 
associateship.  Reply  to  Ad  Box  1 170.  Texas  Medicine, 

401  W.  15th  St.,  Austin.  TX  78701. 

FOR  SALE  OR  LEASE 

Practices  For  Sale 

Dermatology  Practice  — Texas  practice  for  sale.  Very 
profitable  and  well  established.  Call  Tom,  (713)  988-8000. 

Senior  solo  General  Surgeon  in  Houston  (emphasis 
breast  surgery)  wishes  to  sell  practice  totally  ot.  in  part  (to 
partner).  Fax  replies  to  (713)  932-8176. 

MD  general  practice  for  sale.  Ft.  Worth.  Nets  $350K. 
sell  $350K.  (817)  831-0034.  80%  ca.sh,  20%  insurance. 
Dr.  P. 


OB-GYN  Practice  for  Sale 

Solo  OB-GYN  practice  available  for  sale  in 
small  East  Texas  community.  Close  travel- 
ing proximity  to  larger  cities.  Start  up 
expenses  and  first  year  income  guaranteed. 
Modern,  well-equipped  hospital  OB-GYN 
and  OR  facilities.  Excellent  physician 
referral  base.  Call  (888)  484-3810. 

Stand  alone  clinic  for  sale  in  Plano, TX.  10,000  files 
plus  1 8 years  of  same  site  walk-in  patients.  Step  into  a 
practice  for  a reasonable  price.  Call  broker  Paul  Bell, 
Ph.D.,  (972)  931-1497. 

PLANO, TX  — internal  medicine.  30  min  to  The  Uni- 
versity ol  Texas  Southwestern  Medical  Center  at  Dallas. 
Solo  practice  physician  retiring.  Condo  suite  1,100  sq  ft. 
One  can  purchase  or  rent.  Call  evenings  (972)  733-0550. 

FOR  SALE  — Due  to  illness.  Large  well-established 
General  Orthopedics  practice  in  Fort  Worth.  Transferrablc 
contracts  with  virtually  all  HMC^s/Managed  Care.  Fully- 
equipped  office  near  major  medical  center.  Excellent 
opportunities  to  expand  practice.  Call  (817)  336-7861. 

Office  Space 

Medical  office  space  for  lease  5 miles  east  of  Down- 
town Dallas.  Previously  occupied  by  Medical  Therapy 
Clinic.  Medically  oriented  building  close  to  major  hospi- 
tals. (972)  416-5225. 
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MEDICAL  BUILDINGS 

WILL  RENOVATE  OR  BUILD  NEW 
CALL  (281)  558-9697 
CENTERS  OT  TEXAS 

(a  subsidiary  of  Appaloosa  Land  Company) 


EXCLUSIVE  FRIENDSWOOD 
[HOUSTON]  CLINIC  FOR  LEASE 

Beautiful,  Iree-standiiig  lirick  20(10  sq.  I'l. 
Clinic  in  I'T'iendswood  on  main  lliorouglifare. 
I’KIME  roc  Vl'KiN.  Newly,  custom-luiill  clinic 
witli  TNTL  special  anienllics.  Surrounded  by 
beautiful  tall  trees.  Five  plus  exam  rooms  wdili 
lavulories.  two  separate  Wail  Kooms  and  two 
Rear  Fniries.  Oversizi'd  Ml)  oH'ice  wdlli  [irivale 
lialliroom  & shower.  From  and  Rear  Parking. 
Perfect  for  1-2  physicians  or  small  psychialry 
grou|i.  Friendswood  is  a rapidly  ihriving,  upscale 
llonslon  siihurh  with  reiatividy  few  physicians. 
Fax  iruinirics  lo  713-981-71(11. 


BUSINESS  AND  FINANCIAL  SERVICES 

, , *' 

Financing,  practice  acquisitions.  st.irts,  partnerships, 
refinance.  NC9  FEES  UNTIL  CLCdSING.  Toll-free 
(888)  203-3855,  Mr.  Scott. 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services.  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of  accu- 
rate transcription  by  experienced,  well-trained 
personnel.  For  more  information  call  toll-free 
1-888-799-1399. 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  u.sed  in  display  classified  ads. 

Discounts  arc  available  for  display  classified  ads  5 inches 
and  larger. 

Copy  deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Melissa 
McAdoo.  Advertising  Manager,  Texas  Medicine,  401  West 
I 5th,  Austin.  Texas  78701 . 
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Educational  Opportunities 


CONTINUING  MEDICAL  EDUCATION  SEMINARS 

Mark  your  calendar  fo  attend  one  of  15  Lloyd  Noland  Foundation 
1998  CME  Seminars  at  three  attractive  locations: 

The  following  at  Walt  Disney  World,  Lake  Buena  Vista,  Florida: 
Adolescent  Medicine  Seminar,  February  4 7,  1 998  * Internal  Medicine  Seminar, 
March  15-18,  1998  • Family  Practice  Seminar,  March  18-21,  1998  • Pediatrics 
Seminar,  March  18  21,  1998  * Current  Clinical  Internal  Medicine  Seminar, 

October  1 1-14,  1998  • Pediatric  Infectious  Disease  Seminar,  October  14-17,  1998. 

The  following  at  Hilton  Head  Island,  South  Carolina: 

General  Surgery  Update,  April  8-12,  1998  • Pediatrics  Update,  April  22-25,  1998 
* General  Surgery  Seminar,  June  9 13,  1998  * Adult  Infectious  Disease 
Seminar,  June  1 6 20,  1 998  • Pediatric  Infectious  Disease  Seminar,  June  23-27, 
1 998  • Family  Practice  Update  & Review,  June  30-July  4,  1 998  • Anesthesiology 
Update,  July  7-1  1 , 1 998  • Internal  Medicine  Update,  July  14-18,  1998. 

The  following  at  The  Greenbrier,  White  Sulphur  Springs,  West  Virginia: 
Internal  Medicine  Seminar,  October  29-November  1,  1998. 

Call  or  write  George  M.  Converse  III,  M.D.,  Lloyd  Noland  Foundation,  701 
Lloyd  Noland  Parkway,  Fairfield  Alabama  35064  for  details  and  brochure. 
Telephone:  (205)  783-5276.  Lloyd  Noland  Foundation  is  ACCME  accredited  and  AMA 
Category  I & AAFP  Prescribed  credit  hours  are  offered. 


Radiology  (Abdominal) 

March  12-14 
October  1-3 

OB/Gyn 

March  26-28 
August  13-15 
October  15-17 

Family  Practice 

March  6-8 

July  9-11 

Nov.  19-21 

Emergency  Medicine 

Jan.  8-10 

April  16-18 

July  23-25 
September  10-12 
Dec.  3-5 

Advanced  Emergency 

Feb.  27-28 

Medicine 

June  5-6 

Nov.  6-7 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (KOO)  239-1361 
for  more  information  and/or  a free  catalog. 

Advanced  1 lealth  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


www.AHEConline.com 


PAN  AMERICAN  ALLERGY  SOCIETY 

42nd  Annual  Training  Course  & Seminar 
“Recognizing  Allergic  Disease  in  Your  Society’’ 
March  4-8,  1998 

Plaza  San  Antonio  Hotel,  San  Antonio,  TX 

Program  Director:  Edwin  L.  Boyd,  MD 
Basic  course  in  quantitative  skin  testing  techniques 
designed  with  the  primary  care  physician  and  allied 
health  care  protessionals  in  mind.  Offering 
32  hours  of  CME.  Inquiries:  Ann  Brey,  Ex. 
Secretary,  RO.  Box  947,  Fredericksburg,  TX  78624. 
(830)  997-9853  FAX:  (830)  997-8625. 


Texas  Neurological  Society's 
1st  Annual  Winter  CME 
Conference 

February  27  & 28, 1998  in  Austin, 
Texas.  Topics  will  include  pain 
management,  spasticity,  Parkinson's 
disease,  epilepsy,  and  more. 
Contact  Rachael  Reed  for  more 
information  at;  Texas  Neurological 
Society  (800)  880-1300,  ext  1532. 


Mark  Your  Calendars!  A Pediatric  Sub-Specialty 
Update  for  the  Primary  Care  Physician,  January  BO- 
SI , I 998,  Marriott  at  the  Capitol  in  Austin.  Hosted  by 
Specially  for  Children,  Children’s  Hospital  of  Austin,  and 
the  Central  Texas  Regional  Continuing  Medical  Education 
Consortium.  The  Centra!  Texas  Regional  Continuing 
Medical  Education  Con,sortium  is  accredited  by  the  Texas 
Medical  Association  to  sponsor  continuing  medical  educa- 
tion for  physicians.  The  Central  Texas  Regional 
Continuing  Medical  Education  Consortium  designates 
this  educational  activity  for  a maximum  of  1 1 credit  hours 
in  Category  1 credit  toward  the  AMA  Physician 
Recognition  Award.  Each  physician  should  claim  only 
those  hours  of  credit  that  he/shc  actually  spent  in  the  edu- 
cational activity.  For  more  information  and  to  register, 
call  (512)  324-4450. 

To  find  CME  opportunities  in  Eexas,  go  to 
<http://www.texmed.org/>  and  click  on  Education/CME. 
Then  select  Continuing  Medical  F^ducation  or  call 
(800)  880-1300,  ext.  1552,  or  (512)  370-1552. 

PATHOLOGISTS:  Earn  CME  credit  at  the  1998 
Texas  Society  of  Pathologists  Annual  Meeting  Feb.  5-8 
at  the  Doubletree  Fiotel  Post  Oak  in  Houston.  For 
brochure,  contact  Liz  Leonard,  TSP  Business  Office, 

(512)  370-1521. 

APRIL  IN  MEXICO,  The  Texas  Urological  Society  will 
meet  April  29  -May  3 at  the  Marriott  Casamagna  Hotel  in 
Puerto  Vallarta.  Non-members  welcome;  CME  credit 
available.  Contact  Tricia  Hall  at  (512)  370-1510  for 
details. 


82 


TEXAS  MEDICINE  ★ JANUARY  I 9 98 


Educational  Opportunities 


THE  UNIVERSITY  OF  TEXAS  MEDICAL  BRANCH 

AT  GALVESTON 

[department  of  i’sychiatry  & Behavioral  Sciences  and 
The  Fitus  Harris  Society  present 

The  3rd  Annual  Psychiatric  Update,  March  13-14, 1998, 

San  Luis  Resort  and  Conference  Center,  Galveston  Texas; 

up  to  10.5  hours  Category  1 CME,  AAFP  and  CNE  credit  have  been  applied  for 


Conference  chair:  Joan  R.  Hebeler,  M.D.;  Conference  Co-chairs:  William  Bondurant, 
M.D.,  and  Robert  M.A.  Hirshfeld,  M.D.;  Guest  Faculty:  Lori  L.  Altshuler,  M.D.,  Veterans 
Administration  Medical  Center,  Los  Angeles:  Rodrigo  Munoz,  M.D.,  President-Elect, 
American  Psychiatric  Association;  Jerrold  F.  Rosenbaum,  M.D.,  Massachusetts  General 
Hospital  and  Harvard  Medical  School;  Thomas  L.  Schwenk,  M.D.,  University  of  Michigan 
Medical  Center:  Pierre  N.Tariot,  M.D.,  University  of  Rochester  School  of  Medicine. 

This  CME  activity  is  designed  to  inform  physicians  and  nurses  of  new  developments  in  psy- 
chiatry. Following  the  activity  participants  should  be  able  to  describe  recent  changes  in: 


• Evaluation  and  treatment  of  agitation  and 
aggression  in  dementia 

• The  roles  of  primary  care  physicians  and 
psychiatrists  in  the  treatment  of  depressed 
patients 

• The  economic  impact  of  depression  in  the 
workplace 

• The  management  of  anxiety  disorders  across 
the  lifespan 


• Antidepressant  discontinuation  syn- 
dromes 

• The  management  of  family  violence 

• The  use  of  telemedicine  for  consulta- 
tion 

• Trends  in  psychiatric  education  and 
patient  care 

• The  management  of  AIDS 


Please  call  UTMB  Office  of  Continuing  Education  (409)  772-7834 
to  register,  or  for  additional  information. 


A PRACTICAL  UPDATE  IN  PLASTIC  & 

Reconstructive  Surgery  for 
Primary  Care  Physicians: 

A Didactic  & Bio-Skills  symposium 

Rod  d.  Roliric'li. 

iiiid  JeHrc^  I\\.  RenUcI  iVl.IY.  — 

Ooni'se  Oii'ectors.  CiVlli  Oreclit  oflerecl 
iWarcIi  28.  1998  - Oallas,  Texas 

For'  information,  contact:  Office  of  Continuing  HUIucation 

2M-648-2166:  1-800-688-8678:  FAX  2 1 4-648-23  I 7 
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BackTalk 


Question 


What  could  you  do 

to  make  yourself  a better  physician? 


isten.  My  wife  says  I don’t  listen.  At  least  I think 
I that’s  what  she  said.” 


James  Martin  Smith,  MD,  53 

plastic  surgery,  San  Antonio 


^ ^ K chose  being  a physician  to  serve  patients  and  my 
■ community.  Success  is  a moving  target,  and  chal- 
lenges range  from  maintaining  current  medical  knowledge  and 
skill  to  being  punctual  in  seeing  patients.  The  greatest  chal- 
lenge to  being  a better  physician  is  to  bring  a physically,  men- 
tally, and  spiritually  healthy  me  to  each  patient  encounter.” 


John  R.  Burk,  MD,  53 

pulmonary  diseases,  Fort  Worth 


y becoming  a better  listener  and  having  more 
patience  with  family,  friends,  and  patients.” 


Roy  B.  Rochon,  MD,  41 

general  surgery,  Irving 


■ isten  to  my  patients  and  hear  their  complaints. 


I then  do  my  best  to  meet  their  expectations,  but 
tell  them  if  their  desires  are  not  obtainable.” 


Roland  O.Wolf,  MD,  59 

plastic  surgeiy,  Abilene 


‘‘I 


nterview  patients  more,  seeking  more  information, 
lalk  to  them  more,  seeking  more  compliance.” 


William  J.  Osher,  MD,  76 

internal  medicine,  Houston 


Back  lalk  is  a nonscientific  sampling  of  Texas  physicians'  opinibns  on  a topic  of  interest.  Physi- 
cians are  polled  by  telephone,  fix,  or  e-mail.  We  welcome  suggestions  for  ftture  topics.  Send  them 
to  Texas  Medicine,  Back  Talk,  401  W 15th  St.  Austin.  TX  78701;  fax  them  to  (512)  370-1632; 
or  e-mail  them  to  amy_lykke@texmed.org. 


ake  an  extra  moment,  answer  an  unasked  que; 


tion,  and  sometimes,  just  offer  hope  when  ther 
is  no  clear  answer.” 


Bonnie  L.  Floyd,  MD,  44 

cardiovascular  diseases,  Dallas 


^ ^ a pathologist,  the  major  challenge  I face  in  im 


I proving  myself  as  a physician  is  to  develop  an( 
maintain  the  databases  that  are  needed  to  create  an  envi 
ronment  of  continued  learning  and  evidence-based  deci 
sion-making  for  the  physicians  that  we  serve.” 


Kenneth  L.  Ford,  Jr,  MD,  64 

pathology,  Denton 


Iways  try  to  remember  what  it’s  like  to  be  a pa 
tient  — helpless,  vulnerable,  angry,  scared.  Some 


times  when  we  become  patients  ourselves,  we  remember!” 


Bonny  S.  OIney,  DO,  29 

family  practice.  Sugar  Land 


e sure  my  patients  understand  their  problems  am 
suggested  treatments.  Encourage  their  questions. 


Jan  N.  Ogletree,  MD,  59 

urological  surgery,  Austin 


be  ‘better’  from  the  perspective  of  managec 
H care,  I could  join  their  plans,  assume  liability  fo 
their  denial  of  care,  give  them  a portion  of  my  income,  am 
generally  compromise  my  quality  of  patient  care.  Forgiv( 
my  pride,  but  I prefer  me  the  way  I am.” 


John  R.  Ellis,  MD,^t; 

neurology,  Amarillo 
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Endorsed  by  medical  associations  nationwide,  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasii 
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delivery,  and  maximum  prices  for  trade-ins 


www.autoflex.com 


634.1234. 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model 
the  road. 

3.  You  can  take  advantage  of  all  rebat 
SUPERIOR  and  incentives. 

SERVICE  ^ Prompt  service  and  delivery  to  vo 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  depos 
' leases  available. 

6.  Trade-ins.  We  will  purchase  yo 

/ , present  vehicle  and  pay  off  the  balanc 

Free  if  necessary. 

DELIVERY  Leasing  with  Autoflex  eliminat 
the  time  consuming  hassles  associati 
with  dealerships. 

8.  GAPP  insurance  - additional  protectii 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminatii 
your  liability  for  the  car’s  resale  value. 

monthly  more  cars  than  all  othe 

PAYMENTS  combined  and  that  saves  vou  monev. 


Free 

DELIVERY 


Here's  what  you've  been  waiting  for. . . 


* Good  News!  * 

3 NEW  TMA-endorsed  Plans  are  now  available: 


■ Annual  Renewable  Term  Life  Insurance*... 
Up  to  $10,000,000  in  benefits 


Guaranteed  Level  Premium  Term  Life  Insurance**... 
10,  15  and  20  year  guarantees  — your  choice 


Long-Term  Care  Insurance***... 

Up  to  $6,000  per  month  in  lifetime  benefits 


AND...  More  new  Plans  will  be  announced  in  the  future. 

PLUS... two  of  the  most  popular  TMA-endorsed  Group  Plans 
have  been  enhanced  to  include  more  benehts 
for  you  and  your  family: 


Term  Life  Plan^ 


■ New  coverage  maximums  now  available  — 
up  to  $2,000,000  for  members... up  to 
$1,000,000  for  spouses. . .up  to  $10,000 
for  each  child 

The  accelerated  death  benefit  for  terminal 
illness  now  pays  50%  of  coverage,  up  to  a 
new  maximum  of  $250,000 

■ An  inflation  protection  option  is  now  available 

U these  changes. . .plus  more.  ..are  now 
vailable  in  our  Term  Life  Group  Plan. 

Ian  details  and  applications  will  be 
vailable  soon.  Call  TMAIT  toll-free 
t 1 800  880-8181,  Dept.  2202 
3r  more  information  today. 

*Underwritten  by  The  United  Stales  Life  Insurance  Company, 

An  American  General  Corporation 
**Underwritten  by  All  American  Life  Insurance  Company, 

An  American  General  Corporation 
**Underwritten  by  UNUM  Life  Insurance  Company  of  America 
tUnderwritten  by  The  Prudential  Insurance  Company  of  America, 
One  Prudential  Plaza,  Newark,  NJ  07102 


Personal  Accident  Plan^ 


★ 25%  decrease  in  rates  effective  2/1/98 

★ New  coverage  maximums  now  available  — 

up  to  $1,000,000  for  members... up  to  $500,000 
for  spouses... up  to  $30,000  for  each  child 

★ The  Plan  now  provides  coverage  24  hours  a day, 
365  days  a year  anywhere  in  the  world 

★ New  benefit  now  pays  up  to  an  additional 
$50,000  for  seat  belt  usage  and  operational  airbags 

★ New  paralysis  benefit  now  pays  up  to  100% 

★ Other  new  benefits  include  optional  air  ambulance 
and  travel  assistance  services 

All  these  changes... plus  more... are  now  available  in 
our  Personal  Accident  Group  Plan. 
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Association 
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X At  Century  American,  ^^’11  Guide  1 
1 You  Through  The  Unknown.  X 


I When  it  comes  to  group  practice 
liliry  coverage,  some  programs  might 
it  you  lost.  Century  American’s  group 
i;rage  policies  are  designed  to  meet 
)r  needs  based  on  the  way  your  group 
|;tices  medicine  in  today’s  changing 
dical  profession. 

j Unlike  other  companies  just  now 

?ring  the  group  protection  arena, 

i 

I 

l 


Centur}'  American  has  firsthand  experience 
in  solving  the  unique  issues  facing  physician 
group  practices.  Our  claims  defense  team, 
risk  management  experts  and  team  ot 
customer-driven  specialists  make  group 
protection  affordable,  secure  and  flexible  — 
it’s  been  our  specialty  since  1 986. 

Unless  you  compare  programs,  you 
mav  never  see  the  difference  when  it  comes  to 


choosing  professional  liability  coverage.  The 
Century  American  difference  is  knowing 
which  way  to  turn.  For  your  personal  guide, 
call  1-800-476-2002. 

Insurance 

Century  American  Insurance  Cmnpuny 
Century  American  Casualty  Company 


Texas  Medicine 


Introducing  new  local  opportunities  for  Texas  physicians 


For  nearly  20  years,  CompHealth  has 
been  giving  physicians  the  best  variety 
of  flexible  work  options  across  the 
country.  Now  we’re  here  in  Texas, 
providing  the  best  local  ptactice 
opportunities.  We  offer: 


Call  or  stop  by  our  new  Dallas  office 
today  to  learn  more  about  your  new 
local  options! 

800-341-5088 


Editor’s  Mote 


■ Flexible  scheduling 

■ Paid  malpractice  (occurrence) 

■ Competitive  daily  fee 


4100  McEwen,  Ste.  196,  Dallas,  TX  75244 


Because  you  went  to  med  school 

NOT  LAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api  > fPK 

http:/ /www.amph.com/api 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  to  offer  national  experience,  local  service,  stability  and  commitment. 


This  month’s  Texas  Medicine 
is  out  of  this  world.  Literally.  Our 
annual  symposium  issue  examines 
space  medicine  and  some  of  the  re- 
lated work  and  research  in  this  area. 
Inside,  you  will  find  scientific  articles 
written  by  physicians,  scientists,  and 
researchers  at  the  National  Aeronautics 
and  Space  Administration  (NASA)  and 
in  the  private  sector.  These  articles  give 
us  a glimpse  at  space  medicine  and 
some  of  the  daunting  challenges  it  pre- 
sents to  physicians. 

The  cover  story  looks  at  how 
space-related  medical  research  has  im- 
pacted medicine  on  Earth. 

The  Texas  Medicine  staff  would  like 
to  thank  the  guest  editors  for  this  is- 
sue. Richard  T.  Jennings,  MD,  the 
former  director  of  flight  medicine  at 
NASA’s  Johnson  Space  Center  (JSC) 
in  Houston,  who  is  now  at  The  Uni- 
versity of  Texas  Medical  Branch  in 
Galveston;  and  Sam  L.  Pool,  MD,  the 
medical  sciences  division  chief  at  JSC, 
put  forth  considerable  time  and  effort 
coordinating  the  writing  and  editing 
of  the  symposium  articles.  We  could 
not  have  done  it  without  them. 

Nor  could  we  have  done  it  without 
Jean  Pietrobono.  Jean  was  managing 
editor  until  she  left  in  December  to  be- 
come editor  of  a national  obstetrics  and 
gynecology  magazine  for  physicians, 
headquartered  in  Montvale,  NJ.  Jean 
worked  hard  over  the  past  few  years  to 
make  Texas  Medicine  what  it  is  today. 
We  thank  her  for  that.  Good  luck  in 
New  Jersey,  Jean.  We’ll  miss  you. 

Larry  BeSaw 
Managing  Editor 
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>-SERV) 


Managed  Care 


Designed  for  groups  that  are  taking 
on  risk-based  contracts  such  as  IPA’s, 
MCO’s,  TPA’s,  PHO’s,  etc. 

Handles  all  authorizations,  claims 
adjudication  and  claims  payments 
Extensive  reporting  analysis 
Fully  integrated  with  all  MD-SERVE 


) -SERVE 


Practice  Management 


Fully  scalable  for  all  sizes 
of  practices  and  clinics 
Improves  patient  flow  and 
optimizes  scheduling 
Streamlines  procedures 
and  back  office  functions 
Improves  cash  flow 


a single  / total 


ally,  there  Is  a single  answer  to'all  your  medical  practice  software  needs. 

)-SERVE™  is  a fully  integrated  family  ot  Windows-based 

tware  that  is  revolutionizing  the  healthcare  marketplace. 


MD-SERVE  was  designed  and  developed  with  extensive  input  trom  doctors  and  healthcare 
protessionals  who  know  how  healthcare  organizations  and  medical  practices  should  run. 

As  healthcare  organizations  move  trom  traditional  tee  for  service  billing  to  full  risk  capitated 
contracts,  the  demand  for  information  will  grow. 

MD-SERVE  Is  a fully  integrated  Total  Healthcare  Information  Management 

solution  that  runs  under  Microsoft  Windows  95,  and  Windows  NT  making  MD-SERVE 
flexible,  affordable,  powerful  and  easy  to  use.  We  Invite  you  to  see  for  yourself. 


...call  toll  free 


1-888-MDS-1441 


MDS  TECHNOLOGIES 


.Serving  the  Medical  Industry 


4800  Sugar  Grove  Blvd.  Suite  320 
Stafford,  Texas  77477  USA 

www.mdstechnologies.com 


Silence  is  not 
always  golden. 


^l^hen  a colleague  is  in  crisis,  your  silence  hurts. 
Know  a doctor  who  isn’t  coping  well  with  stress? 
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Call  our  24-hour,  confidential  hotline 

(800)  880-1640 

© e’re  the  TMA  Committee  on  Physician  Health  and 
Rehabilitation.  We  want  to  help,  not  punish  impaired 
physicians.  Use  the  confidential  hotline  or  talk  to  us 
one-on-one.  Or  contact  your  county  medical  society 
for  information  on  local  resources,  just  don’t  be  silent. 


TMA  Committee  on  Physician  Health  and  Rehabilitation 
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1 Jacob  Schut,  MD,  LI  Paso 

2 H.  Loyd  Woodward,  MD,  Odessa 

3 Gay  Ion  B.  Seay,  MD,  Lubbock 

4 Gus  Eckhardt,  MD,  San  Angelo 

5 James  M.  Hicks,  MD,  New  Braunfels 

6 Robert  J.  Brock,  MD,  Corpus  Christi 

7 Jane  Wray,  MD,  Airstin 

8 Rakesh  Jain,  MD,  Lake  Jackson 

9 T.  Paschal  Clarke,  MD,  Houston 

10  vacancy 

1 1 Richard  S.  Cooper,  MD,  Athens 

12  Gary  R.  Newsom,  MD,  College  Station 

1 3 vacancy 

14  Dennis  Dalton,  MD,  Dallas 

15  John  L.  Hall,  MD,  Longview 


(915) 532-5221 
(915) 550-9695 
(806) 795-9559 
(915)  655-4267 
(210)  620-6673 
(512) 866-8916 
(512)  462-1515 
(409)  297-6355 
(713)  626-3070 

(903)  677-1000 
(409)  696-0400 

(214)  691-0775 
(903)  297-7522 


PHYSICIANS  CARING  FOR  TEXANS 


Newsmakers 


Houston  nephrologist  Juan  C.  Ayus, 
MD,  was  named  honorary  president  ol 
the  renal  section  of  the  Argentinean 
Society  of  Critical  Care. 

Robert  Bucholz,  MD,  Dallas,  was 
named  director-elect  of  the  American 
Board  of  Orthopaedic  Surgery. 

Houston  neurologist  David  Chiu,  MD, 
was  appointed  medical  director  of  the 
Baylor/Methodist  Stroke  Center,  a 
joint  program  of  Baylor  College  of 
Medicine  and  The  Methodist  Hospital. 

Neurologist  Kevin  Conner,  MD,  was 
named  medical  director  of  HEALTH- 
SOUTH  Rehabilitation  Hospital  of 
Arlington. 

Houston  radiation  oncologist  James 
D.  Cox,  MD,  received  the  Gold  Medal 
Award  from  the  American  College  of 
Radiology,  and  was  recently  honored 
as  the  fifth  American  recipient  of  the 
Medaille  Antoine  Beclere  Award  given 
by  the  French  medical  community. 

Temple  gastroenterologist  Walter  P. 
Dyck,MD,  was  elected  president  of  the 
Texas  Academy  Chapter  of  the  Amer- 
ican College  of  Physicians-American 
Society  of  Internal  Medicine. 

Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  tnern- 
bership;  election  or  appointment  to  an  office  of,  or  honors  from,  a 
national  or  state  organiziition;  or,  space  permitting,  recognition 
at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
Medicine,  401  IT  15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632:  e-mail  johanna_f@texmed.org. 


Scott  Grundy,  MD,  PhD  Ishwarlal  Jialal,  MD,  ChB 


Endocrinologist  Joseph  W.  Goidzieher, 
MD,  San  Antonio,  was  honored  in  No- 
vember by  the  Sociedad  Mexicana  de 
Nutricion  y Endocrinologia. 

Tyler  pathologist  Virgil  V.  Gonzalez, 

MD,  received  the  Smith  County  Med- 
ical Society’s  1997  Gold-Headed  Cane 
Award. 

Dallas  internist  Scott  Grundy,  MD, 

PhD,  received  the  1997  Bristol-Myers 
Squibb/Mead  Johnson  Award  for  Dis- 
tinguished Achievement  in  Nutrition 
Research. 

The  1998  Harris  County  Medical  So- 
ciety (HCMS)  officers  are  urologist 
Paul  Handel,  MD,  president;  internist 
Albert  Gunn,  MD,  vice  president;  fam- 
ily practitioner  Robert  C.Vanzant,  MD, 
secretary-treasurer;  internist  Carlos 
Hamilton,  Jr,  MD,  president-elect;  and 
colon  and  rectal  surgeon  Donald 
Butts,  MD,  4-year  member-at-large  to 
the  HCMS  Executive  Board. 

Isabel  V.  Hoverman,  MD,  Austin,  was 
selected  for  a 3-year  term  on  the 
American  College  of  Physicians- 
American  Society  of  Internal  Medi- 
cine Board  of  Regents. 


Wade  L.  Knight,  MD  Wallace  E.  Lowry.  Jr.  MD 


Austin  neurologist  J.  Douglas  Hudson, 
MD,  received  the  1997  McCary  Physi- 
cian Excellence  Award  at  Shoal  Creek 
Hospital. 

Chemical  pathologist  Ishwarlal  Jiaial, 
MD,  ChB,  Dallas,  received  the  1997 
Outstanding  Clinical  Chemist  Award 
from  the  Texas  Section  of  the  Ameri- 
can Association  for  Clinical  Chem- 
istry. 

Dallas  cardiovascular  disease  specialist 
Norman  Kaplan,  MD,  received  the  first 
Irvine  Page -Alva  Bradley  Lifetime 
Achievement  Award  presented  by  the 
American  Heart  Association’s  Council 
on  High  Blood  Pressure  Research. 

I’emple  obstetrician-gynecologist  Al- 
fred B.  Knight,  MD,  was  named  medical 
director  of  Scott  & White  Memorial 
Hospital  and  Scott,  Sherwood  and 
Brindley  Foundation. 

Cardiovascular  surgeon  Wade  L.  Knight, 
MD,  was  elected  associate  to  the  Scott  & 
White  Clinic  Board  of  Lrustees. 

Orthopaedic  surgeon  Wallace  E. 
Lowry,  Jr,  MD,  was  named  president  of 
the  Scott  & White  Clinic  in  Temple. 
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THOMAS  COURT 


Luxury  Living  in  Uptown  Dallas 

Welcome  to  an  exclusive  neighborhood  of  25  custom  designed  townhomes  nestled 
in  the  heart  of  exciting  Uptown. 

Prices  in  the  300’s. 


GRENADIER 

HOMES 


1=1 


Contact  Bill  Griffin  at  David  Griffin  & Co. 
(972)  73.V8488  or  (214)  85S-5455 


To 

HlGHtA.\D  P.\RK 


THOMAS 

COURT 


Downtown 


THOMAS  AT  ALLEN  • FURNISHED  MODEL  OPEN  • Tues.  & Thurs.  4-6  Sat.  & Sun.  2-5 


FREEMANBCOCKERELL 


■a 


ERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAYJ.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DALLAS.  TEXAS  75235 


Peggy  O’Neal-Abel,  MD,  57;  Houston; 
The  University  of  Texas  Medical 
School  at  San  Antonio,  1979;  died 
October  15,  1997. 

Elizabeth  Caroline  Kreisinger  Beach, 

MD,  86;  Houston;  Albany  Medical 
College,  1943;  died  November  8, 
1997. 

Samuel  Rooke  Boswell,  MD,  74; 

Rosenberg;  Northwestern  University 
Medical  School,  1948;  died  Novem- 
ber 19,  1997. 

John  W.  Byarlay,  MD,  56;  Hurst;  Uni- 
versity of  Arkansas  for  Medical  Sci- 
ences College  of  Medicine,  1968;  died 
November  11,  1997. 

Claude  Carr  Cody  III,  MD,  81;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1939;  died  No- 
vember 14,  1997. 

Wilson  Morris  Fraser,  MD,  71;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1954;  died  No- 
vember 10,  1997. 

Jack  Torrence  Gilmore,  MD,  81;  Hous- 
ton; Baylor  College  of  Medicine-Dal- 
las,  1943;  died  November  11,  1997. 

William  Hendon  Gordon,  Jr,  MD,  76; 

San  Antonio;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1944; 
died  November  20,  1997. 

Harold  Graham  Grant,  MD,  74;  Sher- 
man; Manitoba  Medical  College- 
Winnipeg,  1954;  died  October  31, 
1997. 

William  DaCosta  Holt,  MD,  78; 

Austin;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1951;  died 
November  9,  1997. 
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Alexander  Leonard  Kesselman,  MD, 

60;  Plano;  Saint  Louis  University 


People 


School  of  Medicine,  1963;  died  Sep- 
itember  25,  1 997. 

Robert  Frederick  Lehman,  Jr,  MD,  57; 

Lubbock;  Lhe  Universiry  ol  Lexas 
Medical  Branch  at  Galveston,  1967; 
died  August  17,  1997. 

Donald  James  Lynch,  MD,  70;  Davilla; 
Baylor  College  ol  Medicine,  1949; 
died  October  1,  1997. 

William  Eugene  Pasteur,  Jr,  MD,  35; 

(Houston;  The  University  of  Texas 
Medical  School  at  Houston,  1990; 
died  November  24,  1997. 

Mark  Keller  Poole,  MD,  88;  Bay  City; 
Johns  Hopkins  University  School  of 
Medicine,  1935;  died  August  4,  1997. 

Raymond  Mark  Probst,  DO,  43;  Lub- 
bock; Texas  College  ol  Osteopathic 
IMedicine,  1981;  died  November  15, 
4997. 

1 

jCarlos  Juan  Quintanilla,  MD,  74; 

■McAllen;  Facultad  de  Medicina  de 
'Nuevo  Leon-Monterrey,  1947;  died 
April  19,  1997. 

McClure  Wilson,  MD,  73;  Galveston; 
University  of  Arkansas  for  Medical 
Sciences  College  of  Medicine,  1948; 
died  October  28,  1997. 

John  Worrel  Winter,  MD,  91;  San  Anto- 
nio; Tulane  University  School  of  Med- 
icine, 1932;  died  November  15,  1997. 


St.  Luke’s 
Episcopal 
Hospital 

IN  THE 

Texas 

Medical 

Center 

PRESENTS 
THE  34th 
Annual 
Orthopaedic 
Symposium 


Science  or  Snake  Oil? 

Traditional  and  Alternative  Appi oac  lies  to 
Management  of  Baeh  Pain 


This  program  is  designed  lor  orlhopaedic 
surgeons,  primary  care  physicians,  physical 
medicine  and  rehabilitation  physicians, 
chiropractors  and  other  practitioners  involved 
in  back  pain  treatment. 

Friday,  April  24,  & Saturday,  April  25,  1998 
The  Four  Seasons  Hotel 
Houston,  Texas 


Accredited  12  hours,  Categorv’  1 
$400  per  person  course  registration 

Call  St.  Luke’s  Education  Services 
to  register  or  for  more  Information 
Tel  (713)  791-4200 
Fax  (713)  791-2958 


EPISCOPAL 

HOSPITAL 


ProxyMed's  network  and  EDI  services  are  an  integrated  component  of  most  Practice 
Management  and  Computerized  Patient  Record  Systems. 


Clinical  Database  Access 

•Managed  Care  Formularies 
•Drug  Utilization  Review 
•National  Drug  Database 


- New  Prescription  Orders 

• Refill  Request  Authorizations 

• Lab  Orders  and  Results  Reporting 


Healthcare  Providers  and  Softv/are  Vendors  Look 
to  ProxyMed  for  Clinical  Transaction  Services 

For  additional  information  on  accessing  ProxyMed's  Network 
and  EDI  services  call  your  software  vendor  or  1-800-61 -PROXY 


ProxyMed,  Inc. 

www.proxymed.com 
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AMA  delegates  discuss 
Sunbeam,  association 
governance  and  structure 


An  interim  executive  vice  pres- 
ident, the  proper  relation- 
ship between  organized 
medicine  and  corporate  America, 
and  responses  to  the  continued  ex- 
pansion of  managed  care  dominated 
the  action  in  and  around  the  Interim 
Meeting  of  the  American  Medical 
Association  House  of  Delegates,  De- 
cember 7—10,  in  Dallas. 

The  House  adopted  15  resolu- 
tions carried  by  the  Texas  delega- 
tion, including  one  that  directs 
AMA  to  devise  an  organ  donor 
awareness  campaign  modeled  alter 
Texas  Medical  Association’s  Live  & 
Then  Give  initiative.  “The  doctors 
of  America  are  making  a statement 
that  says,  ‘We  care  and  we  want  to 
help,’”  said  TMA  President  Phil  H. 
Berry,  Jr,  MD. 

Reaction  to  the  AMA’s  aborted 
August  decision  to  enter  into  an  en- 
dorsement agreement  with  Sunbeam 
Corporation  dominated  much  ol  the 
discussion  and  action.  Two  days  be- 
fore the  House  of  Delegates  con- 
vened, AMA  Executive  Vice 


President  P.  John  Seward,  MD,  re- 
signed. The  Board  of  Trustees  ap- 
pointed longtime  AMA  executive 
Lynn  E.  Jensen,  PhD,  as  interim  ex- 


ecutive vice  president  and  an- 
nounced a nationwide  search  for  a 
permanent  leader.  No  current  board 
member  or  AMA  officer  will  be  con- 
sidered for  the  permanent  position. 

A resolution  carried  by  the  Texas 
delegation  lay  at  the  heart  of  the  del- 
egates’ response  to  the  Sunbeam  af- 
fair. The  House  appointed  an  ad  hoc 
committee  to  study  the  structure, 
governance,  and  operations  of  the 
House,  AMA  staff  and  the  board. 
An  independent  management  firm 
will  evaluate  key  internal  decision- 
making processes.  A second  ad  hoc 
committee  of  the  House  will  review 
a September  1997  Counsel’s  Memo 
on  the  Sunbeam  matter  and  deal 
with  any  items  not  fully  addressed  in 
that  memo. 

The  House  also  adopted  detailed 
recommendations  of  a comprehen- 
sive Board  of  Trustees  report  on 
AMA  corporate  relationships.  That 
report’s  13  “Principles  to  Guide  Cor- 
porate Relationships”  includes  this 
statement:  “The  AMA  does  not  en- 
dorse health  or  medical  products  or 


James  F.  Arens,  MD,  Galveston,  left,  and  David  Vanderpool,  AID,  Dallas,  TMA  delegates  to 
AMA,  review  reference  committee  reports  before  the  Flouse  of  Delegates  meets  at  AMA’s  interim 
meeting  in  Dallas. 
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services  which  are  marketed  to  con- 
sumers and  which  the  AMA  does 
not  design,  produce,  or  control.” 

Reactions  to  managed  care 

Regarding  managed  care,  delegates 
adopted  numerous  new  policy  state- 
ments and  urged  AMA  to  support 
several  legislative  eRorts.  The  House 
voted  to  endorse  pending  federal  leg- 
islation that  would  ensure  states’  ju- 
risdiction over  the  quality  of  medical 
services  delivered  by  managed  care 
organizations.  The  resolution,  car- 
ried by  the  Texas  delegation,  calls  on 
Congress  to  amend  the  Employee 
Retirement  Income  Security  Act  of 
1974  to  permit  states  to  implement 
legislation  similar  to  the  managed 
care  reform  package  the  Texas  Legis- 
lature passed  in  1997. 

The  House  adopted  policy  to 
continue  to  seek  enactment  of  com- 
prehensive legislation  on  a wide 
range  of  patient  protection  and 
physician  fairness  issues,  such  as 
termination-without-cause  contract 
provisions,  disclosure  of  health  plan 
information  to  enrollees  and  prospec- 
tive enrollees,  utilization  review  and 
grievance  procedures,  and  physician 
involvement  in  health  plan  policies. 
The  delegates  adopted  a report  rec- 
ommending that  unjustified  delays 
in  physician  payment  be  prohibited 
by  law.  The  AMA  will  seek  the  co- 
operation of  the  National  Commit- 
tee for  Quality  Assurance  in 
studying  the  Milliman  & Robertson 
length-of-stay  guidelines. 

The  House  accepted  AMA  Coun- 
cil on  Ethical  and  Judicial  Affairs 
recommendations  on  financial  in- 
centives in  the  practice  of  medicine 
that  reaffirm  the  physician’s  primary 
obligation  to  the  individual  patient. 
Physicians  should  evaluate  financial 
incentives  before  entering  into  con- 
tracts to  ensure  that  quality  is  not 
compromised.  Patients  must  be  in- 
formed by  health  plans  of  financial 
incentives  that  could  affect  their 


level  of  care,  and  physicians  must  be 
prepared  to  discuss  with  their  pa- 
tients any  financial  arrangements 
that  could  affect  care. 

Other  issues  merit  action 

In  addition  to  managed  care  and  AMA 
organizational  issties,  delegates  ad- 
dressed various  economic,  legislative, 
and  public  health  topics.  The  House: 

• Restated  opposition  to  any  civil 
immunity  for  the  tobacco  industry. 

• Urged  the  reduction  of  the  docu- 
mentation requirements  of  the 
Health  Care  Financing  Adminis- 
tration’s (HCFA’s)  evaluation  and 
management  guidelines.  This 
came  after  HCFA  announced  a 
6-month  moratorium  on  the  im- 
plementation and  enforcement  of 
the  new  guidelines,  originally 
scheduled  to  take  effect  January  1 . 

• Adopted  policy  to  back  residents 
in  their  bid  for  collective  negotia- 
tion to  resolve  issues  related  to 
patient  care  and  working  condi- 
tions at  teaching  hospitals.  AJMA 
will  seek  that  right  first  through 
the  Accreditation  Council  on 
Graduate  Medical  Education. 

• Adopted  a strong  statement  on 
the  sanctity  of  physician-patient 
communication.  This  grew  out  of 
review  of  an  AMA  Council  on 
Scientific  Affairs  report  on  the 
medical  use  of  marijuana.  While 
rejecting  calls  for  blanket  protec- 
tion of  the  medicinal  use  of  mari- 
juana, the  House  overwhelmingly 
supported  scientific  study  of  its 
appropriate  uses. 

• Adopted  a policy  declaring  that  all 
insurers  should  cover  the  treatment 
of  a child’s  congenital  or  develop- 
mental deformity  or  disorder  due 
to  trauma  or  malignant  disease. 

Action  on  Texas  resolutions 

In  addition  to  the  3 mentioned 
above,  the  42-member  Texas  delega- 
tion carried  14  other  resolutions. 


Flotise  action  taken  based  on  those 

resolutions  directs  the  AMA  to: 

• Propose  legislation  and/or  regula- 
tions and  be  prepared  to  take  le- 
gal action  to  assure  physicians 
due  process  in  the  conduct  of 
fraud  and  abuse  investigations. 

• Make  “vigorous  attempts  to  cor- 
rect” any  deficiencies  in  meeting 
CPT  guidelines  by  Claimcheck 
and  other  automated  claims  review 
systems  used  by  third-party  payers. 

• Establish  policy  that  rural  com- 
munity health  networks  be  orga- 
nized using  local  delivery  systems, 
with  clinical  and  financial  deci- 
sion-making authority  vested  in 
local  physicians. 

• Urge  HCFA  to  pay  for  the  distri- 
bution of  any  future  Medicare 
documentation  guidelines  and  for 
related  physician-education  pro- 
grams. 

• Support  pending  congressional 
legislation  that  would  exempt 
physician  office  laboratories  from 
the  Clinical  Laboratory  Improve- 
ment Act. 

• Create  a House  of  Delegates  task 
force  on  membership  to  identify 
ways  to  increase  recruitment  and 
retention  of  AMA  members. 

• Urge  HCFA  to  redefine  “home- 
bound”  as  it  relates  to  Medicare 
home  health  services  to  strengthen 
physicians’  role  in  the  process  and 
reduce  paperwork  burdens. 

• Study  possible  amendments  to 
the  “no  involvement”  option  of 
the  American  Medical  Accredita- 
tion Program  to  ensure  that  it  be- 
comes operational  in  states  only 
with  active  involvement  of  feder- 
ation components. 

• Insist  that  research  conducted  by 
AMA-sponsored  organizations, 
such  as  the  National  Patient 
Safety  Foundation,  be  scientifi- 
cally and  statistically  sound. 

• Encourage  the  US  Department  of 
Health  and  Human  Services  to 
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World  of  Medicine 
at  Your  Fingertips. 

Librarians  travel  the  world  of  medical  information  daily 
to  get  the  latest  knowledge  into  your  hands.  TMA  Library 
.staff  use  clinical  databases,  the  Internet,  and  print  resources 
to  search  for  answers  to  your  clinical  questions,  Wbat  do 
you  )ieed  to  kiiou'  lodciy?  Reference  services  are  a beneht  of 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeeti  Medical  Insurance  Services,  Inc., 
will  provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of 
a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Bill  Canipe,  Vice  President 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 
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revise  criteria  used  to  identify 
medically  underserved  areas. 

• Support  legislation  to  assure  that 
direct  medical  school  expenses  of 
all  federally  funded  health  profes- 
sion scholarships  are  not  taxable. 

• Oppose  hospitals  limiting  med- 
ical staff  privileges  based  on  a 
physician’s  membership  at  a dif- 
ferent hospital  or  hospital  system. 

A Texas  resolution  encouraging 
AMA  to  oppose  implementation  of 
federal  laws  that  allow  government 
agencies  to  access  patients’  medical 
records  without  their  consent  was  re- 
ferred to  the  Board  of  Trustees  as 
part  of  a larger  study  on  the  confi- 
dentiality of  medical  records.  In- 
cluded in  that  study  is  another  Texas 
resolution  that  would  define  “perti- 
nent medical  data”  so  physicians  will 
no  longer  be  required  to  submit  pa- 
tients’ entire  medical  records  to  in- 
surance carriers. 

Texas  physicians  fill  key  positions 

Several  Texas  physicians  served  in 
leadership  roles  during  AMA’s  interim 
meeting.  Priscilla  Ray,  MD,  of  Hous- 
ton, was  chair  of  the  Convention 
Committee  on  Rules  and  Credentials. 
Paul  J.  Cunningham,  MD,  of  Galves- 
ton, served  on  the  reference  commit- 
tee that  dealt  with  legislative  matters, 
and  Josie  R.  Williams,  MD,  of  Fort 
Worth,  served  on  the  reference  com- 
mittee that  handled  the  Sunbeam  en- 
dorsement and  other  issues  related  to 
the  AMA  Board  of  Trustees.  AMA 
President-Elect  Nancy  Dickey,  MD, 
of  College  Station,  briefed  the  Texas 
delegation  several  times  on  the  activi- 
ties of  the  Board  of  Trustees. 

For  four  Texas  physicians,  the  in- 
terim meeting  was  their  last  as  mem- 
bers of  the  state’s  delegation  to  the 
AMA.  They  are  John  D.  Bonnet, 
MD,  of  Temple;  Milton  V.  Davis, 
MD,  of  Kemp;  George  E.  Thannisch, 
MD,  of  Lufkin;  and  Stanley  E. 
Thompson,  MD,  of  Richmond. 
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1998  WINTER 

Leadership 

Confcrenee 


Leadership  conference  focuses 
on  professionalism 

TMA  President  Phil  H.  Berry, 
Jr,  MD,  will  kick  off  Texas 
Medical  Association’s  1998 
Winter  Leadership  Conference  with  a 
topic  on  many  physicians’  minds  — 
professionalism.  The  event,  being 
held  Saturday,  February  28,  at  the  Re- 
naissance Austin  Hotel,  also  includes 
presentations  by  William  R.  Archer 
II,  MD,  commissioner  of  the  Texas 
Department  of  Health,  who  will  dis- 
cuss his  plans  for  advancing  the  pub- 
lic health  of  Texans,  and  John  W. 
Burnside,  MD,  chair  of  TMA’s 
Council  on  Scientific  Affairs,  who 
will  speak  on  genetic  challenges  for 
Texas  doctors. 

Robert  C.  Ginnett,  PhD,  senior 
fellow  in  applied  research  at  the  Cen- 
ter for  Creative  Leadership  in  Col- 
orado Springs,  Colo,  will  discuss  the 
leader’s  impact  on  team  effectiveness 
at  the  conference  luncheon,  which  is 
hosted  by  TMA  Insurance  Trust. 

Reed  V.  Tuckson,  MD,  group 
vice  president  for  professional  stan- 
! dards  at  the  American  Medical  Asso- 
I elation;  Thomas  Reardon,  MD, 
j chair  of  the  AMA  Board  of  Trustees; 
i and  US  Rep  Charles  Norwood  (R- 
Ga)  have  been  invited  to  speak. 


Stop  by  for  a Visit! 


medical  management 

education 


he  Alliance  for  Medical  Management  Education  is  a 
strategic  partnership  between  The  University  of  Texas  at  Dallas  School  of 
Management  and  The  University  of  Texas  Southwestern  Medical  Center  at 
Dallas.  The  mission  of  the  Alliance  is  to: 


Prepare  physicians  to  assume  a more  effective  role 
in  the  leadership  and  management  of  medicine. 

Beginning  in  May  1998,  the  Alliance  will  offer  a Master's  of 
Science  in  Medical  Management  for  physicians  only.  The  curriculum  will  be 
jointly  taught  by  both  management  and  medical  school  faculties,  fully 
integrating  managerial  and  clinical  decisionmaking. 

‘.-^oursework  is  eligible  for  both  graduate  academic  credit  and 
Category  I CME  credit.  Both  format  and  content  reflect  the  unique  needs  of 
physicians.  Eor  information  and  a program  bulletin  contact: 

Dr.  )ohn  McCracken,  Executive  Director,  AMME 
Phone:  972-883-6202  • Eax:  972-883-6381  • E-mail:  jfm@utclallas.eclu 


‘‘Bringing  Medicine  and  Management  Together” 

SOITHWESTERN 

U.T.  Dallas  is  an  equal  ofjportunity/affirmative  action  university. 
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DOCTORS  RESOURCE  SERVICE 


A full-service  financial  firm, 
including  tax,  accounting  and  pension 
dedicated  to  providing  unique  solutions 
to  the  monetary,  financial  and  tax  problems 
of  the  health  professional 

Maurice  M.  Glazer,  the  Chairman  of  DRS 
has  been  a financial  advisor  for  35  years. 

DOCTORS  RESOURCE  SERVICE 

Specializes  in  a custom  analysis  for  each  doctor 
with  specific  suggestions.  This  information  can 
save  physicians  significant  dollars. 


For  information  call  Marilyn: 

800-588-8931 


^Investment  advisory  service  through  Associated  Financial  Planners,  Inc.,  an  IFG  affiliate. 
♦♦Securities  offered  through  IFG  Network  Securitys,  Inc.,  Member  NASD/SIPC.  Maurice  M.  Glazer  is  a 
registered  principal  of  IFG  Network  Securities,  Inc.  which  is  otherwise  unaffiliated  with  Doctors  Resorce  Service. 


INTRODUCING  . . . 


Call  1-800 -811 -0227 
or  visit  www.thehealthchannel.org 


• Convenient  CME 
courses  at  home 
or  office,  without 
travel  expenses 


• Accredited 

CME  courses 
via  satellite 
television 


fiua 


ervice 
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or 
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• The  Health  Channel  offers 
faster,  easier  access  to  current 
medical  news  & information 

• Quality  documentary 
programming  developed 
specifically  for  healthcare 
professionals 


y 


TMA  committee,  council,  board, 
and  section  meetings  will  be  held 
February  26-28  in  Austin  in  con- 
junction with  the  conference,  and  an 
“early  bird”  reception  will  be  on  Fri- 
day, February  27,  from  5:30  to  7 pm. 
The  reception,  a new  addition  to  the 
leadership  conference  lineup,  pro- 
vides TMA  members  an  opportunity 
to  meet  TMA  and  AMA  leaders. 

All  TMA  members  are  encour- 
aged to  attend.  Registration  is  free  for 
members  and  invited  guests,  and 
$200  for  nonmember  physicians.  For 
more  information,  call  Amy  Ed- 
wards, TMA  special  services,  at  (800) 
880-1300,  ext  1346,  or  (512)  370- 
1346,  or  e-mail  amy_e@texmed.org. 

The  TMA  Alliance’s  1998  Winter 
Leadership  Conference  will  be  held 
February  25—27  at  the  Renaissance 
Austin  Hotel.  For  information,  call 
Leslie  Tate  at  (800)  880-1300,  ext 
1328,  or  (512)  370-1328,  or  e-mail 
leslie_t@texmed.org. 

Information  on  both  conferences 
is  available  on  the  TMA  Web  site  at 
www.texmed.org. 

Physicians  face  major  decision 

The  way  American  Medical  Asso- 
ciation President-Elect  Nancy 
Dickey,  MD,  of  College  Sta- 
tion, sees  it,  medicine  has  a second 
chance  to  shape  the  nation’s  future 
health  care  system,  but  physicians 
must  make  one  of  two  decisions. 

“Medicine  can  sit  back  like  it  did 
the  last  time,  and  while  we  were  argu- 
ing with  the  Clintons,  managed  care 
and  business  moved  in  and  changed 
the  system,  and  we’ve  been  reacting  to 
those  changes  ever  since.  Or,  we  can 
decide  we’re  going  to  step  up  to  the 
front  this  time  and  confront  the  prob- 
lems, and  provide  an  answer  so  we  are 
in  front  of  the  wave  instead  of  re- 
sponding to  the  wave,”  Dr  Dickey 
said  during  a visit  with  Texas  Medical 
Association  staff  in  mid-December. 
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The  second  chance  exists,  she 
said,  because  of  increasing  physician 
and  patient  unhappiness  with  the 
current  system,  and  because  employ- 
ers will  soon  become  unhappy  when 
health  care  costs  begin  increasing  as 
managed  care  becomes  unable  to  de- 
liver the  lower  costs  that  attracted 
employers  in  the  first  place. 

During  her  talk  to  I’MA  staff,  Dr 
Dickey  said  that  while  she  is  AM  A 
president  she  plans  to  deliver  a three- 
part  message  on  how  physicians  can 
help  shape  the  health  care  delivery 
system.  First,  is  a return  to  profes- 
sionalism, followed  by  more  health 
care  insurance  choices  for  patients, 
and  physician  advocacy  for  a univer- 
sal health  insurance  system. 

“We  need  a recommitment  by 
physicians  to  the  standards  and  the 
words  that  have  represented  the  pro- 
fession of  medicine  for  hundreds  of 
years,”  she  said.  Patients  must  be 
able  to  trust  that  their  doctors  are 
making  decisions  based  upon  what  is 
best  for  them. 

Because  choice  is  the  American 
way.  Dr  Dickey  said,  patients  — not 
employers  — should  be  able  to 
choose  the  type  of  insurance  that 
best  fits  their  needs.  Health  mainte- 


nance organizations  and  preferred 
provider  organizations,  fee-for-ser- 
vice  plans,  medical  savings  accounts, 
large  or  small  group  practices,  and 
even  solo  practices  should  be  able  to 
exist  on  a fairly  level  playing  field. 

On  another  subject.  Dr  Dickey 
said  investigations  into  alleged 
fraud  and  abuse  in  the  Medicare 
and  Medicaid  systems  could  have  a 
major  impact  on  physicians,  even 
those  who  think  they  have  done 
nothing  wrong.  The  vast  majority 
of  American  physicians  are  not 
guilty  of  fraud  or  abuse,  she  said, 
but  many  may  have  inadvertently 
overcharged  for  their  services,  either 
through  ignorance  of,  or  inatten- 
tion to,  correct  coding  procedures. 
She  called  for  developing  a plan  to 
allow  physicians  to  have  their 
records  checked  to  make  sure  they 
are  billing  at  the  proper  levels  of 
service  in  case  they  are  contacted  by 
government  investigators. 

Finally,  Dr  Dickey  said  she  hopes 
to  foster  improved  relations  within 
organized  medicine  so  that  AMA, 
state  and  county  medical  societies, 
and  other  physician  groups  can  work 
together  better  on  behalf  of  physi- 
cians and  their  patients. 


AMA  President-Elect  Nancy  Dickey,  MD,  visits  with  Louis  ].  Goodman,  PhD,  TMA  executive 
vice  president,  prior  to  her  speech  to  TMA  staff. 
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PeeliatKicia»%;: 
Help  Make 

A Pifc 


•ef-ence 


become  a preceptor  and  share 
the  “real  world”  office  practice 
experience  with  an  interested 
and  eager  student. 

A • Preceptorships  are 
• 1 g four  weeks  long  and 
general  pediatri- 
dans  are  needed  in 
. • . ...  . all  areas  of  the 

Little  people.  , , 

For  more  information,  contact: 

General  Pediatric  Preceptorship  Program 

Texas  Pediatric  Society 

401 W.  15th  St.,  Suite  682  Austin  78701-1680 
(512)370-1519 
tpsprecept@  aol.com 


Memorial  & Tribute  Giving 


GOOD 

Times ! 

Acknowledge  a friend’s  achievement. 


TMAFOUNDATION 

(800)  880-1300,  ext.  1663 
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Beyond  Sunbeam 

By  Byron  L.  Howard,  MD 

You’ve  likely  heard  the  news  by  now  from 
theAMA  meeting  in  Dallas  in  December;  it 
sounded  a lot  like  “Oops,  pardon  us;  we 
made  a mistake.”  And  a mistake  the  Sun- 
beam deal  was.  But  not  because  Sunbeam 
might  not  make  a good  partner  for  medi- 
cine. And  not  because  AM  A staff  efforts  to 
find  non-dues  revenue  to  support  the 
good  works  of  organized  medicine  were 
not  well-intentioned. 

Nor  was  it  the  concept  of  product  or 
services  endorsement.AMA  has  long-stand- 
ing policies  for  income-producing  corporate 
relationships  from  an  array  of  insurance 
products  and  other  personal  and  profes- 
sional practice  services,  and  years  of  experi- 
ence with  successfully  and  ethically  endors- 
ing merchandise  and  activities  for  us  and 
our  patients.The  mistake  was  in  not  follow- 
ing those  policies. 

The  good  news  you  should  also  have 
heard  is  that  the  grassroots  power  of  AMA 
members  was  felt,  and  significant  measures 
were  implemented  to  protect  us  from  fu- 
ture mistakes  like  this. 

AMA  staff’s  original  idea  was  to  con- 
tract exclusively  with  Sunbeam  to  market 
health  care  products  bearing  the  AMA 
name  and  logo,  which  in  return  would  be 
packaged  with  AMA  health  care  informa- 
tion for  the  public  and  (the  point  that  gen- 
erated the  most  media  attention)  would 
earn  substantial  income  for  AMA. 

The  AMA  Board  of  Trustees,  other  na- 
tional medical  leaders,  and  physicians  gen- 
erally were  shocked.  Those  familiar  with 
AMA  policies  saw  immediately  that  the 
contract  was  contrary  to  long-standing 
AMA  practices  and,  as  it  was  instituted 
without  the  necessary  AMA  trustees’  ap- 
proval, constituted  a grave  error. 


The  board  quickly  announced  it  would 
not  proceed  with  the  contract  and  began 
an  involved  process  of  self-examination,  in- 
cluding input  from  AMA  trustees,  officers 
and  component  members,  specialty  soci- 
eties, and  other  members  of  the  federation 
of  American  medicine. The  purpose  was  to 
clearly  define  AMA’s  proper  role  in  “pursu- 
ing the  art  and  science  of  medicine  and 
betterment  of  public  health”  in  the  context 
of  corporate  relationships,  the  use  of  the 
AMA  name  and  logo,  and  the  wisdom  — if 
any  — of  exclusive  arrangements  for  ser- 
vices to  members  and  the  public. 

The  board  determined  the  unautho- 
rized staff  actions  resulted  from  failed  key 
internal  management  processes.  The  re- 
sponse was  swift: 

• Three  senior  executives,  including  the 
chief  operating  officer,  departed;  Exec- 
utive '/ice  President/CEO  P.  John  Se- 
ward, MD,  resigned. 

• A moratorium  was  declared  on  all  cor- 
porate arrangements  involving  the 
AMA  name  and  logo  until  the  Sunbeam 
matter  was  reviewed  and  it  was  certain 
that  clear  guidelines  for  contracting, 
consistent  with  AMA  policies  and  val- 
ues, were  in  place. 

• Existing  relationships  were  allowed  to 
continue  only  with  board  approval. 

• A special  Board/Staff  Liaison  Committee 
was  established,  followed  by  a special 
Task  Force  on  Association/Corporate 
Relations,  including  AMA  staff  and 
elected  officers,  as  well  as  nationally  rec- 
ognized association  business  and  ethics 
experts.  A preliminary  report  from  the 
liaison  committee  was  made  to  theAMA 
House  of  Delegates  in  December,  with  a 
final  report  from  the  task  force  due  at 
the  annual  meeting  next  June. Task  force 
members  include  two  Texans,  AMA 
President-Elect  Nancy  Dickey,  MD,  of 
College  Station,  and  Robert  M.Tenery,Jr, 
MD,  of  Dallas,  chair  of  the  AMA  Council 
on  Ethical  and  Judicial  Affairs. 

The  Board/Staff  Liaison  Committee  re- 
viewed all  corporate  activities  involving 
AMA’s  name  or  logo.TheTask  Force  on  As- 


sociation/Corporate Relations  examined 
the  type,  purpose,  and  duration  of  the  activ- 
ity; AMA’s  objectives,  the  audience,  and  the 
company  involved;  the  pattern  of  use  of  the 
AMA  name  or  logo;  and  exclusivity.  As  of 
December  6,  the  board  approved  1 36  exist- 
ing corporate  activities;  withdrew  4 in  the 
early  developmental  stages  for  further  in- 
formation; and  rejected  2 contracts,  termi- 
nated I , and  continued  review  of  2 others. 

Unfortunately,  fallout  from  the  Sunbeam 
contract  continues.  Sunbeam  filed  a $20 
million  lawsuit  against  AMA,  alleging  breach 
of  a trademark  licensing  agreement.  AMA 
denied  the  allegations  and  filed  counter 
claims  to  rescind  the  agreement.  Media  crit- 
icism continues,  although  somewhat  abated 
due  to  our  board’s  swift  actions.  Your  Texas 
Delegation  to  theAMA  will  closely  monitor, 
through  its  activities  in  the  House  of  Dele- 
gates,AMA’s  response  to  the  Sunbeam  situ- 
ation to  make  sure  the  new  policies  and 
procedures  are  followed. 

On  a personal  note,  as  chair  of  the 
TMA  Board  of  Trustees  and  a member  of 
the  Communications  Committee  of  the 
Texas  Delegation  to  the  AMA,  I went  to 
the  House  of  Delegates  meetings  greatly 
skeptical  about  whether  there  would  be  a 
“circling  of  the  wagons”  by  AMA  board 
members,  officers,  and  staff.  I questioned 
whether  there  would  be  true  openness 
about  what  happened  and  sincere  willing- 
ness to  admit  the  mistakes  made  and  find 
solutions  acceptable  to  us  all. 

I liked  what  I heard  — we  are  coming 
away  from  this  mistake  with  a healthier, 
leaner,  more  flexible,  and  wiser  organiza- 
tion. And  this  is  possible  because  the  voices 
of  individual  physician  members  are  strong 
within  the  organization,  and  the  power  of 
AMA  comes  from  the  grassroots  strength 
we  members  give  to  it.  If  you’ve  got  ques- 
tions, suggestions,  or  ideas,  I urge  you  to 
visit  with  your  colleagues  in  the  Texas  dele- 
gation. We’re  eager  to  hear  from  you. 

Your  42-member  delegatior)  of  physicians  offers  this  column 
to  improve  communication  among  Texas  physicians  about 
the  AMA.  We  welcome  your  questions  about  AMA  policy  or 
activities.  Send  them  to  Texas  Medicine,  You  & Your  AMA, 
401  W 15th  St,  Austin,  TX  7870l:fax  (512)  370-1 632;  or 
e-mail  larry__b@texmed.org. 
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TexMed  ’98  general  session 
features  noted  speakers 

Professionalism,  organ  dona- 
tion, and  family  — physicians 
will  learn  about  all  three  at  the 
genetal  session  of  I’exMed  ’98  Thurs- 
day, April  23,  from  1:30  to  4:30  pm, 
at  the  Austin  Convention  Center. 
Laurence  McCullough,  PhD,  of 
Baylor’s  Center  for 
Ethics  and  Public 
Health,  will  open 
the  general  session 
with  his  1-hour 
presentation,  “The 
Caring  Physician:  a 

Moral  Life  of  Ser- 

McCullou^h,  PhD  ■ ca  ■ 

* vice  as  a Fiduciary 

Professional.”  The  program  provides 
the  ethics  content  needed  to  fulfill 
relicensure  requirements,  while  help- 
ing physicians  focus  on  putting  the 
care  back  in  health  care. 

Next,  as  part  of  TMA’s  Live  & 
Then  Give  program 
and  National  Organ 
Donor  Awareness 
Week  (April  20- 
26),  Susan  Kearns 
Benner  will  share 
her  personal  story 
on  organ  donation. 
Ms  Benner,  who 
has  been  featured  on  the  “Today 
Show”  and  in  USA  Today,  donated  a 
kidney  to  a former  high  school  class- 
mate whom  she  had  not  seen  in  more 
than  30  years.  Since  then,  she  has 
taken  early  retirement  from  her  career 
as  a facilitator  of  Upjohn-Pharmacia’s 
physician  presentation  skills  work- 
shops to  speak  on  organ  donation. 

Dallas  patholo- 
i gist  Beck  Weathers, 

MD,  will  conclude 
the  general  session 
with  his  presenta- 
tion,  “Miracle  on 
Everest.”  Though 
he  lost  both  hands 
Weathers,  MD  to  severe  frostbite 


Susan  Kearns 
Benner 


THE  ARMY  RESERVE  OFFERS  UNIQUE 
AND  REWARDING  EXPERIENCES. 


As  a medical  officer  in  the  Army  Reserve 
you  will  be  offered  a variety  of  challenges  and 
rewards.  You  will  also  have  a unique  array  of 
advantages  that  will  add  a new  dimension  to 
your  civilian  career,  such  as: 

• special  training  programs 

• advanced  casualty  care 

• advanced  trauma  life  support 

• flight  medicine 

• continuing  medical  education  programs 
and  conferences 

• physician  networking 

• attractive  retirement  benefits 

• change  of  pace 

It  could  be  to  your  advantage  to  find  out 
how  well  the  Army  Reserve  will  treat  you  for 
a small  amount  of  your  time.  An  Army  Reserve  Health  Care  Recruiter 
can  tell  you  more.  Call: 


(210)  692-7376 


ARMY  RESERVE  MEDICINE. 
BE  ALL  YOU  CAMBER 

www.goarmy.com 


4 for  Ihe  FUTURE 


Share  your  knowledge  and  experience  with  a future 
internist!  You  can  introduce  a medical  student 
to  all  aspects  of  medical  practice  during 
a four-week  internal  medicine  preceptorship. 

For  more  infomiation  on  becoming  a 
GIMSPP  preceptor,  call  (800)  880-1300,  ext.  1531. 


General  I 
Inicriui  I 
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New  publicatioii  from  TMA! 


STARTING  A MEDICAL  PRACTICE  IN  TEXAS 

by  Donald  P.  Wilcox,  JD  and  Christopher  K.  Davis,  JD 

team  how  federal  and  state  laws  regulate  the  practice  of  medicine  in  Texas, 
plus  practical  business,  legal,  tax,  and  managed  care  information  for  starting 
a practice! 

$19  - TMA  members 
$29  - Nonmembers 

To  order,  mail  payment  to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701; 
call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  fax  (512)  370-1632. 
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Kirk  M.  Tiishaus  Richard  T.  Sechler 

Portfolio  Manager  Certified  Financial  Planner 


and  was  twice  declared  dead  after  be- 
ing trapped  in  a sudden  blizzard  dur- 
ing his  May  1996  Mount  Everest 
climb,  Dr  Weathers  survived  to  realize 
the  importance  of  family  and  the  need 
for  physicians  in  particular  to  find  fo- 
cus and  balance  in  their  own  lives. 

For  more  information,  contact 
Paula  Rigling  at  (800)  880-1300,  ext 
1450,  or  (512)  370-1450;  e-mail  her 
at  paula_r(?texmed.org;  or  visit  TMA’s 
Web  site  at  www.texmed.org. 

Live  &Then  Give  launches 
PSA  campaign 

The  Live  & Then  Give  organ 
donor  awareness  project 
turned  its  focus  on  the  general 
public  in  January  with  the  launch  of 
a television  public  service  announce- 
ment (PSA)  campaign.  The  30-  and 
60-second  spots,  which  feature  TMA 
President  Phil  H.  Berry,  Jr,  MD,  are 
being  distributed  to  television  sta- 
tions in  every  major  media  market  in 
Texas  by  local  county  medical  soci- 
ety alliance  members. 

In  the  spots.  Dr  Berry  urges  all 
Texans  to  sign  donor  cards  and  to 
talk  with  their  families  about  their 
wishes  to  be  organ  donors.  Two  ad- 
ditional 30-second  spots  target 
African-American  and  Hispanic  au- 
diences. Polling  data  show  those 
groups  are  far  less  likely  to  become 
organ  donors  than  others. 

Also,  the  PSAs  unveil  a new  hot- 
line number  — (800)  560-7812  — 
that  listeners  can  call  for  information 
about  transplantation  and  to  obtain 
donor  cards.  Radio  PSAs  about  or- 
gan donation  also  are  in  production 
and  should  soon  be  distributed  to  ra- 
dio stations  across  the  state. 

Live  & Then  Give  is  sponsored 
by  TMA,  TMA  Alliance,  Texas 
Transplantation  Society,  and  TMA 
Foundation.  It  was  launched  in  Sep- 
tember 1997  with  the  goal  of  in- 
creasing the  number  of  pledged 
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organ  donors  in  Texas.  The  first 
phase  of  the  campaign  focused  on 
physicians,  their  families,  and  office 
staffs.  Physicians  were  not  only 
urged  to  sign  donor  cards  themselves 
but  also  to  talk  with  their  patients 
about  organ  donation. 

Have  a heart  for  physicians 

You  can  help  your  colleagues  in 
need  this  month  through 
“Have  a Heart  for  Physi- 
cians,” a fundraising  campaign  bene- 
fitting  TMA’s  Physician  Health  and 
Rehabilitation  Assistance  Fund. 

The  fund  provides  financial  help 
for  physicians  who  cannot  afford 
treatment  for  depression,  chemical 
dependency,  or  other  problems,  or 
whose  families  need  assistance  with 
short-term  living  expenses  while  a 
physician  receives  treatment. 

Physicians  acquire  funds  in  the 
form  of  loans  that  are  to  be  paid 
back  with  interest.  The  first  payment 
is  due  no  later  than  2 years  from  the 
date  of  the  loan  or  6 months  after 
the  physician  obtains  gainful  em- 
ployment, whichever  comes  first. 

“Have  a Heart  for  Physicians”  will 
become  an  annual  February  event.  To 
send  your  Valentine  donations  or  to 
find  out  more  about  how  you  can 
help,  call  Linda  Kuhn  at  (800)  880- 
1300,  ext  1342,  or  (512)  370-1342, 
or  e-mail  linda_k@texmed.org. 

Scott  & White  honored 

for  child  immunization  program 

The  Scott  & White  Health 
Plan’s  efforts  to  increase  child- 
hood immunizations  recently 
received  national  and  state  honors. 

The  American  Association  of 
Health  Plans  in  Washington,  DC, 
awarded  Scott  & White  first  place  in 
the  childhood  immunization  quality 
improvement  category  for  its  ability 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)  370-1382 
Fax  (512)  370-1632. 


Insurance 


'Wood/  Menna  & Company  has 
built  a reputation  for  our  integrity 
and  strong  knowledge  of  the  current 

marketplace. 

We  represent  the  majority  of 
carriers  writing  malpractice  insurance 
in  Texas.  Whether  you  are  in  solo  or 
group  practice  we  have  the  solution  to 
your  insurance  needs,  regardless 
of  your  specialty  or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons 
Liability  • Clinics  • Surgery  Centers  • Hospitals  • IPA's 
501's  • MSO's  • Multiple  Specialty  Practices* 

Individual  or  Group  Disability  Insurance 

Wood  / Menna  & Company 
(713)  358-9782 
(800)  856-9782 

wood  / menna@malpractice.com 
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1998  WINTER 


IxadNship 

Coulcnm 

Fows  on  Professionalism 


FEBRUARY  28 
Renaissance  Austin  Hotel 


Featured  Speakers 

PhilH.  Berry  Jr..  MD, 

President,  Texas  Medical  Association 

Thomas  R.  Reardon,  MD 

Chair,  Board  of  Trustees,  Amencan  Medical  Association 

William  R.  Archer  111,  MD 
Commissioner  of  Health , Texas  Department  of  Health 

Reed  V.  Tiickson,  MD 

Group  Vice  President  for  Professional  Standards 
American  Medical  Association 

John  W.  Burnside,  MD 

Chair,  Council  on  Scientific  Affairs , Texas  Medical  Association 

The  Honorable  Charles  Norwood 
U.S.  Representative,  1 0th  Congressional  District  of  Georgia 

Robert  C.  Ginnett,  PhD 

Senior  Fellow  in  Applied  Research,  Center  for  Creative  Leadership 

Special  Benefits 

Dawn  Duster:  “Avoiding  Fraud  and  Abuse  Pitfalls  in 
Your  Practice”  with  attorneys  Gary  Eiland  and  Robert  Provan 

Luncheon  compliments  of  TMA  Insurance  Trust 

AMA  PRA  Category  1 credit  approved 

1998  TMA  Strategic  Planning  Conference 

Free  registration  for  TMA  members 

Make  Plans  Now  to  Attend! 

For  more  information,  call  Texas  Medical  Association 
at  (800)  880-1300,  ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA’s  web  site  at  www.texmed.org. 


TexasMedical 

Association 


to  identify  areas  needing  improve- 
ment, to  initiate  efforts  to  eliminate 
immunization  barriers,  and  to  estab- 
lish a system  to  remind  parents  when 
vaccinations  are  due. 

The  Texas  Department  of  Health 
honored  the  Scott  & White  Health 
Plan  for  its  educational  efforts  to  in- 
crease immunizations. 


Blood  substitute  may  save  lives 

Scientists  at  Baylor  College  of 
Medicine  are  trying  to  deter- 
mine if  a blood  substitute  could 
prevent  deaths  and  treat  harmful  side 
effects  caused  by  severe  blood  loss. 

Baxter  Healthcare  Corporation, 
the  study  sponsor,  makes  the  blood 
substitute  from  expired  human  red 
blood  cells.  The  substitute  contains 
oxygen-carrying  hemoglobin  and 
might  save  critical  time  in  stabilizing 
trauma  patients  because  it  does  not 
have  to  match  patients’  blood  types. 

UT  Southwestern  continues 
exercise  research 

For  the  sixth  time,  the  National 
Institutes  of  Health  has  re- 
newed funding  for  a compre- 
hensive 37-year-old  exercise  study  at 
The  University  of  Texas  Southwest- 
ern Medical  Center  at  Dallas. 

The  longest-running  program 
project  grant  at  UT  Southwestern 
will  use  this  new  wave  of  funding  to 
support  a 5-year,  $9.2  million  study 
titled  "Response  and  Adaptation  to 
Exercise." 

Five  teams  of  researchers  at  UT 
Southwestern  will  investigate  the  phys- 
iological and  biochemical  processes  oc- 
curring in  skeletal  muscle,  the  heart, 
and  blood  vessels  during  exercise  to 
better  understand  some  important 
pathological  conditions  such  as  hyper- 
tension and  congestive  heart  failure. 
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By  Johanna  Franke 

The  site  everyone’s  talking  about 

If  you  haven’t  visited  the  Medical  Burnout  Home  Page  at  http://home.earth- 
link.net/~austintxmd/  yet,  your  colleague  probably  has.The  popular  site  contains 
managed  care  information  compiled  by  “Ben  Dover,  MD,”  the  site’s  anonymous 
Webmaster  who  claims  to  be  an  Austin  physician  and  TMA  member. 

Dr  Dover  says  in  the  site’s  introduction, “For  over  twenty  years  I have  loved 
being  a doctor  . . . Nowadays  I drive  to  work  each  morning  with  a heavy  heart 
and  a knot  in  my  stomach,  dreading  the  day,  filled  with  resentment  about 
what’s  being  done  to  my  profession  by  the  medical  insurance  industry  and 
wondering  what  the  next  bad  news  will  be.’’ 

The  Medical  Burnout  Home  Page  includes  sections  titled  “Doctors  Are  the 
GOOD  GUYS,’’  “It’s  Not  Insurance  Any  More,”  and  “PPO  or  HMO  — Both  are 
BAD  GUYS.”  Though  TMA  does  not  endorse  Dr  Dover’s  number-crunching, 
the  site  is  newsworthy. 

HARP  to  the  rescue 

Physicians,  patients,  and  attorneys  who  want  to  establish  the  liability  of  managed 
health  care  organizations  and  nursing  facilities  for  the  consequences  of  their  de- 
cisions are  turning  to  the  Health  Administration  Responsibility  Project  (HARP). 

Surf  the  HARP  site  at  www.harp.org  for  an  update  on  pending  federal  bills, 
to  learn  the  ins  and  outs  of  mandatory  arbitration,  and  to  explore  relevant 
cases  and  other  helpful  sites. 

In  addition,  the  site  includes  a listserv,  with  which  questions  and  ideas  can 
be  posted  and  discussed.  HARP  site  visitors  can  comment  on  HARP’s  political 
agenda  as  well  as  find  out  how  to  donate  to  a legal  aid  society  for  patients  in- 
jured by  their  health  maintenance  organizations. 

Introducing  the  TMA  All-Star  Team 

Through  the  Texas  Physician  Services  Organization  (TPSO),  TMA  has  joined 
forces  to  develop  a management  services  organization  with  its  sister  compa- 
nies, Texas  Medical  Association  Insurance  Trust,  Texas  Medical  Liability  Trust, 
and  Texas  Medical  Foundation.  Services  available  include  contract  data  man- 
agement for  IPAs  and  networks,  third  party  administration,  consulting  services, 
credentialing,  utilization/quality  review,  risk  management  programs,  and  insur- 
ance products. To  learn  more  about  theTMA  All-Star  Team,  visit  the  TPSO  sec- 
tion under  “Business  of  Medicine”  onTMA’s  Web  site  at  www.texmed.org. 

Next  month’s  column  will  be  a continuation  of  January’s  county  medical  soci- 
ety site  profiles  and  will  highlight  the  Harris, Tarrant,  and  Travis  county  sites. 

MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas 
physicians.The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Good  Physicians  Base 
their  Decisions  on  Facts. 


Frontier  Only  Deals  with  the  Facts 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

[ZS2ZB  Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  [ZI3KO  Frontier’s 
financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.Qi^SZES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  853-9502.  If  calling 
from  Houston  (713)  627-9100. 


§/o 

^ m group,  inc. 

11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON, TEXAS  77046 
FAX:  713-627-9145 


A Market  Leader  in  Professional  Liability  Insurance 
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By  Larry  BeSaw 

PacifiCare  ofTexas 
launched  the  Express  Re- 
ferrals program  in  San 
Antonio  in  January.  It  al- 
lows primary  care  physi- 
cians to  send  patients 
directly  to  specialists 
within  their  practice 
groups.  PacifiCare  has 
contracted  with  physi- 
cians at  20  medical 
groups  to  refer  patients 
to  physicians  in  1 5 special- 
ties, including  cardiology, 
dermatology,  gastroen- 
terology, neurology,  oncol- 
ogy, and  urology. 

A study  by  the  actuarial 
and  consulting  firm  of 
Milliman  & Robertson 
shows  that  monthly 
HMO  book  premiums  in 
Texas  were  $ 1 27.0 1 , 
which  is  $3  less  than  the 
national  average. That  re- 
flects the  average 
amount  Texas  HMOs 
charged  per  member  per 
month  to  meet  budgeted 
revenue  figures. 

Twenty-six  Austin  area 
surgeons  have  left  Blue 
Cross  Blue  Shield’s  PPO 
network.  Blue  Choice,  af- 
ter the  insurer  demanded 
they  take  a pay  cut.  Al- 
though Blue  Cross  de- 


clined to  say  how  large  a 
cut  was  sought,  a 
spokesperson  for  the 
physicians  says  it  averaged 
40%  and  in  some  cases, 
50%.  Blue  Cross  says  the 
cut  is  necessary  to  remain 
competitive.  (Austin 
Amehcan-Statesman ) 

Eleven  Houston  surgeons 
have  formed  Texas  Surgi- 
cal Associates,  specializ- 
ing in  cardiovascular 
surgery. 

Tandem  Capital,  of 
Nashville,  has  completed 
its  $5  million  investment 
in  Austin’s  Clinicor,  a clin- 
ical research  service  firm. 

VITAS  Healthcare  Corp, 
of  Miami,  has  opened  its 
first  inpatient  hospice  unit 
in  Tarrant  County  at  All 
Saints  Episcopal  Hospital. 

Dallas-based  American 
Physician  Partners,  Inc, 
raised  about  $36  million 
from  its  initial  public  stock 
offering  in  November. 
(Dallas  Business  Journal) 

FPA  Medical  Manage- 
ment, of  San  Diego,  has 
agreed  to  purchase 
Avanti  Health  Systems  of 
Texas.  Avanti  manages 
University  Medical  Group, 


which  provides  services  to 
more  than  50,000  NYL- 
Care  members  in  Hous- 
ton and  Dallas. 

OMNA  Medical  Partners, 
of  Boca  Raton,  Fla,  has 
completed  a merger  with 
CARUS  Medical  Practice 
Partners,  of  Dallas. 
CARUS  provides  neuro- 
musculoskeletal  physician 
management  services  in 
the  southwest. 

Weatherby  Health  Care, 
a Connecticut  physician 
recruitment  firm,  has 
opened  an  office  in  Dallas. 

Universal  American  Fi- 
nancial Corp,  of  Brew- 
ster, NY,  has  completed 
its  acquisition  of 
Dallas-based  American 
Exchange  Life  Insurance. 

Prudential  Healthcare  has 
laid  off  45  employees  in 
Houston.  About  20  addi- 
tional employees  were 
laid  off  in  El  Paso,  Amar- 
illo, Dallas,Tyler,  and  Lub- 
bock. A Prudential 
spokesperson  says  the  lay- 
offs were  the  result  of  the 
company’s  poor  financial 
performance  last  year. 
(Houston  Business  journal) 

Prime  Medical  Services, 


of  Austin,  was  granted  an 
unrestricted  license  to 
provide  thermotherapy 
services  for  treating  be- 
nign prostatic  hyperpla- 
sia to  hospitals  and 
surgery  centers  in  South- 
ern California. 

Matrix  Rehabilitation,  a 
physical  therapy  outpa- 
tient firm,  has  purchased 
the  Physical  Ergonomics 
Rehabilitation  Center. 
Both  are  in  Dallas. 

Two  of  the  largest  non- 
profit health  care  sys- 
tems in  Dallas,  Baylor 
Health  Care  System  and 
Texas  Health  Resources, 
are  discussing  a possible 
merger.  Such  a merger 
would  represent  26  hos- 
pitals in  the  Dallas-Fort 
Worth  area  and  more 
than  $3  billion  in  assets. 
(Dallas  Morning  News) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,  Austin, TX  78701;  fax 
(512)  370-1632;  e-mail 
larry  b@texmed.org. 
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IN  1 992,  THE  General  Accounting 
Office  estimated  that  10%  of  all  health  care 
claims  were  a result  ol  fraud  or  abuse  — a stag- 
gering $100  billion  of  the  $1  trillion 
annual  US  health  care  budget.  The  en- 
suing debate  over  the  accuracy  of  this 
estimate  revealed  a more  shocking 
fact;  No  statistically  valid  audit  of 
fraud  had  ever  been  performed  of  any 
health  care  benefit  program  — whether 
private  or  public. 

Unless  a problem  can  be  accurately 
measured,  it  can  never  be  solved.  This 
year,  for  the  first  time,  the  US  Depart- 
ment of  Health  and  Human  Services 
(HHS)  completed  a fraud  audit  based 
on  a statistically  valid  selection  of  several  thousand 
Medicare  claims.  The  auditors  focused  only  on  whether 
the  billed  treatment  was  medically  necessary  and  covered 
by  Medicare.  They  found  that  14%  of  all  paid  Medicare 
claims  should  have  been  denied,  which  adds  up  to  an  an- 
nual loss  to  Medicare  alone  of  at  least  $23  billion.  If  this 
percentage  applies  systemwide,  that  $ 1 00  billion  estimate 
may  have  understated  the  problem. 

In  general,  outright  fraud  by  physicians  is  relatively 
rare.  Physicians,  who  have  undergone  many  years  of 
education  and  training,  can  in  large  part  be  trusted  to 
bill  truthfully  and  accurately.  Although  physician 
fraud  may  be  increasing  now  as  physicians  face  severe 
cuts  in  income,  it  is  still  true  that  on  average,  very  few 
physicians  engage  in  criminal  billing  conduct. 

However,  in  a world  where  bills  are  largely  paid  on 
their  face  value,  physicians  must  act  as  frontline  troops 
in  the  battle  against  health  care  fraud  and  abuse  others 
commit.  Virtually  all  health  benefit  programs,  whether 
private  or  public,  rely  on  doctors  to  determine  what  is 
medically  necessary,  and  without  a doctor’s  determina- 
tion of  medical  necessity,  no  one  gets  paid. 

Unlike  what  is  required  to  practice  medicine,  few,  if 
any,  professional  qualifications  are  necessary  to  set  up  a 
home  health  agency  or  a durable  medical  equipment 
(DME)  company.  DME  companies  have  been  able  to 
simply  call  the  National  DME  Supplier’s  Clearing 
House,  make  a nominal  payment  to  get  a provider  num- 
ber, and  start  billing.  About  the  only  meaningful  control 
the  system  provides  is  a physician’s  determination  that  a 

Mr  Coggins  is  US  attorney  for  the  Northern  District  of  Texas. 
Mr  Winn  is  an  assistant  US  attorney.  The  authors  ivould  like  to  thank 
Thomas  Kurt,  MD,  MPH,  a member  of  the  Texas  Health  Care  Fraud 
Assocation,  for  his  assistance  in  preparing  this  article. 


patient  is  homebound  and  that  treatment  or  equipment 
is  medically  necessary.  Unfortunately,  to  date  this  has  af- 
forded insufficient  protection. 

DME  and  home  health  suppliers  have 
had  little  trouble  obtaining  signed  certifi- 
cations of  medical  necessity  (CMNs), 
and  have  found  physicians  who  are  either 
careless  about  what  they  sign,  are  cor- 
rupt, or  are  corruptible.  DME  suppliers 
have  also  been  known  to  intimidate 
physicians,  refusing  to  leave  their  offices 
until  they  agree  to  sign  the  forms.  How- 
ever, doctors  who  observe  their  peers  co- 
operating with  such  unscrupulous 
medical  providers  have  been  reluctant  to 
report  them  to  peer  review  organizations. 
Often,  investigators  hear  physicians  rationalize  signing 
questionable  treatment  plans  by  saying  that  if  they  did  not 
do  so,  another  physician  down  the  road  would. 

Fraudulent  schemes  perpetrated  by  DME  companies 
are  legion.  Often,  a supplier  will  deliver  a cheaper  version 
of  something  a physician  prescribes  and  bill  for  a more 
expensive  item.  Or,  unless  a physician  specifies  a lower- 
cost  item,  many  unscrupulous  companies  routinely  order 
the  most  expensive  one.  Lymphedema  pumps  are  favored 
for  this  kind  of  fraud  because  one  version  costs  about 
$5,000  and  another,  only  $200.  According  to  claims 
processors,  the  frequency  with  which  a more  expensive 
item  is  billed  greatly  exceeds  the  proportion  of  cases  in 
which  that  version  would  normally  be  prescribed. 

One  regional  DME  claims  processor  recently  con- 
ducted a random  review  of  past  claims  for  4,000  glucose 
monitors  — all  paid  for  by  Medicare.  In  more  than  30% 
of  the  cases,  the  patients  had  never  even  been  diagnosed 
with  diabetes.  Nevertheless,  all  of  the  claims  had  sup- 
porting CMNs  purportedly  signed  by  physicians. 

Home  health  companies  are  just  as  bad.  A recent 
audit  by  the  Health  and  Human  Services  Office  of  the 
Inspector  General  (HHS-OIG)  showed  that  a stagger- 
ing 40%  of  claims  for  home  health  care  were  improper. 
Either  the  patients  were  not  truly  homebound,  services 
were  not  medically  necessary,  treatment  was  billed  but 
there  was  no  evidence  it  was  provided,  or  there  was  in- 
adequate physician  authorization  for  services. 

As  fraud  and  abuse  eats  away  at  our  health  care  sys- 
tem, the  government  has  started  placing  greater  em- 
phasis on  law  enforcement.  The  Department  of  Justice 
has  made  prosecuting  health  care  fraud  its  second 
highest  priority  after  violent  crime. 

Efforts  to  root  out  health  care  fraud  and  to  prose- 
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cute  offenders  were  given  a tremendous  boost  with 
passage  of  the  Kennedy  Kassehaum  Act  in  August 
1996.  Also  known  as  the  Health  Insurance  Portability 
and  Accountability  Act,  it  not  only  created  new  laws 
that  make  it  easier  to  prosecute  thieves,  it  also  vastly 
increased  government  funding  for  enforcement  pro- 
grams. In  1995,  the  government  allotted  $32  million 
to  this  cause,  but  Kennedy  Kassebaum  added  $104 
million  in  1997  and  gave  the  FBI  another  $47  million. 

Under  Kennedy  Kassebaum,  health  care  fraud  has 
become  a federal  crime.  Before,  prosecutors  would 
have  to  piece  together  state  and  federal  laws  to  make 
criminal  cases  against  thieves.  Kennedy  Kassebaum  ba- 
sically said  any  fraudulent  scheme  against  any  payer  is 
a federal  civil  or  criminal  violation.  For  enforcement 
purposes,  no  distinction  is  made  between  government 
and  private  health  plans. 

The  acts  new  criminal  provisions  include  a federal 
health  care  fraud  offense,  a federal  false  statement  of- 
fense, and  new  embezzlement  and  obstructions  statutes. 
Forfeiture  and  money-laundering  statues  have  also  been 
expanded  to  expressly  include  crimes  within  health  care. 

But  Kennedy  Kassebaum  also  expanded  civil  remedies 
the  government  can  use  to  prosecute  health  care  fraud. 
For  instance.  Congress  addressed  the  problem  of  doctors 
being  too  willing  to  certify  home  health  patients  as  being 
homebound  by  implementing  a new  penalty  for  falsely 
certifying  eligibility.  If  physicians  just  sign  certifications 
without  adequate  review,  they  are  taking  a substantial 
risk.  The  white-hat,  empty-head  defense  commonly  used 
in  the  past  will  not  work  anymore,  and  our  office  has  ini- 
tiated new  investigations  into  several  physicians  who  ap- 
pear to  be  particularly  abusive  in  this  respect. 

With  so  little  funding  in  the  past,  government  in- 
vestigators had  always  been  forced  to  focus  mainly  on 
building  criminal  cases  in  health  care  fraud.  As  a con- 
sequence, most  fraudulent  behavior  in  the  health  care 
system  was  designed  to  avoid  criminal  penalties.  Be- 
cause even  slight  ambiguity  or  uncertainty  in  billing 
often  constituted  a bar  to  criminal  prosecution  because 
of  the  high  “beyond  a reasonable  doubt”  standard,  of- 
fenders tended  to  occupy  any  gray  area  where  doubt 
existed  in  the  billing  rules.  Offenders  could  push  the 
edge  of  the  envelope  and  engage  in  more  and  more 
abusive  behaviors,  such  as  kickback  arrangements, 
stopping  just  short  of  what  would  trigger  a criminal 
prosecution.  But  now  that  it  has  more  resources,  the 
Department  of  Justice  has  placed  a renewed  emphasis 
on  civil  enforcement  of  health  care  fraud,  and  with  the 
introduction  of  more  civil  enforcement,  the  govern- 


ment for  the  first  time  can  push  back. 

Under  the  Civil  False  Claims  Act,  an  offender  is 
subject  to  triple  damages,  plus  civil  monetary  penalties 
ranging  from  $5,000  to  $10,000  for  each  false  claim. 
Given  that  the  average  health  care  claim  is  less  than 
$1,000  and  the  average  case  involves  hundreds  of  false 
claims,  defendants  can  often  face  bankruptcy.  Further, 
civil  remedies  also  include  suspension  of  payments  and 
exclusion  from  the  program  — a “death  penalty”  for  a 
provider.  Faced  with  these  potential  penalties,  most 
defendants  quickly  reach  settlements.  There  are  more 
than  50  open  investigations,  and  we  expect  to  soon  an- 
nounce several  settlements  of  more  than  $1  million. 

Ultimately,  however,  increased  law  enforcement 
neither  can  nor  should  be  the  answer  to  health  care 
fraud.  Health  care  providers,  especially  physicians, 
must  become  more  vigilant  in  policing  their  own  pro- 
fession. Many  physicians  suspect  or  know  of  other 
physicians  in  their  community  who  are  involved  in 
questionable  activities.  However,  these  physicians  have 
not  traditionally  felt  it  was  their  place  to  report  their 
suspicions  to  the  authorities. 

In  part,  because  hospitals,  doctors,  nursing  homes, 
and  other  medical  providers  such  as  drug  companies 
and  medical  equipment  companies  have  not  taken  se- 
riously their  obligation  to  carefully  monitor  fraud  and 
abuse  in  the  system,  the  very  underpinnings  of  fee-for- 
service  medicine  are  now  being  threatened. 

If  a culture  that  tolerates  fraud  and  abuse  does  not 
change,  it  is  inevitable  that  managed  care  or  capitated 
health  programs  will  replace  the  fee-for-service  model 
entirely.  In  our  opinion,  managed  care  emerged  more 
for  its  lack  of  fraud  and  abuse  incentives  than  for  its 
treatment  efficiencies.  In  fact,  the  growth  of  managed 
care  may  have  worsened  fraud  and  abuse  within  fee- 
for-service  medicine.  Fraudulent  providers  with  fewer 
and  fewer  private  fee-for-service  payers  have  turned 
more  and  more  attention  to  Medicare,  Medicaid,  and 
other  traditional  fee-for-service  programs.  Those  pro- 
grams appear  to  be  experiencing  an  increased  number 
of  fraudulent  claims.  This,  in  turn,  increases  cost  and 
lack  of  affordability  of  fee-for-service  programs  and 
accelerates  the  movement  toward  managed  care.  If 
this  process  continues  unchecked,  fee-for-service 
medicine  will  die  in  a paroxysm  of  fraud  and  abuse. 
Physicians  will  ultimately  lose  their  position  as  ar- 
biters of  medical  necessity  to  managed  care  adminis- 
trators and  to  juries  and  lawyers.  Only  if  physicians 
and  other  medical  professionals  enlist  in  the  fight 
against  fraud  and  abuse  can  this  be  avoided. 
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Join  the 
Festivities! 

POSTGRADUATE  COURSE 
APRIL  18-19,  1998 

50TH  ANNUAL  MEETING 
APRIL  19-22,  1998 

HYATT  REGENCY  HILL 
COUNTRY  RESORT 


SAN  ANTONIO,  TEXAS 


CELEBRATING  A TRADITION  OF  EXCELLENCE 

You  are  cordially  invited  to  SWSC's  50*^  Annual  Meeting  and  Anniversary 
Celebration,  April  1 9-22,  at  the  Hyatt  Regency  Hill  Country  Resort,  San  Antonio. 

Set  in  a first<lass  resort  setting,  SWSC  celebrates  its  golden  year  by  offering  you  gala  festivities 
and  an  outstanding  educational  program  featuring: 

• Samuel  A.  Wells,  Jr.,  MD  - Claude  H.  Organ  Jr.  Honorary/Novarf/s  Nutrition  Lectureship 

• Courtney  M.  Townsend,  Jr.,  MD  - Edgar  J.  Poth  Memorial/W.L.  Gore  & Associates  Inc.  Lectureship 

• Alden  H.  Harken,  MD  - Thomas  G.  Orr  Memorial  Lectureship 

• Mini-workshops,  scientific  sessions  and  case  reports  on  topics  including  vascular,  laparoscopy, 
endocrine,  cardiothoracic,  oncology,  abdominal  and  gastrointestinal,  and  trauma 

• Hands-on  and  didactic  Postgraduate  Course  — Present  and  Future:  Laparoscopic  Surgery 

• Special  guests  including  Michael  DeBakey,  MD,  and  other  past  SWSC  leaders 

Coming  Home  to  Texas 

SWSC  has  strong  ties  to  Texas  and  its  rich  and  colorful  history  has  included  many  leaders  from  the 
lone  star  state.  SWSC's  first  Annual  Meeting  was  held  in  Texas  50  years  ago.  Today,  Texas  represents 
a strong  voice  in  SWSC  with  more  than  350  members.  Take  advantage  of  this  close-to-home  educational 
opportunity  and  join  your  colleagues  in  a special  tribute  to  SWSC's  extraordinary  history. 

If  you  are  not  already  an  SWSC  Fellow,  join  today  to  receive  a new  member  discount  on  your  annual 
meeting  registration.  If  you  want  more  membership  or  annual  meeting  information,  call  3 1 2/527-6667,  or 
visit  our  website  at  www.swscongress.org. 
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401  North  Michigan  Avenue 
Chicago,  IL  6061  1-4267 
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TMA  FOUNDATION  FIFTH  ANNUAL  BENEFIT 


April  24,  1998 

During  TexMed  *98 


Four  Seasons 
'ifr  Hotel  Austin 


Casino,  Fortune  Tellers 
Magicians,  & More!  ^ 

Dinner,  Dancing, 
...  Silent  Auction! 


Don^t  miss  the  magic! 

Call  (800)  880- 1 300,  ext.  1 466  for  ticket  information. 


Educational  Showcase  & Expo 


''(elebra+e  the  Faftiily  of  Medicine" 

THE  GENERAL  SESSION 
THURSDAY,  APRIL  23  • 1 :30-4:30  PM 

Three  compelling 
speakers  will  explore 
the  possibilities  of... 

Giving  - 

Susan  Benner,  a “true  friend”  who  donated  a kidney  to  a high  school  classmate  she  had  not  seen  in 
more  than  33  years,  will  present  her  moving  personal  message  on  the  miracle  of  organ  donation. 

Putting  the  "€nre"  back  in  heaith  €are  - 

Dr.  Larry  McCullough,  of  Baylor  College  of  Medicine’s  Ethics  Center,  will  present 
“The  Caring  Physician:  A Moral  Life  of  Service  as  a Fiduciary  Professional.” 

Eievating  the  human  spirit  and 
the  importanse  at  tamiiy  - 

Dr.  Beck  Weathers,  survivor  of  a May  1996  disastrous  chmb  on  Mt.  Everest, 
will  discuss  his  survival  and  the  resulting  change  in  his  perspective  on  hfe. 

Questions?  Call  Paula  Rigling  at  (800)  880-1300,  ext.  1450,  or  (512)  370-1450,  or 
e-mail  her  at  paula_r@texmed.org.  For  further  details  plus  registration  and  housing  forms, 
watch  for  the  advance  program  of  TexMed  ’98,  coming  by  mail  in  mid-February! 

Join  us  in  Austin  April 23-26 for  TexMed  ’98: 
the  Texas  medical  meeting  you  can’t  afford  to  miss! 
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ost  of  US  give  little  thought  to  the  space  pro- 
gram. We  have  long  since  gotten  over  the  ex- 
citement and  euphoria  of  seeing  men  and 
women  in  space.  Gone  are  the  days  when  we 
sat  glued  to  our  televisions  to  watch  the  ex- 
ploits of  John  Glenn  and  Neil  Armstrong  and 
their  fellow  Mercury  and  Apollo  astronauts. 
Except  when  things  go  wrong,  such  as  last  year’s  fire  and 
other  problems  on  board  the  Russian  space  station  Mir,  or 
the  November  retrieval  of  the  wayward  Spartan  satellite  by 
the  Golumbia  space  shuttle  crew,  most  news  coverage  of 
space  missions  is  buried  in  the  back  pages  of  the  newspapers 
and  relegated  to  a few  seconds  on  the  evening  television  news. 

Yet  National  Aeronautics  and  Space  Administration 
(NASA)  astronauts,  physicians,  and  engineers,  along  with  re- 
searchers at  universities,  medical  schools,  and  private  compa- 
nies in  Texas  and  throughout  the  United  States,  are  involved 
in  research  that  has  already  changed  medicine  and  has  the  po- 
tential to  revolutionize  the  way  patients  are  treated. 

“The  space  program  has  had  a major  impact  on  medical 
care.  Many  physicians  are  using  technology  that  came  from 
the  exploration  of  space  without  realizing  that  is  the  case,” 
said  Sam  L.  Pool,  MD,  chief  of  the  medical  sciences  divi- 
sion at  NASA’s  Johnson  Space  Center  in  Clear  Lake,  near 
Houston.  “Most  of  the  impact  on  daily  medicine  is  felt  pri- 
marily in  hospitals.  Much  of  the  intensive  monitoring 
equipment  used  in  hospitals  can  be  traced  to  monitoring 
equipment  developed  for  space  missions.” 

For  example,  technology  allowing  physicians  to  easily 
detect  tiny  spots  in  breast  tissue  using  a needle  for  biopsy, 
rather  than  surgery,  was  developed  originally  to  allow  the 
Hubble  Space  Telescope  to  map  distant  stars. 

While  a medical  student.  Dr  Pool  served  as  an  experi- 
mental subject  in  the  development  of  the  cardiographic 
equipment  used  when  Alan  B.  Shephard  became  the  first 
American  in  space  during  his  suborbital  Mercury  flight  in 
May  1961.  The  equipment  used  was  the  old  Sanborn 
Lightrighter,  an  elaborate  and  bulky  system  that  had  to  be 
flown  in  a plane  to  monitor  the  test  subject’s  heart.  By  the 
time  he  joined  NASA  in  1978,  Dr  Pool  was  shocked  to 
learn  the  system  had  been  refined  and  reduced  to  an  in- 
strument no  larger  than  a package  of  cigarettes.  More  im- 
portantly, scientists  had  learned  to  transmit  the  data  over 
long  distances  using  a portion  of  the  voice  channel. 

The  upshot  of  NASA’s  research  into  heart  monitoring  of 
astronauts  during  spaceflights,  he  says,  “is  the  realization 
that  they  could  monitor  people  on  the  ground  in  intensive 
care  units  and  other  environments.”  That  advance  played  a 
major  role  in  the  development  of  telemedicine. 

In  September,  NASA  demonstrated  advanced  telemedi- 
cine technology  developed  for  use  in  monitoring  astro- 
nauts’ heart  function  on  the  International  Space  Station. 
That  technology  can  make  the  expertise  of  physicians  at 


major  medical  centers  available  to  rural  and  medically  un- 
derserved areas.  Real-time  displays  of  echocardiographic 
video  images  were  transmitted  from  NASA’s  Lewis  Re- 
search Center  in  Cleveland  to  its  Ames  Research  Center  in 
Mountain  View,  Calif,  via  the  NASA  Research  and  Educa- 
tion Network  (NREN).  Scientists  hope  NREN  can  pave 
the  way  for  a national  communications  network. 

James  Thomas,  MD,  of  the  Cleveland  Clinic  Founda- 
tion, says  he  was  “very  pleased”  with  the  diagnostic  quality 
of  images  that  were  transmitted,  and  early  results  support 
the  belief  that  high-speed  networks  hold  great  promise  on 
Earth  as  well  as  in  space. 

A small  rural  clinic  may  have  access  to  an  echocardio- 
graphic machine,  but  not  to  a staff  cardiologist  or  a techni- 
cian trained  in  its  operation.  But,  if  the  clinic  were 
connected  to  a major  metropolitan  medical  facility  through 
a high-speed  communications  network,  a trained  techni- 
cian could  carry  out  the  procedure  under  the  supervision 
and  guidance  of  an  echocardiography  specialist. 

Down-to-Earth  applications 

The  NASA  life  sciences  research  program’s  budget 
of  $56.1  million  a year  and  the  spin-offs  from 
space  exploration  are  saving  lives.  Nowhere  is 
that  more  evident  than  at  Children’s  Hospital  of 
Wisconsin  in  Milwaukee,  where  Harry  Whelan, 
MD,  is  using  special  lighting  technology,  devel- 
oped for  NASA’s  commercial  plant  growth  ex- 
periments in  space,  to  treat  cancer  patients. 

The  technique  Dr  Whelan  uses  is  called  photodynamic 
therapy,  in  which  tiny  pinhead-sized  light-emitting  diodes 
(LEDs)  are  used  to  activate  light-sensitive,  tumor-treating 
drugs.  Experiments  indicate  that  when  the  drug  Photofrin 
II  is  illuminated  with  LEDs,  tumors  are  destroyed  more  ef- 
fectively than  with  conventional  surgery. 

The  compact  light  source,  which  consists  of  144  of  the 
diodes,  is  the  size  of  a small  human  finger,  about  a half-inch 
in  diameter.  The  entire  light  source  and  cooling  system  is 
no  larger  than  a medium  suitcase.  Developed  by  Quantum 
Devices  of  Barneveld,  Wis,  under  a contract  with  NASA’s 
Small  Business  Innovation  Research  Program,  the  LEDs 
were  intended  for  experiments  in  growing  food.  They  were 
used  on  NASA’s  second  Microgravity  Spacelab  mission  in 
October  1995  as  part  of  the  Astroculture  Plant  Growth  Fa- 
cility. In  the  new  application,  the  LEDs  form  the  tip  of  a 9- 
inch  neural  probe.  “This  new  probe  illuminates  through  all 
nearby  tissues,”  said  Dr  Whelan,  a pediatric  neurologist. 
“We’ve  used  lasers,  too,  but  they  are  often  unreliable  and 
have  limited  color  spectrum.  Lasers  are  also  very  expensive 
and  lose  power  in  their  fiber-optic  cables.” 

Dr  Whelan  has  obtained  US  Food  and  Drug  Adminis- 
tration (FDA)  approval  to  use  the  LED  probe  on  a trial  ba- 
sis in  removing  children’s  brain  tumors.  Photofrin  II  is 
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injected  into  tlie  patient's  hloodstreani  and  attaches  to  the 
tumor  tissue,  leaving  the  surrounding  tissue  unaffected.  Dr 
Whelan  then  places  the  solid-state  LEI)  probe  near  the  af- 
fected tissue  to  illuminate  the  tumor  and  activate  the  drug. 
Once  activated,  the  drug  destroys  the  tumor  cells  and  leaves 
surrounding  brain  stem  tissue  virtually  untouched. 

“The  LED  technology  developed  by  NASA  offers  new 
hope  to  children  with  cancer,”  Dr  Whelan  said.  “Every  one 


of  our  patients  will  be  a critical  case  with  no  hopeful  alter 
natives.  We  think  this  new  probe  will  help  give  children 
with  tumors  a chance  to  live  healthy,  happy  lives.” 

Two  other  developments  in  space-related  medical  re- 
search may  have  tremendous  implications  for  patients  with 
diabetes  and  heart  disease. 

The  first  is  a possible  cure  for  Lype  I diabetes,  thanks  to 
biotechnical  research  in  NASA’s  bioreactor,  a device  devel- 


Space  research 
has  many  medical 
implications 

Research  associated  with  space  exploration  has  already 
given  physicians  many  tools  for  treating  their  patients. 
Computerized  tomography  and  magnetic  resonance  imag- 
ing were  developed  from  satellite  image-enhancement 
techniques.  Electronics  and  miniaturization  research  sup- 
ported by  NASA  spawned  cardiac  pacemakers,  defibrilla- 
tors, implantable  medication  pumps,  and  portable 
electrocardiogram  (ECG)  devices.  Furthermore,  emer- 
gency medical  crews’  ability  to  transmit  ECG  readings  to 
hospital  emergency  departments  came  from  NASA’s  dis- 
covery of  how  to  transmit  voice  and  data  signals  on  a sin- 
gle radio  frequency.  Future  space-related  research  may 
have  an  even  bigger  impact.  Here  are  some  examples; 

• Delivery  of  babies  could  become  safer  as  a result  of  re- 
search at  the  Marshall  Space  Flight  Center  in 
Huntsville,  Ala.  Scientists  there  are  working  to  reduce 
the  risk  of  instrument-assisted  deliveries  by  using  com- 
posite materials  to  make  safer  forceps.  Fiber-optic  sen- 
sors embedded  in  the  composite  material  during  the 
manufacturing  process  will  allow  physicians  to  moni- 
tor the  forces  on  the  baby  throughout  the  delivery, 
which  is  not  possible  with  metal  forceps.  Composite 
material  will  help  ensure  that  a safer  distribution  of 
pressure  will  be  applied  to  the  infant.  The  research  be- 
gan after  Marshall’s  Technology  Transfer  Oflfice  re- 
ceived a request  for  technical  assistance  from  Jason  H. 
Collins,  MD,  of  the  Collins  Clinic  in  Slidell,  La.  The 
clinic  will  clinically  qualify  the  new  forceps. 

• Improved  methods  for  measuring  intracranial  pres- 
sure (ICP)  are  being  tested  at  NASA’s  Ames  Research 
Center  in  Mountain  View,  Calif.  NASA  physicians 
are  developing  two  diagnostic  devices  they  hope  will 


help  them  determine  if  ICP  contributes  to  astronauts’ 
headaches,  nasal  congestion,  and  space  motion  sick- 
ness, which  may  also  benefit  head  trauma  victims. 
The  devices  are  noninvasive  and  could  replace  inva- 
sive surgical  procedures  to  implant  pressure  sensors. 
NASA  is  working  with  the  National  Institutes  of 
Health  and  the  National  Eye  Institute  to  explore  the 
use  of  a NASA-developed  laser  light  scattering  diag- 
nostic probe  for  early  detection  of  cataracts,  diabetic 
retinopathy,  and  inflammatory  diseases  of  the  eye. 
Without  having  to  penetrate  the  eye,  the  fiber-optic 
probe  — which  is  about  the  size  of  pencil  — allows 
physicians  to  study  the  eye’s  lens  and  anterior  and 
posterior  chambers.  It  can  help  detect  protein  crys- 
tals suspended  in  the  fluid  inside  the  eyes,  which 
ophthalmologists  suspect  lead  to  cataracts. 

Brain  surgery  could  be  enhanced  by  a robotic  probe 
that  “learns”  the  physical  characteristics  of  the  brain 
and  gives  neurosurgeons  finer  control  of  surgical  in- 
struments. In  a procedure  being  developed  at  the  Ames 
Research  Center,  the  probe  uses  the  same  type  of  neural 
net  software  that  helps  focus  camcorders  to  enter  the 
brain  and  gently  locate  the  edges  of  tumors  while  pre- 
venting damage  to  arteries.  The  speed  and  maximum 
pressure  are  controlled  by  a “smart”  computer  program 
that  continues  to  learn  as  it  gains  more  experience.  If  it 
hits  an  artery,  the  probe  stops  before  penetrating  it.  De- 
velopment of  the  probe  stems  from  NASA  research 
into  its  use  for  performing  emergency  surgery  on  as- 
tronauts during  long-duration  spaceflight. 

A knee  brace  that  is  a spin-off  from  technology  used 
in  developing  propulsion  systems  at  Marshall  may 
help  patients  recover  from  strokes  and  knee  injuries. 
The  Selectively  Lockable  Knee  Brace,  now  in  field 
testing,  could  mean  quicker  and  less  painful  rehabil- 
itation by  allowing  movement  of  the  knee,  instead  of 
locking  it  in  a rigid,  straight-leg  position,  as  current 
knee  braces  do.  Designed  to  help  patients  who  have 
lost  muscle  control  from  the  thigh  down  due  to 
stroke  or  accident,  the  brace  allows  the  knee  to  bend 
when  weight  is  not  on  the  heel.  Once  weight  is 
placed  on  the  heel,  the  brace  locks  into  position. 
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oped  especially  to  create  three-dimensional  cell  cultures 
similar  to  tissues  found  in  the  human  body.  The  bioreactor 
allows  the  suspension  of  cells  in  Huid  that  permits  the  ex- 
change of  oxygen  and  carbon  dioxide  without  creating  the 
shear  forces  associated  with  stirring,  which  is  harmful  to 
cellular  assembly  and  viability.  A horizontally  rotating 
cylinder  2 inches  in  diameter  and  4 inches  long,  the  biore- 
actor is  filled  with  Huid  culture  medium.  The  Huid  rotates 
at  the  same  rate  as  its  container,  resulting  in  continuous 
suspension  of  the  cells,  which  simulates  microgravity  and  is 
conducive  to  engineering  tissues. 

NASA  and  private  researchers  at  the  VivoRx  Corpora- 
tion in  Santa  Monica,  Calif,  are  using  the  bioreactor  to 
grow  islets  of  Langerhans  cells.  Such  cells  are  difficult  to 
grow  in  normal  conditions  but  grow  quite  well  in  the 
bioreactor.  Dr  Pool  says.  The  cells  are  then  coated  with  a 
matrix  developed  by  VivoRx.  So  far,  the  cells  have  been  im- 
planted in  the  abdomens  of  several  patients.  “The  results 
have  been  remarkable,”  Dr  Pool  said.  “They’ve  gone  from 
being  diabetic  to  not  being  diabetic.” 

George  Simon,  senior  director  of  corporate  develop- 
ment for  VivoRx,  says  the  research  project  is  important  be- 
cause there  are  an  estimated  1 million  Type  1 diabetes 
patients  in  the  Untied  States  and  only  about  4,000  donors 
of  pancreatic  tissue  each  year.  He  says  the  bioreactor  creates 
an  environment  that  replicates  the  embryological  develop- 
ment of  the  cells.  That  enables  VivoRx  to  take  islets  of 
[.angerhans  cells  from  donated  pancreatic  tissue  and  grow 
a larger  supply  of  the  cells. 

Because  Type  1 diabetes  is  an  autoimmune  disease, 
VivoRx  had  to  develop  a way  to  protect  the  cells  from  the 
body’s  rejection  process.  Researchers  have  come  up  with  an 
encapsulation  formula  that  provides  an  amino  protective 
barrier  for  the  cells.  The  pores  of  the  encapsulation  are  large 
enough  to  let  glucose,  oxygen,  and  nutrients  in  and  insulin 
out,  but  small  enough  to  prevent  any  antibodies  from  en- 
tering and  attacking  the  cells. 

Mr  Simon  says  the  research  is  in  the  safety  and  efficacy 
phase  and  is  “still  a few  years  away”  from  receiving  FDA  ap- 
proval for  routine  use.  But,  he  says,  eventually  implanting 
these  cells  will  make  insulin  injections  unnecessary.  “Give  pa- 
tients enough  cells  and  they  won’t  have  to  take  shots,”  he  said. 

Heart  patients  may  soon  benefit  from  the  work  NASA 
is  doing  with  Michael  DeBakey,  MD,  at  Baylor  College  of 
Medicine  in  Houston.  NASA  selected  Baylor  last  spring  to 
lead  the  consortium  of  research  institutions  for  its  National 
Space  Biomedical  Research  Institute,  a 20-year,  $ 145-mil- 
lion effort  to  maintain  the  scientific  excellence  of  NASA’s 
applied  biomedical  research.  Other  members  of  the  con- 
sortium include  Texas  A&M  University,  Rice  University, 
Harvard  University,  and  Johns  Hopkins. 

NASA  and  Dr  DeBakey  have  developed  an  implantable 
left  ventricular  assist  pump,  about  the  size  of  a human 


thumb,  that  produces  blood  flow  of  5 to  7 liters  per  minute| 
on  about  7 watts  of  energy  without  causing  serious  damage^ 
to  the  red  blood  cells.  “That’s  really  a miracle,  and  we’re  go- 
ing to  see  the  results  of  that  miracle,”  Dr  Pool  said.  The  in-i 
vention  is  a spin-off  from  the  technology  NASA  developed 
to  pump  fluids  in  the  weightlessness  of  space. 

The  pump  is  being  tested  in  animals  and  eventually  will 
be  tried  in  humans.  Potentially,  it  can  help  a patient’s  heart 
function  until  one  is  available  for  transplant,  or  simply  be 
transplanted  into  a damaged  heart  for  awhile,  allowing  it  toj 
take  a break.  “It  gives  the  heart  an  opportunity  to  rest  and: 
repair.  Many  hearts  so  rested  may  recover  to  normal  func-: 
tion,”  Dr  Pool  said.  ; 

For  instance,  he  says.  Dr  DeBakey  told  him  of  a youngj 
woman  from  Mexico  suffering  from  serious  heart  disease.' 
Dr  DeBakey  connected  her  to  an  external  pump  for  a few 
weeks,  and  her  heart  was  able  to  return  to  normal  function. 
The  external  pump  was  disconnected  and  the  patient  did 
well.  Physicians  are  optimistic  an  implanted  pump  would 
achieve  the  same  results  in  many  patients. 

Ongoing  research 

ther  projects  now  in  progress  include  research 
that  may  one  day  lead  to  more  advanced  can- 
cer treatments.  One  study  being  carried  out 
with  the  National  Institutes  of  Health  involves 
lymphocytes’  mobility  and  how  it  is  affected 
by  spaceflight.  Microgravity  has  been  shown 
to  retard  the  mobility,  and  researchers  want  to 
find  out  why.  In  addition,  physician-astronaut  David 
Wolf,  MD,  aboard  the  Mir  station,  used  a bioreactor  to 
conduct  experiments  on  the  effect  of  microgravity  on  the 
growth  of  tumor  cells. 

Extensive  research  is  also  being  carried  out  on  the  rela- 
tionship between  prolonged  spaceflight  and  weightlessness 
and  the  resulting  loss  of  bone  density,  in  hopes  that  physi- 
cians may  someday  be  able  to  assess  a person’s  risk  of  bone 
fractures  or  even  osteoporosis. 

Dr  Pool  says  researchers  have  been  surprised  at  how  quickly 
astronauts’  bone  loss  begins  after  launch.  The  losses  were  ex- 
pected to  be  significant,  but  it  was  not  expected  that  they 
would  begin  within  a couple  of  weeks.  NASA  is  still  not  happy 
with  its  countermeasures  against  bone  loss.  Physicians  thought 
bone  loss  could  be  slowed  down  if  astronauts  exercised  in  space 
like  they  do  on  Earth,  but  that  has  not  proven  to  be  the  case. 
“We’re  still  not  able  to  write  an  exercise  prescription  so  that 
bone  loss  doesn’t  occur,”  Dr  Pool  said.  “We  may  be  slowing  it 
down  quite  a bit,  but  we  are  not  stopping  it.” 

As  part  of  their  research,  scientists  have  developed  a 
portable  device  that  measures  and  records  the  “loading,”  or  in- 
teraction between  the  feet  and  the  ground,  during  daily  activ- 
ity. “It’s  very  important  to  monitor  this  force  throughout  the 
day  because  it  also  is  responsible  for  high  muscle  and  bone 
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forces  in  the  legs,  anti  critical  hone  regions  such  as  the  hip  and 
ipelvis,”  said  Robert  Whalen,  Ml),  head  of  the  Mnsciiloskele- 
tal  Biomechanics  Laboratory  at  the  Ames  Research  ('enter. 

The  device  consists  of  two  elements  — a force  sensor  re- 
[sembling  an  in.sole  and  a small  computer  carried  in  a fanny 
pack.  A cable  connects  the  sen.sor  to  the  computer,  which 
samples  the  applied  force  1 00  rimes  per  second.  It  stores  only 
the  significant  m;iximum  and  minimum  forces  occurring 
during  each  loading  or  gait  cycle,  as  well  as  the  peak  loading 
and  unloading  rates  and  the  times  at  which  they  occurred.  It 
is  capable  of  storing  data  on  about  2 weeks  of  activity. 

The  key  is  determining  how  people  can  “load”  their  bod- 
ies to  maintain  muscle  and  bone  strength.  While  physicians 
have  used  step  meters  and  activity  logs  to  take  measurements. 
Dr  Whalen  says  this  approach  does  not  give  a reliable  mea- 
surement of  forces  on  tbe  skeleton  because  of  differences 
among  people  and  tbe  intensity  of  their  daily  activities.  The 
I new  device  allows  measurement  of  a person’s  activity  to  assess 
I his  or  her  risk  of  low  bone  density  from  low  physical  activity. 


which  usually  occurs  as  a pctson  ages.  With  that  infui.ri:. 
lion,  physicians  can  pre.scribe  the  ap[iropriate  level  ol  ph , .. 
cal  activity  to  maintain  nutsculoskeleial  health. 

In  a related  project,  NASA  .scientists  and  Stanford  Uni- 
versity researchers  are  developing  an  instrument  to  directly 
and  noninvasively  measure  stiffness  of  long  bones.  NASA 
wants  to  use  it  to  test  tbe  bones  of  astronauts,  who  lose  cal- 
cium from  weight-bearing  bones  during  spaceflight.  Lhe 
instrument  has  also  been  used  to  measure  the  bone  fragility 
of  patients  with  osteogenesis  and  women  with  post- 
menopausal osteoporosis. 

“The  major  attraction  of  this  technology  is  the  speed 
and  simplicity  with  which  the  measurement  gives  a com- 
plete picture  of  bone  strength,”  said  NASA  physician  Sara 
Arnaud,  MD. 

Meanwhile,  NASA  continues  to  probe  the  frontiers  of 
space.  While  its  space  missions  navigate  the  stars,  NASA 
research  is  producing  life-saving  and  life-enhancing  mira- 
cles on  Earth.  ★ 


NASA  research 
benefits  ether 
facets  of  life 

The  earthly  benefits  of  research  in  the  space  program 
are  not  limited  to  medicine.  Just  in  the  past  2 years,  re- 
searchers at  NASA  and  other  institutions  have  an- 
nounced discoveries  in  several  areas. 

• NASA  and  Boeing  demonstrated  a new  method  for 
manufacturing  composite  materials  to  replace  large 
metal  structures  on  airplanes.  The  hope  is  that  this 
will  achieve  large  savings  on  weight  and  production 
costs,  which  will  translate  into  lower  airfares. 

• Hitco  Technologies  of  Gardena,  Calif,  was  granted  a li- 
cense by  NASA  to  make,  sell,  and  use  carbon-carbon 
high-performance  pistons  for  internal  combustion  en- 
gines. The  pistons  weigh  less  and  improve  thermal  per- 
formance compared  with  their  aluminum  counterparts. 
Researchers  at  NASA’s  Langley  Research  Center  in 
Hampton,  Va,  have  successfully  tested  prototype  pis- 
tons in  various  size  gasoline  engines.  Carbon  composite, 
used  on  the  nose  cap  of  the  space  shuttle,  maintains  its 
strength  at  operating  temperatures  well  above  2,500  de- 
grees F with  nearly  zero  thermal  expansion. 

• Langley  scientists  are  also  working  with  TRW  Space 


and  Electronics  of  Redondo  Beach,  Calif,  on  a 
weather-piercing  camera  that  has  allowed  researchers 
to  see  through  fog,  smoke,  and  clouds.  They  believe 
it  will  reduce  air  traffic  delays  caused  by  poor  visibil- 
ity. The  camera  “sees”  in  the  millimeter  wave  portion 
of  the  electromagnetic  spectrum,  which  is  invisible 
to  the  human  eye,  and  produces  an  image  that  en- 
ables pilots  to  discern  features  such  as  runways,  ob- 
stacles, and  the  horizon.  Tom  Campbell,  head  of 
Langley’s  Electromagnetic  Research  Branch,  says 
these  features  are  sufficient  to  safely  land,  take  off,  or 
taxi  at  any  airline  terminal  in  the  country. 

Aerogel,  used  as  the  insulating  material  on  the  So- 
journer rover  aboard  the  Mars  Pathfinder,  is  being 
tested  by  NASA’s  Marshall  Space  Flight  Center  in 
Huntsville,  Ala,  and  the  Lawrence  Berkeley  National 
Laboratory  in  Berkeley,  Calif,  as  a way  to  redesign 
household  windows.  The  substance,  known  as 
“frozen  smoke,”  is  the  lightest  solid  material  known, 
with  only  three  times  the  density  of  air.  NASA  sci- 
entists are  experimenting  with  ways  to  make  it  trans- 
parent, including  testing  the  effect  of  microgravity 
on  Aerogel  aboard  the  space  shuttle  Discovery, 
launched  in  January.  If  the  research  is  successful. 
Aerogel  could  be  used  to  make  windows.  A 1-inch 
thick  Aerogel  window  has  the  same  insulation  value 
as  15  panes  of  glass  and  trapped  air,  meaning  an 
equivalent  conventional  window  would  have  to  be 
1 0 inches  thick  to  equal  an  inch-thick  Aerogel  win- 
dow, says  David  Noever,  PhD,  a member  of  Mar- 
shall’s experiment  team. 
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Symposium  on  Space  Medicine:  What  Lies  Ahead? 


Richard  T.  Jennings,  MD 

Sam  L.  Pool,  MD 
Guest  editors 

Humans  evolved  on  the 
Earth  with  its  unique  atmos- 
phere and  consistent  gravity. 
We  have  left  the  Earth  only  brieHy  dur- 
ing the  first  36  years  of  the  space  pro- 
gram, and  except  lor  nine  Apollo  flights, 
all  human  spaceflight  experience  has 
been  confined  to  low-Earth  orbit.  Some 
scientists  have  hypothesized  that  biolog- 
ical and  geographical  diversity  are  criti- 
cally important  for  species  to  survive 
indefinitely.  On  several  occasions  in  the 
Earths  history,  catastrophic  events  led  to 
extinction  of  multiple  species.  The  Na- 
tional Aeronautics  and  Space  Adminis- 
tration (NASA),  through  its  Mission  to 
Planet  Earth,  has  endeavored  to  docu- 
ment changes  in  the  Earth’s  environ- 
mental systems  and  to  develop  targeted 
intervention  strategies.  Also,  NASA  has 
developed  or  is  developing  the  technol- 
ogy to  assure  geographical  diversity.  Eor 
humans,  the  establishment  of  geograph- 
ical diversity  means  providing  the  capa- 
bilities for  us  to  leave  the  short-term 
salety  of  the  Earth  and  establish  a per- 
manent presence  in  low-Earth  orbit  and 
on  our  neighboring  moon,  planets,  or 
planetary  moons.  Most  but  not  all  of  the 
enabling  technology  for  leaving  the 
Earth  is  available  today;  NASA  has  al- 
ready made  significant  progress  in  cate- 
gorizing the  effect  ol  microgravity  on 
healthy  humans.  To  support  the  long- 
range  goal  of  extending  humans  into  the 
space  environment,  NASA  must  de- 
velop the  technology  to  provide  appro- 
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priate  medical  selection,  physiologic 
countermeasures,  rehabilitation,  and 
health  care  capabilities. 

Space  medicine  — the  ability  to  de- 
liver high-quality  health  care  in  space 
— is  in  its  earliest  stages  of  develop- 
ment because  of  limited  flight  oppot- 
tunities,  few  clinical  incidents,  and 
competition  for  resources  among  vari- 
ous disciplines.  According  to  some,  the 
space  program’s  absence  of  openly  re- 
ported life-threatening  medical  prob- 
lems to  date  implies  that  we  have  little 
need  to  be  concerned  about  health-re- 
lated issues  on  long  International  Space 
Station  or  interplanetary  missions.  On 
the  contrary,  the  challenges  for  those 
who  develop  an  adequate  space  medi- 
cine capability  fot  the  International 
Space  Station  or  planetary  missions  are 
substantial.  The  mission  for  the  NASA 
Human  Explotation  and  Development 
of  Space  enterprise  is  to  open  the  space 
frontier  by  exploring,  using,  and  devel- 
oping space  and  to  extend  human  pres- 
ence into  the  far  reaches  of  space. 
Many  clinical-medical  capabilities, 
such  as  facilities  for  critical  care  and 
surgery,  as  well  as  a solid  understanding 
of  pharmacodynamics  in  space,  are 
needed  for  those  who  travel  far  from 
the  Earth.  Modifying  Earth-based 
models  of  clinical  care  for  application 
in  space  is  not  simple.  This  process 
must  involve  an  adequate  base  of 
knowledge  for  dealing  with  the  classical 
clinical-medical  ttiad,  ie,  prevention, 
diagnosis,  and  treatment. 

The  articles  that  follow  are  intended 
to  rely  on  the  knowledge  gained  during 
the  first  36  years  of  spaceflight  but  em- 
phasize the  programs,  capabilities,  and 
technology  that  ate  requited  for  future 
extended-duration  flights  on  the  Inter- 
national Space  Station  or  deployment 
to  the  Earth’s  moon  or  Mars.  Many  of 


the  enabling  medical  and  surgical  tech- 
nologies have  already  undergone  lim- 
ited testing  in  microgravity  including  i 
laparotomy,  laparoscopy,  thoracoscopy, 
advanced  cardiac  life  support,  ad- 
vanced ttauma  life  suppott,  and  remote  ; 
medical  intervention  through  telemed- 
icine. Of  coutse,  most  of  these  studies 
have  been  accomplished  in  animals,  i 
Only  a small  number  of  humans  have 
successfully  spent  more  than  1 year  in 
space;  yet  with  today’s  propulsion  tech- 
nology, longet  exposure  will  be  re- 
quired for  a Mars  mission.  Much 
remains  to  be  learned  before  a final 
medical  “go”  for  a Mars-type  mission. 
That  decision  will  be  based  on  data  ac- 
cumulated from  research  conducted 
during  the  Shuttle-Mir  and  the  Inter- 
national Space  Station  programs.  The 
imperative  to  explore  is  so  critical  that 
many  questions  regarding  space  medi- 
cine will  remain  unanswered  until  the 
actual  intetplanetary  missions  occur. 

The  following  five  articles  origi- 
nated in  Texas  and  provide  a broad 
overview  of  the  current  state  of  tech- 
nology for  long-duration  flight  and  of 
the  current  ideas  regarding  the  oppor- 
tunities and  constraints  of  prolonged 
flight  to  low-Earth  orbit  and  Mars. 
Even  though  the  space  program  is  now 
international  in  scope,  we  can  be  proud 
of  the  role  that  Texas  institutions  such 
as  the  Johnson  Space  Centet  have  had 
in  the  history  of  space-based  medicine. 
In  addition,  many  Texas  universities 
such  as  Rice,  Texas  Tech,  Baylor,  Uni- 
versity of  Texas  Health  Science  Center, 
University  of  Texas  Medical  Branch, 
University  ofTexas  Southwestern,  Uni- 
versity of  Texas  at  San  Antonio,  and 
Texas  A&M  are  involved  in  biomedical 
research  programs  or  are  helping  train 
the  space  medicine  physicians  for  the 
unique  challenges  of  space  medicine. 
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Medical  support  for  the  International  Space  Station 
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In  TRODUc;  1 ION 
Origins 

AF'I'KR  more  than  a decade 
of  planning,  design,  redesign, 
and  development  eflorts,  and 
following  some  major  shifts  in  prevail- 
ing political  winds,  a multinational  or- 
bital station  is  about  to  become  a 
reality,  the  world’s  two  active  manned 
space  programs,  those  of  the  United 
States  and  Russia,  have  Hown  interna- 
tional crew  members  on  limited  partic- 
ipation and  exchange  missions. 
However,  the  International  Space  Sta- 
tion (ISS)  represents  the  first  truly  in- 
ternational building  project,  implying 
active  participation  in  planning,  con- 
struction, control,  and  ownership  by 
several  nations.  Contributing  space  or- 
ganizations include  the  Canadian 
Space  Agency,  the  European  Space 
Agency,  the  National  Space  Develop- 
ment Agency  of  Japan,  the  National 
Aeronautics  and  Space  Admin-  istra- 
tion  from  the  United  States  (NASA), 
and  the  Russian  Space  Agency.  The  ISS 
will  offer  an  unprecedented  opportu- 
nity for  participation  by  nations  with 
an  advanced  technology  base  but  insuf- 
ficient resources  to  mount  autonomous 
efforts  of  this  scale. 

Ehe  ISS  has  its  immediate  roots  in 
the  overall  Strategic  Exploration  Initia- 
tive endorsed  by  President  Reagan  in 
1984.  Among  the  projects  was  Space 
Station  Ereedom,  the  platform  then  as 
now  intended  to  be  multinational  but 
without  our  former  Cold  War  adver- 
saries. The  history  of  Ereedom  is  one 
of  progressive  downsizing  and  narrow- 
margin  votes  for  congressional  ap- 
proval, occurring  almost  in  parallel 
with  the  decline  of  the  former  Soviet 
Union.  In  1993,  in  a move  based  both 
on  logistics  and  foreign  policy,  Russia 


was  added  as  an  international  partner 
in  a newly  designed  station  concept  re- 
lying heavily  on  Russian  elements  and 
resources.  Involvement  of  Russia,  al- 
ready deeply  ensconced  into  long-du- 
ration flight  operations  with  their 
Salyut  and  Mir  stations,  has  induced  a 
major  paradigm  shift  on  the  program. 
Ehe  potential  benefit  of  working  with 
a partner  with  significant  experience  in 
maintaining  long-duration  human 
crews  in  microgravity  is  great,  but  this 
undertaking  represents  a very  ambi- 
tious joint  project  in  a time  when  rela- 
tionships are  being  forged  in  a newly 
created  political  sphere. 

Why  an  orbital  space  station? 

The  concept  of  orbiting  space  platforms 
was  first  elaborated  in  a mature  form  by 
a Russian  educator  and  visionary,  Kon- 
stantine  Tsiolkovsky,  around  the  turn  of 
the  century.  Tsiolkovsky  greatly  influ- 
enced the  direction  of  early  Ricssian 
space  efforts  and  stimulated  rocketry 
development.  The  moon  race  having 
been  settled,  both  active  space  programs 
turned  their  attentions  toward  long- 
term occupation  of  low-Earth  orbit  in 
the  early  1970s,  the  Russians  launching 
Salyut  1 in  1971  and  the  United  States 
launching  Skylab  in  1973.  After  three 
successful  crewed  missions,  the  United 
States  lacked  the  political  and  public 
will  to  maintain  these  efforts,  and  Sky- 
lab  was  abandoned,  eventually  destined 
for  a destructive  reentry.  As  NASA  di- 
rected efforts  toward  developing  the 
Space  Shuttle  program,  the  Russians 
continued  their  activities,  launching  a 
succession  of  space  stations  with  on-or- 
bit stay  times  of  crews  increasing  pro- 
gressively into  several  months’  duration. 
Eirst  elements  of  the  Mir  station  were 
launched  in  1986,  and  the  Mir  has  been 
occupied  continuously  ever  since. 
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Like  the  Mir  station,  the  ISS  will 
support  multidisciplinary  activities, 
including  microgravity  science  such  as 
materials  research  and  commercial  de- 
velopment, medical  and  life  sciences, 
and  earth  and  astronomical  ohserva- 
tion.  Potential  technology  spin-offs  for 
terrestrial  applications  are  also  highly 
visible  selling  points.  However,  per- 
haps the  greatest  value  of  the  ISS  is 
seen  when  the  big  picture  of  human 
expansion  off  the  planet  is  considered. 
For  the  near  future,  manned  missions 
to  other  planets  will  necessarily  involve 
long  exposures  to  microgravity  and 
space  radiation.  Limitations  in  current 
propulsion  technology  and  structural 
size  needed  to  provide  en  route  artifi- 
cial gravity  (by  centrifugal  force)  drive 
the  necessity  to  learn  to  cope  with 
weightlessness  for  the  several  months 
required  for  a Mars  mission,  for  exam- 
ple. In  essence,  the  knowledge  accrued 
in  low-Earth  orbit  tells  us  how  we  are 
going  to  get  somewhere  else.  The  ISS 
thus  becomes  a platform  of  enormous 
practical  significance. 

Mir  station  flights  have  demon- 
strated that  humans  can  remain  on  or- 
bit for  long  periods,  up  to  14  months, 
using  a program  of  exercise  and  other 
countermeasures  to  the  deleterious  ef- 
fects of  weightlessness.  Information  ex- 
change with  Russian  specialists  during 
the  course  of  the  current  Shtittle-Mir 
missions  has  been  very  valuable.  How- 
ever, little  in  the  realm  of  demonstrable 
metrics  has  accumulated,  and  crew 
members  continue  to  lose  bone  density 
and  muscle  mass  in  a relatively  pre- 
dictable fashion.  Rigorous  medical 
monitoring  programs  to  better  charac- 
terize the  humans  response  to  weight- 
lessness and  further  development  of 
countermeasures  are  absolute  require- 
ments before  we  can  embark  on  long 


planetary  missions.  In  addition,  the 
means  to  practice  medicine  in  this  en- 
vironment, eventually  removed  totally 
from  Earth  vicinity,  is  a developmental 
priority.  On  these  points,  both  US  and 
Russian  specialists  agree. 

Assembly  and  construction 

The  ISS  will  be  constructed  over  a pe- 
riod of  4 to  5 years,  requiring  about  45 
launches  of  the  US  Space  Shuttle  and 
the  Russian  Soyuz  and  Proton  vehicles 
for  assembly,  cargo  flights,  and  crew 
rotations.  The  ISS  will  reside  at  a nom- 
inal altitude  of  220  nautical  miles  and 
an  orbital  inclination  of  51.6  degrees, 
the  same  as  that  of  the  current  Mir  sta- 
tion. This  means  essentially  that  the 
ground  track  of  the  ISS  will  extend  be- 
tween 51.6  degrees  north  and  south 
latitude,  giving  the  station  coverage  of 
85%  of  the  Earth’s  land  mass  and  95% 
of  the  Earth’s  population  ( 1 ).  As  of  this 
writing,  the  first  element  launch  is 
about  1 year  away,  with  the  Russian 
Eunctional  Cargo  Block  to  be  lofted 
from  Baikonur  in  June  1998.  The 
Functional  Cargo  Block  provides  ini- 
tial altitude  control  and  propellant,  so- 
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lar  power,  and  berthing  ports.  This  will 
be  followed  sequentially  by  a US  struc- 
tural node  and  the  Russian  Service 
Module,  all  of  which  will  begin  to  sup- 
port a crew  of  three  in  early  1999.  Fig 
1 shows  the  module  configuration  for 
early  human  occupancy.  When  the  as- 
sembly is  complete,  the  crew  size  will 
increase  to  six  or  seven,  with  a vigorous 
schedule  of  resupply  flights  and  four 
programmed  re-boosts  each  year  to 
maintain  altitude.  Fig  2 shows  the 
completed  station. 

Each  launch  may  be  considered  a 
critical  link  in  a long  chain.  However, 
flexibility  is  necessarily  built  into  such 
a program,  and  changes  in  launch 
schedules  and  their  attendant 
work-arounds  may  be  expected.  That 
ISS  represents  the  most  complicated 
multinational  project  in  history  must 
be  constantly  borne  in  mind. 

The  ISS  medical  support 

PROGRAM 

International  and  cultural  aspects 
Foremost  among  the  many  interna- 
tional challenges  of  the  ISS  is  the  lan- 
guage barrier.  Although  English  is  the 


Fig  2.  Modules  ol  completed  International  Space  Station,  where  crews  will  live  and  work. 


official  operational  language  of  the  ISS, 

, the  marriage  of  two  major  space  pro- 
gram infrastructures  both  built  around 
■ their  respective  native  languages  has  ne- 
cessitated compromise  in  this  area.  Es- 
i pecially  in  the  early  phase,  crew 
members  must  be  bilingual  in  English 
' and  Russian  for  training  and  flight  op- 
' erations,  which  adds  immensely  to  time 
, and  overhead  of  flight  preparation.  The 
potential  for  launching  and  landing  on 
I a EIS  Shuttle  or  a Russian  Soyuz  drives 
' training  for  two  systems.  This  also  ap- 
I plies  to  a broad  spectrum  of  support 
I personnel,  and  noting  the  significant 
I increase  in  Russian  language  books  on 
I shelves  of  Elouston-area  bookstores  has 
been  interesting.  Besides  Russia,  other 
; international  partners  are  proficient  by- 
- and-large  in  English. 

Cultural  differences  span  all  Inter- 
national Partners  but  are  most  pro- 
nounced between  Russia,  the  most 
recently  emerging  partner,  and  the 
West.  Cultural  awareness  training  has 
been  integral  to  the  US-Russian  joint 
program,  and  will  continue  as  a prior- 
ity for  ISS  crew  members  and  support 
personnel.  The  goal  of  preserving  each 
partner’s  cultural  identity  within  the 


ISS  program  rather  than  unifying  all 
into  a homogenized  mix  should  be 
stressed. 

Approaches  to  medical  care  and 
evaluation  differ  also  among  the  coun- 
tries represented,  and  agreements  on 
medical  standards  for  crew  selection 
and  health  maintenance  have  at  times 
been  difficult.  Relations  forged  during 
joint  flights  prior  to  the  ISS  have  been 
key  in  contributing  to  current  work- 
ing plans  and  a functional  interna- 
tional medical  authority  structure. 
Multinational  medical  boards  have 
been  established  involving  all  partner 
agencies,  with  representation  roughly 
weighted  toward  crew  composition. 
Common  medical  standards  and  eval- 
uation schedules  are  being  finalized, 
which  represent  “core”  requirements 
to  which  all  International  Partners 
must  subscribe.  Beyond  this,  each 
country  or  agency  may  levy  additional 
requirements  on  its  own  crew  mem- 
bers based  on  existing  standards  of 
care  and  unique  epidemiological  fac- 
tors witbin  its  populations. 

The  cultural  learning  curve  has 
been  arguably  steep  in  preparing  for 
ISS  medical  support.  However,  our 


experience  in  the  Shuttle-Mir  flights 
has  been  that  once  the  tedious  process 
of  haggling  over  agreements  and  pro- 
tocols is  complete,  performing  the  ac- 
tual work  with  our  Russian  colleagues 
has  been  comparatively  simple. 

Medical  hardware  constraints 
In  bringing  an  acceptable  standard  of 
care  to  the  ISS,  unique  considerations 
in  microgravity  include  logistics,  relia- 
bility, usability,  and  operability.  Prom 
a logistics  standpoint,  stowage  space, 
replenishment,  power,  refrigeration, 
or  other  temperature  and  humidity  re- 
quirements are  in  relatively  short  sup- 
ply. Items  with  long  shelf  life  are 
preferred,  and,  as  for  all  space  hard- 
ware, medical  items  must  be  certified 
to  reliability  standards  beyond  terres- 
trial norms.  Medical  hardware  must 
also  be  usable,  or  “user  friendly”;  as 
contingency  items  with  infrequent  use 
employed  by  practitioners  who  may 
not  be  primarily  medically  trained, 
they  must  be  as  simple  and  intuitive  as 
possible  to  be  effective. 

Performance  in  microgravity  is 
among  the  more  difficult  aspects  for 
ground  designers  to  consider,  and  in- 
put from  physician  crew  who  have 
flown  previously  is  mandatory  for  de- 
velopment of  in-flight  medical  sys- 
tems. Any  process  that  requires 
gas-fluid  separation,  whether  specimen 
collection  or  biochemical  analysis, 
must  use  centrifugal  force  or  gas-fluid 
filter  systems  rather  than  gravity.  Pro- 
cedures that  may  generate  particulate 
or  fluid  contamination  of  the  space- 
craft, such  as  dental  drilling  or  urine 
handling,  must  be  done  in  specialized 
enclosures.  And  finally,  restraint  of  op- 
erator, subject,  and  support  items  is 
one  of  the  more  fundamental  require- 
ments in  microgravity. 
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As  with  examination  techniques,  a 
large  portion  of  standard  diagnostic 
and  therapeutic  instruments  may  be 
used  without  modification.  Such  items 
as  stethoscopes,  otoscopes,  venipunc- 
ture kits,  and  many  other  familiar 
items  have  been  used  in  space  success- 
fully for  years,  since  crew  members 
have  become  accustomed  to  moving 
and  managing  items  in  weightlessness 
and  adjusting  for  other  factors  such  as 
high  ambienr  noise  and  low  light  levels. 
As  may  be  expected,  the  more  ad- 
vanced capabilities  often  require  special 
consideration  for  weightlessness. 

Character  of  clinical  events 
Most  of  the  medical  events  expected  on 
the  ISS  will  consist  of  the  routine  and 
minor  problems  that  might  be  seen  in 
an  occupational  ambulatory  clinic. 
Even  in  space,  “common  things  occur 
commonly.”  However,  some  unique 
peculiarities  of  the  space  environment 
create  special  risks  and  considerations. 
Any  medical  problem  will  present  in 
concert  with  the  underlying  changes 
accompanying  physiologic  adaptation 
to  zero  gravity;  standard  physical  diag- 
nostic cues  may  not  be  reliable.  I’his 
may  apply  also  to  laboratory  and  other 
clinical  studies.  Another  unique  aspect 
of  weightlessness  is  that  particles  and 
objects  do  not  “settle,”  creating  hazards 
of  aspiration  and  foreign  bodies  in  eyes. 
In  addition,  the  mere  fact  of  a pressur- 
ized human  habitat  surrounded  by  vac- 
uum, with  a schedule  of  extravehicular 
activity  and  its  attendant  depressuriza- 
tions, produces  a risk  of  decompression 
disorders  such  as  the  bends  and 
aeroembolism.  Almost  generic  to  any 
manned  space  vehicle  are  propellants, 
oxidizers,  coolants,  laboratory  reagents, 
and  other  potentially  toxic  substances 
in  an  enclosed  and  artificially  scrubbed 


Table  1.  Medical  events  in  manned  spaceflight. 


Common 

One  or  Few  Reported  Cases 

Space  motion  sickness 

Urinary  tract  infection 

Nasal/sinus  congestion 

Prostatitis 

Constipation 

Nephrolithiasis 

Headache 

Cardiac  dysrhythmias 

Back  pain 

Extrasystoles,  bigeminy,  quadrageminy. 

Skin  irritation/dryness 

supraventricular  tachycardia,  ventricular 

Abscess 

tachycardia  (sustained,  asymptomatic) 

Minor  abrasions/contusions 

chemical  pneumonitis 

Musculoskeletal  sprain/strain 

Aspiration  of  foreign  body 

Corneal  irritation/abrasion 

Gastroenteritis 

Upper  respiratory  infection 

Decompression  sickness  (limb  bends) 

Insomnia 

Eye  trauma 

Contact  dermatitis 

Spatial  disorientation 

Serous  otitis 

From:  Barratt  M.  Principles  of  diagnosis  and  treatment  for  spaceflight.  In:  Dietlein  LF,  Pestov  ID. 
Health,  Performance,  and  Safety  of  Space  Crews.  Vol  4.  Space  Biology  and  Medicine  series.  In  press. 


atmosphere.  Medical  events  resulting 
from  mishaps  with  these  activities  and 
systems  must  be  prepared  for. 

Table  1 lists  medical  events  known 
to  have  occurred  in  manned  space- 
flight.  This  should  be  considered  an 
incomplete  list,  but  serves  as  a refer- 
ence point  for  understanding  medical 
planning  for  the  ISS. 

On-board  medical  systems 
As  noted  above,  on-board  medical  ca- 
pability is  targeted  toward  the  most 
likely  medical  problems  encountered, 
based  on  risk  estimates  and  experience 
accrued  thus  far  in  manned  space- 
flight.  Medical  systems  for  the  ISS  will 
have  two  broad  origins.  The  first 
manned  element,  the  Russian  Service 
Module,  will  contain  medical  kits 
similar  to  those  currently  flown  on  the 
Mir  station,  with  several  hardware  and 
pharmacological  upgrades.  Table  2 
lists  the  individual  problem-oriented 
medical  kits  this  system  comprises. 

In  addition,  a NASA-supplied  sys- 
tem, known  as  the  Crew  Health  Care 
System,  will  be  based  in  the  US  Labo- 
ratory and  Habitation  modules.  The 
Crew  Health  Care  System  is  broken 
down  further  into  the  following  subsys- 
tems: the  Health  Maintenance  System, 
which  contains  medical  diagnostic  and 
therapeutic  hardware  and  medications; 


Table  2.  Russian  medical  therapeutic  kits. 

On-board  medications/  supplies 
Splint  kit 

Cardiovascular  medicine  kit 
Gastrointestinal  and  urologic  kit 
Psychotropic  medications 
Aseptic  medicine  kit 
Medicine  for  burns  and  injuries 
Dressing  kit 

Anti-inflammatory  medicine  kits 
Prophylactic  medicine  kits 
Ointment  kit 
“Aspirin/analgesic”  kit 
Emergency  kits 

Otorhinological  and  ophthalmological  kit 
Stomatological  (dental)  kit 


the  Environmental  Health  System, 
which  contains  atmosphere,  water,  and 
microbial  analysis  equipment;  and  thei 
Countermeasures  System,  which  in- 
cludes equipment  for  performing  rou-' 
tine  physical  exercise  and  physiological 
monitoring  of  fitness.  Table  3 summa- 
rizes the  Crew  Health  Care  System  as 
currently  planned. 

Along  with  supporting  routine  med- 
ical monitoring  and  treatment  of  minor 
illness  and  injuries,  the  Health  Mainte- 
nance System  bolsters  capability  for  re- 
sponse to  more  serious  events.  Recently, 
NASA  has  made  requirements  for  a 
minimum  level  of  medical  intervention 
and  care,  to  apply  eventually  to  all  space 
missions.  Aside  from  basic  first  aid  and 
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^ Table  3.  Crew  Health  Care  System 
* For  the  International  Space  Station. 


Health  Maintenance  System  (HMS) 
Advanced  life-support  pack 
Ambulatory  medical  pack 
Cardiac  defibrillator/ monitor 
(Central  supplies  kit 
Crew  contamination  protection  kit 
Crew  medical  restraint  system 
Respiratory  support  pack 

Countermeasures  System 
Blood  pressure/ECC  monitor 
(shared  with  HMS) 

Body  mass  measurement  device 
Cycle  ergometer 
Metabolic  gas  monitor 
(Resistive  exercise  device 
j Rower 

Treadmill/vibration  isolation  device 


Environmental  Health  System 
iCharged-particle  directional  spectrometer 
(intravehicular) 

'[Charged-particle  directional  spectrometer 
' (extravehicular) 

Compound-specific  analyzer 
Combustion  products 
Compound-specific  analyzer 
I Hydrazine 

Dosimetry  package  (radiation) 

Fungal  spore  sampler 
I Incubator 

Ion-selective  electrode  assembly 
(water  analysis) 

Medical  equipment  computer 
jMicrobial  air  sampler 
Microscope/ camera 
Slide  staining  apparatus 
Spectrophotometer  (water) 

• Surface  sampler  kit 
Tissue  equivalent  proportional  counter 
, Total  organic  carbon  analyzer  (water  analysis) 
I Volatile  organic  analyzer 
^ Water  microbiology  kit 
Water  sampler  and  archiver 


Fig  3.  The  advanced  life-support  pack,  part  of  the  Crew  Health  Care  System  for  International 
Space  Station. 


Fig  4.  Individual  pallets  for  the  advanced  life-support  pack  are  packed  to  support  emergency  med- 
ical protocols  in  an  intuitive  fashion. 


I ambulatory  care,  basic  and  advanced 
life  support  to  be  provided  will  include 
the  ability  to  perform  the  following: 
cardiopulmonary  resuscitation,  cardiac 
defibrillation  and  monitoring,  airway 
management  and  ventilatory  support, 
intravenous  fluid  and  medication  ad- 
ministration, and  patient  restraint  and 
immobilization  (2).  To  support  these 
requirements,  the  Health  Maintenance 
System  includes  a cardiac  defibrillator 
monitor  with  external  pacing  capabil- 
ity, an  automated  ventilator  and  ad- 


vanced airway  management  hardware, 
and  a powered  intravenous  pump.  Ad- 
vanced life-support  and  ambulatory 
medical  packs  provide  other  diagnostic 
and  therapeutic  items  to  support  these 
capabilities  (Figs  3 and  4.). 


In  any  remote  setting,  communica- 
tion figures  prominently  into  delivery 
of  medical  care.  Due  to  antenna  block- 
age and  other  constraints,  the  ISS  will 
most  likely  have  about  50%  communi- 
cations coverage  per  90-minute  revolu- 
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Fig  5.  The  STS-71  crew  meets  the  Mir- 18  crew;  such  large-scale  international  gatherings  in  space 
will  become  more  common  aboard  the  International  Space  Station. 


tion  when  assembly  is  completed,  re- 
quiring a high  degree  of  autonomy  in 
initial  response  to  acute  medical  events. 
For  more  insidious  problems  or  those 
occurring  during  communications 
windows,  private  medical  audio  and 
video  conferences  with  ground  Hight 
surgeons  will  be  made  available.  This 
enables  the  flight  surgeon  or  other 
medical  specialist  to  review  a case  with 
a crew  member,  or  even  to  talk  the 
crew  member  through  a procedure  if 
necessary.  In  addition,  regularly  sched- 
uled private  medical  conferences  will 
be  conducted  weekly  to  afford  each 
crew  member  time  to  discuss  such  mat- 
ters as  adaptation  to  microgravity, 
progress  with  physical  countermea- 
sures, quality  of  sleep,  and  any  other 
medically  relevant  issues.  Private  family 
video  conferences  will  also  be  sched- 
uled weekly  for  each  crew  member. 

Crew  medical  training 
Inclusion  of  a physician  with  clinical 
currency  on  every  ISS  flight  would 
greatly  enhance  mission  safety.  How- 
ever, with  overriding  mission  require- 
ments for  payload  and  operational 
expertise,  on-site  medical  care  depends 
upon  the  skills  and  abilities  of  the  non- 
physician crew  medical  officer  (CMO). 
Because  of  the  possibility  of  one  of  the 
CMOs  becoming  ill  or  injured,  at  least 
two  will  be  trained  for  each  Hight,  and 
these  are  preferably  not  those  who  en- 
gage in  the  more  hazardous  activities 
(such  as  space  walks).  Basic  medical 
training  will  be  available  for  all  crew 
members;  however,  more  advanced 
paramedic-type  ttaining  using  equip- 
ment listed  above  will  be  provided  for 
two  designated  CMOs  for  each  ISS 
flight  increment.  The  CMOs  for  the 
ISS  will  be  trained  by  flight  surgeons 
who  support  the  mission  from  the 


ground  in  the  flight  control  center.  Sig- 
nificantly, the  medical  “field  manual” 
used  by  CMOs  during  training  and  in 
flight  will  be  bilingual,  with  English 
and  Russian  on  facing  pages. 

The  ISS:  an  important 

STEPPING  STONE 

We  are  living  in  a unique  time.  The 
last  few  years  have  seen  compelling  ev- 
idence for  planets  around  nearby  stars 
and  the  possibility  of  ancient  fossil 
microbial  life  on  Mars.  The  drive  to 
explore  space  is  sharper  than  ever. 
There  should  be  little  debate  about 
the  eventuality  of  human  exploration 
of  near-Earth  space  and  beyond.  This 
begs  several  immediate  questions: 
How?  Following  what  plan?  What  is 
the  next  logical  step? 

The  relative  strategic  merits  of  an 
international  space  station  have  been 
hotly  debated  for  nearly  two  decades. 
History  may  or  may  not  ever  shed  light 
on  whether  the  ISS  was  the  best  option 
for  our  time.  However,  the  ISS  pro- 
gram will  undoubtedly  leave  us  with  a 
rich  base  of  knowledge  and  experience 
regarding  how  humans  adapt  to  and 


live  best  in  the  space  environment. 
With  a careful  planning  strategy,  the 
ability  to  provide  effective  countermea- 
sures to  weightlessness  and  to  practice 
high-quality  medicine  in  space  is  an  as- 
sured product.  Empowered  with  this 
knowledge,  we  can  march  forward  con- 
fidently in  advanced  missions  to  the 
moon  or  to  Mars.  Yet  another  product, 
and  perhaps  the  ultimate  “spin-off,” 
will  be  cultural  understanding  as  coun- 
tries lay  bare  their  top-level  technology 
and  allow  their  brightest  to  mingle  and 
take  steps  beyond  those  they  otherwise 
would  alone  (Fig  5). 
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“My  hero  is  Man  the 
Disccwerer”  (1) 

As  LONG  AS  Mars  has 
been  observed,  the  possibility 
of  life  existing  on  the  red 
planet  has  been  an  intriguing  ques- 
tion. The  1996  discovery  of  possible 
fossil  forms  of  microbial  life  on  a me- 
teorite from  Mars  ignited  the  specula- 
tion of  whether  life  ever  existed  on 
Mars.  This  renewed  interest  in  Mars 
has  reawakened  the  planning  for  a hu- 
man mission  to  explore  the  red  planet. 

In  1989,  President  George  Bush 
made  a policy  speech  in  front  of  the 
National  Air  and  Space  Museum.  He 
challenged  the  American  people  to  em- 
bark on  human  exploration  missions: 

The  challenges  of  the  Space  Explo- 
ration Initiative  are  great,  but  so  is 
the  quality  of  American  talent  and 
ingenuity,  and  so  is  the  leadership 
of  the  American  people.  And  ...  it 
is  America’s  destiny  to  lead  (2). 

After  this  speech,  the  National  Aero- 
nautics and  Space  Administration 
(NASA)  conducted  a feasibility  and  cost 
study  for  a mission  to  Mars.  The  report 
of  this  study  came  to  be  known  as  the 
“90  Day  Study.”  This  approach  was  re- 
jected because  of  its  high  cost,  and  crit- 
ics questioned  the  need  for  humans  to 
explore  space.  The  activities  of  the  Space 
Exploration  Initiative  were  terminated. 

More  recently,  NASA  has  rein- 
stated these  planning  activities  as  the 
Human  Exploration  and  Develop- 
ment of  Space  (HEDS)  and  has  out- 
lined critical  issues  for  exploration. 
This  paper  will  try  to  capture  some  of 
the  more  pressing  medical  concerns 
that  must  be  addressed  to  enable  a 
successful  human  mission  to  Mars. 


Should  humans  explore 
Mars? 

The  first  question  is  whether  humans 
should  expend  the  resources  to  explore 
Mars.  Many  authors  have  written  that 
we  should  explore  Mars  for  a multitude 
of  reasons.  These  authors  represent  a di- 
verse group,  ranging  from  astronomer 
Carl  Sagan  to  members  of  blue  ribbon 
panels  assembled  by  NASA  to  study  the 
complexity  of  human  space  explo- 
ration. Some  authors  have  sought  to 
find  applications  of  space  exploration 
to  our  society  on  the  Earth  and  have 
catalogued  useful  technological  “spin- 
offs” from  space  exploration.  Others 
have  sought  to  find  commercial  and 
economic  reasons  for  exploration  that 
justify  the  needed  resources. 

The  answer  to  the  question  of 
whether  humans  should  embark  on 
space  exploration  may  be  more  simple. 
Carl  Sagan  writes  in  Pale  Blue  Dot: 

Since  in  the  long  run,  every  plane- 
tary society  will  be  endangered  by 
impacts  from  space,  every  surviv- 
ing civilization  is  obliged  to  be- 
come spacefaring  — not  because  of 
exploratory  or  romantic  zeal,  but 
for  the  most  practical  reason  imag- 
inable: staying  alive  (3). 

Dr  Sagan  speculates  that  space  may 
actually  threaten  human  society  on 
the  Earth  from  impacts  with  asteroids, 
or  that  the  Earth  itself  may  become 
uninhabitable.  The  report  of  the  Na- 
tional Commission  on  Space  notes 
that  “.  . . the  Solar  System  is  our  ex- 
tended home”  (4). 

Finally,  some  authors  argue  that 
human  space  exploration  is  simply  a 
continued  definition  of  the  pioneering 
human  spirit  in  The  Case  for  Mars: 
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The  question  of  taking  on  Mars  as 
an  interplanetary  goal  is  not  simply 
one  of  aerospace  accomplishment, 
but  one  of  reaffirming  the  pioneer- 
ing character  of  our  society. 
Unique  among  the  extraterrestrial 
bodies  of  our  solar  system,  Mars  is 
endowed  with  all  the  resources 
needed  to  support  not  only  life  but 
the  actual  development  of  a tech- 
nological civilization  (5). 

We  may  then  argue  that  to  explore 
is  part  of  the  human  spirit  and,  more 
pragmatically,  that  exploration  may  be 
a strategy  for  long-term  survival. 
Many  complex  issues  exist  regarding 
human  space  exploration,  such  as  law, 
ethics,  medical  and  scientific  experi- 
mentation, communication  and  pri- 
vacy rights,  exobiology,  and  planetary 
protection;  these  issues  are  beyond  the 
scope  of  this  paper.  For  additional  in- 
formation about  these  broader  aspects 
of  human  exploration,  see  the  many 
excellent  policy  documents  in  the  list 
of  references  (2, 4, 6,7). 

For  the  purposes  of  this  paper,  we 
shall  assume  that  humans  will  explore 
Mars  sometime  early  in  the  next  cen- 
tury. 

Is  A MISSION  BY  HUMANS  POS- 
SIBLE TO  THE  PLANET  MARS? 

After  deciding  that  humans  should  ex- 
plore Mars,  the  next  question  be- 
comes, “Is  a human  exploration 
mission  possible?”  Explorers  have  of- 
ten had  to  overcome  the  current  dog- 
mas of  their  times: 

The  obstacles  to  discovery  — the 
illusions  of  knowledge  — are  also 
part  of  our  story.  Only  against  the 
forgotten  backdrop  of  the  received 


common  sense  and  myths  of  their 
time  can  we  begin  to  sense  the 
courage,  the  rashness,  the  heroic 
and  imaginative  thrusts  of  the  great 
discoverers.  They  had  to  battle 
against  the  current  “facts”  and  dog- 
mas of  the  learned  (1). 

In  evaluating  a human  mission  to 
Mars,  NASA  convened  a blue  ribbon 
panel  in  1992  to  evaluate  the  com- 
plexity of  the  medical,  psychological, 
and  environmental  issues  that  would 
confront  humans  on  such  a mission. 
The  NASA  Advisory  Council’s  Aero- 
space Medicine  Advisory  Committee 
(AMAC)  wrote. 

The  AMAC  analysis  concluded 
that  within  the  confines  of  our  cur- 
rent knowledge,  there  was  no  issue 
a priori  that  precludes  the  human 
exploration  of  the  Moon  or  Mars  if 
appropriately  focused  research  is 
conducted  and  enabling  technolo- 
gies are  developed  (8). 

The  HEDS  project  at  NASA  is 
tasked  with  providing  the  necessary 
research  and  enabling  technologies  to 
pursue  successfully  such  human  ex- 
ploration (9). 

CHARACTERISTICS  OF  EHE 
PLANET  Mars 

Mars  is  a smaller  planet  than  the  Earth 
with  an  equatorial  radius  of  3390  kilo- 
meters, or  a little  less  than  half  that  of 
the  Earth.  The  axis  of  rotation  is  in- 
clined 25  degrees  to  the  ecliptic,  which 
gives  the  planet  seasons  even  though 
the  temperature  is  usually  below  freez- 
ing (10).  This  means  that  water  is  not 
stable  on  the  surface;  it  either  evapo- 
rates or  freezes.  The  fact  that  water  may 


exist  below  the  surface,  however,  ig-i 
nites  speculation  of  whether  life  could' 
exist  on  Mars  today.  ^ 

The  atmosphere  is  inhospitable  to 
human  life  and  consists  of  95.3%  car- 
bon dioxide,  2.7%  nitrogen,  and  1.6% 
argon;  a significant  proportion  of  the 
carbon  dioxide  condenses  on  the  polar 
caps  in  winter.  The  atmosphere  is  thin 
and  is  approximately  1%  as  dense  as 
that  of  the  Earth  (10).  The  reduced  at- 
mospheric pressure  means  that  humans 
on  the  surface  will  require  protection 
from  the  reduced  pressure  and  will 
need  a self-contained,  breathable  gas 
mixture.  The  thin  atmosphere  means 
also  that  exposure  to  ionizing  and  non- 
ionizing radiation  on  Mars  will  be 
greater  than  that  on  the  Earth.  Finally, 
the  atmosphere  always  contains  a sig- 
nificant dust  component  because  the 
planet  can  become  engulfed  in  gigantic 
dust  storms. 

The  gravitational  force  of  Mars  is  a 
little  more  than  one  third  that  of  the 
Earth  (.38^).  The  Earth’s  gravitational 
force  is  1^(9.81  meters/sec^.  Human 
explorers  will  continue  to  be  exposed 
to  a reduced  gravitational  force  during 
their  stay  on  the  planet  that  will  cause 
changes  in  human  physiology. 

MEDICAL  ISSUES  FOR  A 
MISSION  TO  Mars 

Many  medical,  psychological,  and  en- 
vironmental issues  must  be  addressed 
to  enable  the  successful  human  explo- 
ration of  Mars.  The  scope  of  this  pa- 
per precludes  discussing  all  the  aspects 
of  a human  exploration  mission  to 
Mars,  and  a few  key  illustrative  issues 
have  been  selected. 

Medical,  psychological,  and  environ- 
mental issues  for  the  crew  are  driven  by 
factors  such  as  the  magnitude  and  dura- 
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cion  ot  the  exposure  to  a reduced  gravi- 
tational force,  the  availability  of  artifi- 
cial gravity  during  spaceffight,  adequate 
llife-support  and  environmental  control 
systems,  shielding  from  radiation,  and 
systems  available  for  medical  care. 

The  acceptance  of  risk  may  be  the 
.‘determining  factor  in  launching  a hu- 
iman  mission  to  Mars.  I he  concept  of 
[“risk  management”  is  useful  for  deter- 
mining the  medical  issues  for  a mis- 
jsion  to  Mars.  The  risk  of  any  designed 
mission  cannot  be  zero  for  any  biolog- 
ical, physical,  or  psychological  hazard 
^that  the  human  crew  might  en- 
jcounter.  The  better  approach  becomes 
determining  the  risks  that  can  be  mit- 
igated and  those  that  can  be  accepted. 

I The  premise  for  this  paper  is  that 
Ithe  mission  to  Mars  will  be  of  long 
duration  (600  to  1 500  days)  and  con- 
ducted in  microgravity  (10).  Alternate 
propulsion  systems  that  reduce  the 
transit  time  to  Mars  may  be  developed 
but  are  not  currently  tested  or  in  pro- 
duction. The  use  of  tether  technology 
for  generating  artificial  gravity  has  ex- 
perienced some  technical  difficulties 
during  Shuttle  flights  with  tethered 
satellites,  so  the  availability  of  artificial 
gravity  for  vehicle  design  cannot  be 
assumed.  An  alternative  approach  is  to 
furnish  a short-arm  centrifuge  within 
a section  of  the  vehicle.  This  cen- 
trifuge would  provide  periodic  gravi- 
tational exposures  to  the  crew  to 
mitigate  the  effects  of  microgravity. 

The  AMAC  concluded  in  1992 
that  while  no  issue  would  preclude  the 
human  exploration  of  Mars,  research 
and  technology  development  were 
needed  to  characterize  and  alleviate 
risks  from  radiation  and  from  long- 
duration  exposure  to  microgravity, 
and  to  provide  reliable  life-support 
systems  (8).  Given  a mission  lasting  at 


least  600  days  and  a diverse  crew  in 
isolation,  psychological  issues  also  be- 
come critical  to  the  success  of  human 
exploration.  Note  that  any  categoriza- 
tion of  issues  is  driven  by  mission  du- 
ration and  space  vehicle  technology  as 
mentioned  above. 

This  article  will  discuss  exposure  to 
ionizing  radiation,  musculoskeletal 
and  cardiovascular  effects  from  long- 
duration  exposure  to  microgravity, 
psychological  issues,  and  bioregenera- 
tive  life-support  systems.  The  final 
sections  will  address  medical  care  sys- 
tems and  the  potential  applications  of 
telemedicine  to  a Mars  mission. 

Radiation 

Radiation  hazards  have  been  called 
the  primary  hazards  associated  with 
spaceflight  (11).  Three  basic  sources 
of  naturally  occurring  space  radiation 
can  be  hazardous  to  manned  space- 
flight:  the  geomagnetically  trapped 
proton  and  electron  environment 
(Van  Allen  belts),  galactic  cosmic  radi- 
ation (GCR),  and  solar  particulate  ra- 
diation. GGR  consists  of  extremely 
energetic  ionized  nuclei,  ranging  from 
hydrogen  to  uranium;  these  nuclei 
originate  outside  the  solar  system.  So- 
lar particulate  radiation  consists  of 
high-energy  particles  (mostly  protons) 
ejected  from  the  sun.  Solar  activity  has 
an  11 -year  cycle  during  which  a 10- 
fold  variation  in  the  frequency  of  par- 
ticle events  may  occur  (12). 

The  health  effects  from  radiation 
are  dose  dependent  and  may  be 
grouped  in  two  categories:  early 
(acute)  and  late  (delayed).  Early  ef- 
fects result  from  high-dose  whole- 
body  exposures  and  may  be  seen 
within  hours  to  weeks.  Grews  might 
experience  this  radiation  dose  from 


high-dose-rate  solar  particle  events 
(SPEs).  Eate  effects  appear  months  to 
years  after  the  exposure  and  include 
tissue  damage,  impairment  of  fertility, 
cataracts,  cancer,  and  developmental 
abnormalities.  Crews  will  be  exposed 
to  this  type  of  radiation  dose  from 
low-dose-rate  GCR. 

Acute  effects  usually  result  from 
high-dose  exposures  greater  than  0.5 
sievert  (50  rem)  that  may  occur  dur- 
ing an  SPE.  Acute  effects  involve  the 
gastrointestinal  system  (diarrhea), 
central  nervous  system  (headache  and 
irritability),  and  blood-forming  or- 
gans (decreased  white  cells  and 
platelets).  The  crews  will  need  protec- 
tion from  SPEs  to  avoid  possible  seri- 
ous disability  and  death  caused  by 
high-dose  radiation  exposures. 

Late  effects  that  may  occur  from 
exposure  to  GCR  are  measured  by  a 
higher  incidence  of  certain  tumors, 
mutations,  and  cataracts.  Skin,  bone, 
and  solid  tumors  as  well  as  leukemia 
may  be  manifestations  of  tbe  late  ef- 
fects of  radiation  exposures. 

The  effects  of  exposure  to  radiation 
depend  not  only  on  the  total  dose  but 
also  on  the  biological  effectiveness  or 
quality  factor  (Q).  The  total  dose 
equivalent  is  a product  of  the  total  mea- 
sured radiation  dose  and  the  quality 
factor.  These  concepts  are  important  in 
spaceflight  as  up  to  three  fourths  of  the 
dose  equivalent  received  during  a Mars 
mission  may  be  contributed  by  the 
heavy  ions  of  GCR.  The  physical  and 
biological  characteristics  of  GCR  are 
not  well  understood,  and  the  quality 
factors  are  set  at  high  values  (range  10 
to  20)  leading  to  a higher  estimated  to- 
tal dose  equivalent  (13). 

Given  that  the  radiation  exposures 
cannot  be  eliminated  entirely,  NASA 
requested  that  the  National  Council 
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on  Radiation  Protection  and  Measure- 
ments (NCRP)  provide  guidelines  for 
crew  radiation  exposures.  The  NCRP 
recognized  that  the  risks  of  exposure 
to  radiation  would  have  to  be  bal- 
anced against  vehicle  design  and  mis- 
sion objectives,  and  developed  the 
concept  that  any  exposure  should  ide- 
ally be  “as  low  as  reasonably  achiev- 
able” (ALARA). 

Limits  have  been  recommended  for 
many  workers  on  the  Earth.  Annual 
exposure  limits  for  airline  workers  are 
recommended  by  the  Federal  Aviation 
Administration,  and  these  annual  dose 
limits  have  been  set  at  20  millisieverts. 
For  pregnant  aircrew  members,  the 
limit  is  one  tenth,  or  2 millisieverts. 
These  limits  are  not  achievable  during 
spaceflight,  so  the  NCRP  evaluated  ra- 
diation exposure  against  other  occupa- 
tions with  comparable  risks. 

The  NCRP  concerned  itself  with 
the  risk  of  four  late  effects:  fatal  can- 
cer, serious  genetic  defects,  cataracts, 
and  gonadal  infertility.  For  low-Earth 
orbit  flights  (Space  Shuttle  and  Space 
Station),  the  NCRP  proposed  an  ac- 
ceptable risk  level  comparable  to  other 
“less  safe”  occupations  (eg,  those  for 
which  the  lifetime  risk  of  accidental 
death  is  3%).  With  this  rationale, 
NASA  has  adopted  annual  exposure 
limits  of  0.5  sievert  (50  rem)  to  the 
blood-forming  organs  as  a guideline 
for  mission  development  (11). 

These  limits  do  not  apply  to  plane- 
tary missions,  and  exploration  expo- 
sure limits  are  being  developed  (13).  At 
present,  the  excess  lifetime  cancer  mor- 
tality from  a 460-day  mission  to  Mars 
is  estimated  to  range  from  1%  to  3% 
(13,14).  Current  exposure  limits  of  0.5 
sievert  annually  (11)  may  be  exceeded 
by  this  mission  duration;  exposures  of 
0.73  sievert  have  been  estimated  (13). 
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Preventive  and  treatment  strategies 
are  needed  to  protect  the  crew  from 
the  acute  and  delayed  effects  of  expo- 
sure to  ionizing  radiation.  These 
strategies  include  shielding,  monitor- 
ing of  SPEs,  and  perhaps  chemical  ra- 
dioprotectants (11)  and  therapeutic 
measures. 

Shielding  from  radiation  during 
the  flight  to  Mars  in  the  space  vehicle, 
during  the  time  spent  on  the  plane- 
tary surface  in  the  habitat,  and  during 
extravehicular  activity  or  space  walk  is 
required  to  protect  the  crew  against 
the  background  GCR  and  the  poten- 
tial for  periodic  SPEs.  As  noted  above, 
the  deep  space  environment  for  GCR 
is  poorly  characterized.  With  the  use 
of  current  exposure  models  and  a 
nominal  shield  density  of  the  vehicle 
of  2 g/cm^  of  aluminum  (.75  cm  wall 
thickness),  the  current  annual  expo- 
sure limits  of  0.5  sievert  would  be  ex- 
ceeded (13).  Thicker  shielding  adds  a 
mass  penalty  to  the  vehicle  that  would 
require  greater  propulsion  and  addi- 
tional fuel. 

Solar  particle  events  reach  maxi- 
mum and  minimum  activity  during 
1 1-year  solar  cycles  and  cannot  be  eas- 
ily predicted.  These  SPEs  are  relatively 
brief,  and  the  major  radiation  dose 
may  be  received  over  a 24-hour  pe- 
riod. Because  the  radiation  dose  re- 
ceived during  an  SPE  may  be  lethal, 
additional  shielding  is  required  for  the 
vehicle  and  habitat  to  enhance  crew 
survival.  The  concept  of  a “storm  shel- 
ter” that  provides  greater  shielding  has 
been  proposed;  the  crew  would  oc- 
cupy the  shelter  for  the  period  of  the 
SPE  that  poses  the  greatest  risk  to 
their  health.  This  shelter  may  be  pro- 
vided “passively”  by  nesting  the  shelter 
between  other  sections  of  the  vehicle 
— for  example,  between  the  bound- 
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aries  of  the  water  tanks  (10).  1 

On  the  planetary  surface,  addi-  j 
tional  shielding  could  be  added  to  the  | 
habitat  by  covering  the  habitat  with] 
soil.  Current  modeling  suggests  that ! 
surrounding  the  habitat  with  1 meter 
of  soil  would  provide  acceptable  addi- 
tional shielding.  During  a space  walk, 
the  only  available  shielding  is  pro- 
vided by  the  extravehicular  activity 
suit,  or  perhaps  by  a vehicle  provided 
for  transportation  on  the  surface.  This 
shielding  would  not  be  adequate  to 
completely  protect  the  crew.  If  suffi- 
cient warning  can  be  provided  by 
monitoring  of  SPEs,  the  crew  could 
return  to  the  habitat  during  an  ex- 
travehicular activity.  More  extensive 
surface  explorations,  or  insufficient 
monitoring,  would  require  the  provi- 
sion of  a “storm  shelter”  during  an  ex- 
travehicular activity. 

Implicit  in  the  ability  to  seek  shel- 
ter is  the  need  to  monitor  SPEs.  Cur- 
rent monitoring  technology  cannot 
provide  warnings  earlier  than  30  min- 
utes before  an  SPE  begins.  Future  im- 
provements in  the  prediction  and 
monitoring  of  SPEs  could  signifi- 
cantly enhance  the  ability  of  the  crew 
to  conduct  more  extensive  surface  ex- 
plorations. 

A mission  to  Mars  can  be  planned 
today  with  the  acceptance  of  certain 
risks,  such  as  the  possible  increase  of  1 % 
to  3%  in  lifetime  cancer  mortality.  This 
risk  estimate  is  arrived  at  by  providing 
shielding  density  of  2 g/cm^  of  alu- 
minum and  a mission  duration  of  460 
days.  The  space  vehicle,  habitat,  and 
surface  transportation  vehicle  would 
also  have  to  provide  storm  shelters  for 
SPEs;  enhanced  warning  of  SPEs  from 
improved  monitoring  systems  would 
provide  additional  protection  for  the 
crew  during  extravehicular  activities. 
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Long-duration  exposure  to 

MICROGRAVITY  — CARDIOVAS- 
CULAR AND  MUSCULOSKELETAL 
EFFECTS 

Humans  have  evolved  in  a gravitational 
force  of  1^.  SpaceHight  results  in  an  ex- 
posure to  a gravitational  force  of  less 
than  \g  that  causes  physiological 
changes  to  the  human  body.  These 
changes  have  been  well  catalogued  since 
the  space  program  began  (1 1,15,16). 

The  changes  that  occur  in  the  hu- 
man body  are  a function  of  the  magni- 
tude and  duration  of  exposure  to  a 
reduced  gravitational  force.  During  the 
American  and  Russian  space  programs, 
humans  have  been  exposed  to  micro- 
gravity (weightlessness  or  “zero-grav- 
ity”) in  low-Earth  orbit  and  transit  to 
the  Moon,  and  .16^  during  lunar  ex- 
ploration. Most  of  the  research  data 
have  been  collected  under  microgravity 
conditions  in  low-Earth  orbit  (Skylab, 
Shuttle,  and  MIR);  thus,  measurement 
! of  a continuum  of  changes  under  dif- 
ferent gravitational  forces  has  not  been 
I possible.  If  laboratories  can  be  estab- 
lished successfully  on  the  Moon  and 
Mars,  additional  data  can  be  collected 
at  .16^  (lunar)  and  .38^  (Mars). 

An  interesting  question  for  the  de- 
sign of  countermeasures  to  the  ob- 
served physiological  changes  involves 
identifying  the  amount  of  gravitational 
force  needed  to  minimize,  eliminate,  or 
reverse  the  changes  in  human  physiol- 
ogy caused  by  exposure  to  a reduced 
gravitational  force.  At  present,  we  do 
not  know  whether  these  physiological 
changes  can  be  mitigated  by  providing 
artificial  gravity  via  a short-arm  cen- 
trifuge in  part  of  the  vehicle  or  by  de- 
signing the  entire  vehicle  to  operate 
under  conditions  of  artificial  gravity. 
Artificial  gravity  may  be  effective  at  lev- 


els below  \g  or  during  intermittent  ap- 
plications; future  research  studies  are 
needed  to  clarify  these  issues  for  opti- 
mum crew  health  and  performance 
and  for  effective  vehicular  design. 

Although  many  physiological 
changes  occur  during  exposure  to  a re- 
duced gravitational  force,  discussion 
will  be  limited  to  the  cardiovascular 
and  musculoskeletal  systems.  Other 
changes  are  discussed  in  the  literature 
(11,15,16). 

Cardiovascular  ejfects 
Data  from  American  and  Russian 
spaceflight  studies  indicate  that  expo- 
sure to  microgravity  induces  signifi- 
cant changes  in  the  cardiovascular 
system.  These  effects  are  important  in 
that  health  and  performance  of  crew 
members  need  to  be  optimized  for 
them  to  explore  the  planetary  surface 
after  arrival  and  to  ensure  their  safe 
transport  to  and  from  Mars. 

Many  of  the  cardiovascular  changes 
can  be  traced  to  changes  in  volume  of 
body  fluid.  The  absence  of  gravity 
causes  fluid  to  shift  toward  the  head 
and  torso,  and  this  shift  distends  the 
central  vasculature  that  detects  a fluid- 
volume  overload.  This  “central  fluid 
shift”  is  thought  to  stimulate  the  body 
to  reduce  the  intravascular  volume,  and 
a new  steady  state  is  thought  to  develop 
within  hours  to  a few  days.  During 
spaceflight,  studies  have  shown  that 
both  the  plasma  volume  and  total  body 
water  are  reduced.  These  changes  leave 
the  crew  member  susceptible  to  ortho- 
static dysfunction,  including  syncope. 

Orthostatic  dysfunction  has  been 
measured  by  stand  tests  and  lower 
body  negative  pressure.  During  the 
stand  test,  a crew  member  stands  pas- 
sively while  blood  pressure  and  pulse 
measurements  are  obtained.  The  stand 


test  has  produced  results  of  increased 
heart  rate,  decreased  blood  pressure, 
and  presyncopal  symptoms  postflight 
(11).  Lower  body  negative  pressure  in- 
volves the  application  of  negative  pres- 
sure to  the  lower  legs  and  produces 
exaggerated  heart  rate  responses  in- 
flight (Skylab)  and  postflight. 

Other  findings  have  included  re- 
duced cardiac  volumes  and  mass,  de- 
creased exercise  capacity,  and 
dysrhythmias  during  extravehicular 
activity  or  space  walk.  The  dysrhyth- 
mias have  included  various  premature 
atrial  and  ventricular  contractions, 
bigeminy,  and  more  complex 
rhythms.  No  mission  objectives  have 
yet  been  terminated  for  any  moni- 
tored dysrhythmias,  but  future  re- 
search is  needed  to  clarify  whether 
spaceflight  induces  dysrhythmias. 

The  reduction  in  exercise  capacity 
is  perhaps  the  most  important  con- 
cern for  the  success  of  future  planetary 
missions.  Previous  studies  have  shown 
decreases  in  workload,  oxygen  con- 
sumption, and  blood  pressure,  with  a 
concomitant  increase  in  heart  rate. 
Current  research  from  both  the  Amer- 
ican and  the  Russian  space  programs 
is  focused  on  the  appropriate  type  and 
duration  of  exercise  necessary  to  miti- 
gate the  reduction  in  exercise  capacity. 
Various  exercise  devices  have  been 
used,  but  treadmills  and  bicycle  er- 
gometers  are  more  common.  For  ef- 
fective countermeasures,  exercise 
regimens  may  be  tailored  to  individual 
crew  members. 

Musculoskeletal  ejfects 
Spaceflight  invokes  continuous  and 
possibly  progressive  changes  in  the 
skeletal  and  connective  tissue  systems. 
Loss  of  total  body  calcium  and  skeletal 
changes  have  been  observed  in  animals 
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and  humans  that  have  Hown  lor  1 
week  to  as  many  as  365  days  in  space. 
During  Apollo  and  Skylab,  precise 
measurements  were  taken  to  assess 
bone  mineral  mass  belore  and  alter 
Hight.  Studies  indicated  that  mineral 
loss  is  proportional  to  mission  length 
and  occurs  from  trabecular  and  com- 
pact bone.  I’he  total  mineral  loss  has 
ranged  Irom  1 % to  20%.  Three  Skylab 
4 crew  members  lost  an  average  ol  10 
grams  of  calcium  or  0.8%  ol  the  esti- 
mated 1250  grams  in  the  body  pool. 
Current  projections  estimate  that  25% 
ol  the  body  pool  may  be  lost,  and 
whether  recovery  of  this  bone  loss  is 
complete  postflight  is  uncertain. 

Preventive  and  treatment  measures 
are  needed  to  maintain  the  health  ol 
the  crew  during  the  mission  and  to  re- 
duce their  liletime  health  risks  Irom 
bone  loss.  Proposed  countermeasures 
have  inclucied  exercise,  medications, 
and  artihcial  gravity,  but  mineral 
losses  appear  to  occur  unabated  in  the 
face  of  heavy  exercise.  Long  periods  ol 
exercise  as  a countermeasure  may  not 
be  practical  because  of  their  impact  on 
crew  productivity  for  in-Hight  and 
surface  mission  objectives.  Nutritional 
supplements  of  calcium  and  phospbo- 
rus  for  briel  periods  and  medications 
such  as  Huoride  or  diphosphonates 
may  prove  effective  during  spaced ight. 

Artificial  gravity  experiments  in  an- 
imals have  been  encouraging,  and  the 
provision  ol  a short-arm  centriluge  for 
humans  is  technically  feasible  for  space 
vehicles.  I’he  human  body  is  expected 
to  respond  to  the  effects  of  artificial 
gravity  with  a dose-response  curve,  but 
the  amount  and  the  gravitational  lorce 
required  to  produce  a protective  effect 
is  unknown.  If  artificial  gravity  could 
be  generated  successfully  for  the  crew, 
then  exercise  and  other  countermea- 
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sures,  performed  under  artificial  grav- 
ity, may  be  more  effective  in  protecting 
against  bone  mineral  loss. 

Muscle  atrophy  and  loss  of  strength 
and  endurance  have  been  measured  in 
animals  and  humans  during  space- 
flight. Animal  models  (rats)  have 
shown  muscle  atrophy  and  changes  in 
lorce  generation.  Other  changes  have 
included  reduction  in  muscle  fiber 
mass,  diameter,  elasticity,  and  strength. 
Studies  in  crew  members  have  shown  a 
loss  ol  muscle  size  and  strength  accom- 
panied by  neuromuscular  changes  in- 
cluding muscle  fatigue  and  abnormal 
reflex  behavior.  Magnetic  resonance 
imaging  studies  have  shown  a signifi- 
cant reduction  in  muscle  volume  alter 
Hight  (11).  Muscle  biopsy  results  have 
confirmed  the  atrophy  and  suggest  that 
adaptation  ol  structural  proteins  begins 
after  as  few  as  1 1 days  in  spaceflight. 

These  changes  seem  to  be  partially 
reversed  with  exercise,  and  exercise  ap- 
pears to  be  an  effective  countermeastire 
in  improving  muscle  strength  and  leg 
volume.  For  a mission  to  Mars,  muscle 
volume,  strength,  and  endurance  need 
to  be  maintained,  especially  to  opti- 
mize crew  performance  during  explo- 
ration ol  the  surface  at  .38g. 

The  early  Mars  missions  may  pro- 
vide only  a brief  stay  on  the  planet’s 
surface,  so  that  exploration  time  will 
need  to  be  maximized.  Preventive  and 
treatment  strategies  are  needed  to  pro- 
tect the  crew  during  flight  and  on 
Mars.  When  the  crew  arrives  at  Mars 
after  several  months  in  microgravity, 
they  may  be  exposed  to  high  gravita- 
tional loads  if  “aerobraking”  is  used  to 
slow  the  vehicle  and  achieve  orbit. 
The  crew  will  be  continuously  ex- 
posed to  .38^  on  the  surface.  In  addi- 
tion, the  crew  will  wear  spacesuits  that 
will  increase  their  metabolic  workload 
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during  extravehicular  activity.  Effec- 
tive exercise  and  other  countermea- 
sures will  be  key  strategies  to  maintain 
muscle  strength  and  endurance  and 
exercise  capacity. 

Psychological  issues 

DURING  LONG-DURATION 
SPACEFLIGHT 

Both  the  American  and  Russian  space- 
flight  programs  have  generated  great 
interest  in  issues  ol  human  behavior, 
performance,  and  productivity  during 
long-duration  spaceflight.  In  the  past, 
these  issues  have  received  greater  atten- 
tion in  the  Russian  space  program,  and 
psychological  factors  may  have  played 
a role  in  three  evacuations  from  the 
Russian  space  station  (11). 

In  addition  to  Russian  spaceflight 
data,  analogue  populations  have  been 
tised  to  evaluate  the  risks  to  psycho- 
logical health  during  spaceflight.  Data 
from  submarine  personnel  have 
shown  that  emergency  evacuations 
from  submarines  for  psychiatric  dis- 
turbances rank  second  in  frequency 
only  to  trauma  and  surgery.  Rigorous 
screening  programs  have  not  elimi- 
nated these  occurrences. 

Long-duration  spaceflight  with  a 
small  yet  diverse  crew  poses  several 
concerns  to  behavioral  scientists. 
These  concerns  include  extended  peri- 
ods of  confinement,  separation  from 
traditional  social  support,  reduced 
sensory  stimulation,  and  loss  of  pri- 
vacy. These  stressors  may  then  be  asso- 
ciated with  symptoms  of  mood 
disturbance,  sleep  loss,  conflict,  and 
work  problems. 

In  the  Russian  program,  three 
phases  of  psychosocial  adaptation 
have  been  identified  in  the  adaptation 
to  spaceflight.  The  acute  phase  may 
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||last  up  to  2 months  and  involves  the 
adaptation  to  a novel  and  busy  envi- 
jronment.  The  intermediate  phase  may 
! include  increased  fatigue,  decreased 
motivation,  emotional  lability,  and  ir- 
ritability; psychosomatic  symptoms 
may  appear  such  as  reduced  sleep  and 
appetite.  The  long-duration  phase 
may  show  worsening  of  symptoms  if 
no  countermeasures  are  applied  dur- 
ing the  intermediate  phase.  Interper- 
jsonal  conflicts  may  increase  during 
[this  period.  Similar  findings  have 
{emerged  from  studies  in  analogue 
populations  from  submarines  and 
Antarctic  expeditions  (11). 

Both  the  American  and  the  Russ- 
ian spaceflight  programs  have  added 
psychological  countermeasures  to 
current  flight  programs.  In  the  Shut- 
tle program,  crews  may  visit  with  se- 
lected family  members  during  private 
air-to-ground  conferences,  as  well  as 
during  private  medical  conferences 
'with  flight  surgeons.  In  the  Russian 
program,  crews  are  encouraged  to 
treat  spaceflight  as  a normal  part  of 
their  daily  lives.  1 he  environment 
has  received  attention  in  terms  of  er- 
gonomic changes  to  workstations  and 
habitability  issues  such  as  interior 
colors  and  private  quarters.  To  over- 
come issues  of  isolation  and  monot- 
ony, crews  are  provided  private  and 
public  two-way  video  to  family, 
friends,  and  others,  as  well  as  news 
and  other  programming. 

The  development  of  countermea- 
sures for  mental  health  is  currently  fo- 
cused in  five  areas  within  NASA:  crew 
selection  and  composition,  training 
for  flight  and  ground  personnel  as 
well  as  for  families,  in-Hight  psycho- 
logical support,  mission  and  work  de- 
sign, and  vehicle  and  habitat  design. 
Countermeasures  will  include  new  se- 


lection procedures  to  identify  poten- 
tial psychological  problems  and  to 
identify  factors  associated  with  success 
during  long-duration  spaceflight.  De- 
sign of  vehicles  and  habitats  will  be  es- 
sential as  will  training  of  crews  in 
adaptation  to  novel  environments. 
Clinical  and  other  services  will  be 
needed  to  address  the  isolation  and 
routine  of  a mission  lasting  2 to  3 
years.  Ensuring  the  psychological 
health  of  astronauts  during  a Mars 
mission  will  be  a critical  strategy  for 
the  success  of  the  mission. 

Bioregenerativr  life- 
support  SYSTEMS 

During  long-duration  spaceflights,  the 
mass  penalty  of  carrying  all  the  ele- 
ments required  for  effective  life  support 
is  considerable.  Adequate  supplies 
must  be  available  and  consist  of  oxygen 
and  nitrogen  to  make  up  the  breath- 
able atmosphere,  water  for  metabolic 
and  hygiene  needs,  and  food  for  meta- 
bolic needs  (17).  Waste  products  must 
be  contained  and  either  stored,  recy- 
cled, or  dumped  overboard.  If  the  vehi- 
cle carries  all  these  elements  as 
consumable  rather  than  regenerable 
items,  then  the  mass  penalty  to  launch 
and  in-Hight  propulsion  and  to  fuel 
stores  is  considerable. 

Regenerative  life-support  systems 
may  be  able  to  recycle  or  produce  one 
or  more  of  these  key  elements  of  life 
support  so  as  to  reduce  the  mass  car- 
ried in  the  vehicle.  A regenerative  life- 
support  system  still  requires  nitrogen 
as  a carried  consumable  to  compen- 
sate for  losses  of  leakage  in  the  cabin 
atmosphere.  Oxygen,  however,  can  be 
generated  by  electrolyzing  water  that 
is  also  present  in  the  on-board  food 
supply.  The  metabolic  by-product  of 


carbon  dioxide  (CO2)  may  be  re- 
moved by  solid  amine  adsorbents, 
electrochemical  carbon  dioxide  re- 
moval systems,  or  the  catalytic  reac- 
tion of  CO,  with  hydrogen.  I’he  latter 
reaction  has  an  added  benefit  in  that  it 
produces  water. 

Water  needed  for  personal  hygiene, 
housekeeping,  and  consumption  be- 
comes critical  as  the  duration  of  space- 
Hight  increases.  If  the  water  required 
for  a mission  cannot  be  generated  or 
recycled  in-flight,  then  a Mars  vehicle 
would  incur  a mass  penalty  for  the 
carriage  of  all  needed  water.  The  capa- 
bility to  recycle  wastewater  to  potable 
would  reduce  these  carriage  require- 
ments as  would  the  capability  to  gen- 
erate water  from  frozen  subsurface 
water  or  from  the  carbon  dioxide  in 
the  atmosphere  of  Mars.  Standards  for 
water  quality  and  monitoring  are 
needed  with  adequate  on-board  mon- 
itoring equipment;  microbiologic 
control  may  be  effected  through  the 
use  of  a residual  bactericide. 

Waste  management  issues  include 
the  collection  and  disposal  of  meta- 
bolic waste  and  food  residues.  Flight 
systems  must  provide  for  the  stabiliza- 
tion of  waste  and  control  of  odors, 
whereas  the  disposal  of  urine  may  be 
part  of  the  water  reclamation  process. 

Given  the  technological  challenges 
of  having  free  water  in  a reduced  grav- 
ity space  vehicle,  many  issues  need  to 
be  resolved  for  a Mars  mission.  Deliv- 
ery and  collection  techniques  need  to 
he  developed  for  hand  and  face  wash- 
ing, bathing,  hair  washing,  grooming, 
shaving,  and  oral  hygiene.  The  Skylab 
vehicle  had  a shower  that  entrained 
water  through  directed  airflow  and 
suction;  the  Shuttle  and  proposed 
Space  Station  currently  have  no  such 
capability. 
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Medical  care  systems 

Throughout  the  American  and  Russ- 
ian space  programs,  some  form  of  in- 
flight medical  care  has  been  provided 
for  crew  members.  The  medical  care 
systems  have  gtown  in  capability  and 
sophistication  as  mission  duration  and 
complexity  have  increased  and  crews 
have  become  larger  and  more  diverse. 

The  medical  care  system  for  the  cur- 
rent Shuttle  provides  a modest  kit  with 
equipment  and  medications  for  emer- 
gencies as  well  as  for  common  ambula- 
tory medical  problems.  One  of  the 
challenges  in  planning  for  planetary  ex- 
ploration missions  is  to  assess  the  risk 
for  the  development  of  a particular 
medical  problem.  To  this  end,  other 
populations  of  operational  personnel 
have  been  examined  as  possible  ana- 
logues to  spaceflight.  Personnel  from 
US  Navy  submarines  as  well  as  crews 
assigned  to  Antarctic  research  installa- 
tions have  provided  data.  More  re- 
cently, data  from  Russian 
long-duration  spaceflights  have  be- 
come available.  These  data  assist  with 
the  selection  of  medical  equipment  and 
medications  for  the  more  commonly 
anticipated  emergency  and  ambulatory 
medical  problems;  these  data  have  been 
used  also  to  propose  selection,  training, 
and  in-flight  clinical  services  for  the 
psychological  health  of  the  crew. 

The  concept  for  the  medical  care 
system  for  the  Space  Station  includes  a 
small  emergency  room.  Capability  for 
advanced  life  support  would  be  in- 
cluded as  well  as  for  diagnosis  and 
treatment  of  common  ambulatory 
medical  problems.  This  system  is  aug- 
mented by  a crew  rescue  vehicle  that 
can  function  as  an  ambulance  to  re- 
turn the  injured  or  ill  crew  member 
from  low-Earth  orbit.  In  some  cases, 

54 


operational  limitations  may  require 
that  the  injured  or  ill  crew  member  re- 
main on  orbit  for  up  to  24  hours  to 
reach  a safe  landing  site.  This  require- 
ment drives  the  need  to  provide  equip- 
ment and  consumables  for  24  hours 
for  the  anticipated  medical  problems. 

Emergency  return  from  Mars  is  im- 
possible because  the  duration  of  transit 
involves  many  months.  Furthermore, 
radio  communication  may  not  be 
available  100%  of  the  time,  and  round- 
trip  communications  require  many 
minutes  (10).  Thus  real-time  medical 
consultation  will  not  be  possible.  Effec- 
tive in-flight  and  planetary  medical 
care  will  require  the  crew  to  be  nearly 
autonomous  in  providing  medical  care 
to  the  ill  or  injured  crew  member. 

The  medical  care  system  for  a mis- 
sion to  Mars  will  need  to  provide  for 
emergency  and  ambulatory  care  on 
the  basis  of  mission  scenarios  and  an- 
ticipated medical  problems.  Several 
invasive  interventions  may  be  needed 
that  include  procedures  for  inflamma- 
tory conditions,  septic  or  obstructive 
conditions,  perforated  organs,  blunt 
or  sharp  trauma,  crush  injuries,  or 
burns.  In  environments  with  reduced 
gravity,  control  of  body  fluids  is  im- 
portant because  fluids  can  disperse 
over  a wide  area.  Enhanced  surgical 
technologies  that  reduce  the  invasive- 
ness of  the  procedures  will  assist  with 
control  of  body  fluids,  reduce  the 
trauma  to  the  crew  member,  and  en- 
hance the  ability  to  return  to  full  per- 
formance as  soon  as  possible. 

Crew  training  will  be  essential  to 
provide  one  or  more  crew  medical  of- 
ficers capable  of  fully  using  the  med- 
ical care  system.  Ideally,  a physician 
would  be  a standard  member  of  the 
crew  who  is  trained  to  current  med- 
ical, surgical,  and  space  medicine  stan- 
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dards.  The  medical  officer  may  be' 
supported  by  a sophisticated  on-board 
medical  reference  library,  telemedicine 
consultation  with  colleagues  on  the 
Earth,  and  perhaps  an  advanced  med- 
ical-decision system.  The  medical  offi- 
cer will  oversee  preventive  medicine 
programs  for  the  crew  for  in-flight 
and  planetary  countermeasures,  and 
will  assess  the  effectiveness  of  the  pro- 
grams. Finally,  this  physician  will  be 
responsible  for  understanding  the  en- 
vironmental and  toxicological  risks  to 
the  crew,  and  for  providing  expertise 
in  environmental  monitoring,  emer- 
gency response  and  decontamination, 
and  treatment  protocols. 

Telemedicine  systems 

Telemedicine  has  been  practiced  in 
the  US  Space  Program  since  its  incep- 
tion. The  very  first  Mercury  flights  in 
the  1960s  provided  telemetry  of  the 
electrocardiogram  (EGG)  to  the 
ground  to  monitor  an  astronaut’s  car- 
diac status.  From  the  surface  of  the 
Moon,  telemetry  of  the  EGG  signal 
was  monitored  during  extravehicular 
activities.  During  Apollo  15,  an  astro- 
naut developed  a catdiac  dysrhythmia 
that  heightened  concern  about  the  ef- 
fects of  spaceflight  on  the  cardiovascu- 
lar system  (11).  In  the  Space  Shuttle 
program,  EGG  data  have  been  moni- 
tored during  launch,  landing,  and  ex- 
travehicular activities. 

Many  environmental  parameters 
are  monitored  during  a spaceflight 
that  are  essential  to  maintaining  opti- 
mum crew  health.  The  bioenviron- 
mental  parameters  monitored  for 
present  space  vehicles  include  total 
cabin  and  oxygen  pressure,  GO2  lev- 
els, and  temperature.  Radiation  mon- 
itoring is  provided  passively  with 
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individual  crew  dosimeters  but  may 
be  monitored  actively  in  the  case  of  an 
SPE.  Fire  and  fire  extinguisher  dis- 
charge warnings  are  possible,  but  no 
real-time  monitoring  ol  other  toxico- 
logical hazards  is  possible. 

For  luture  space  vehicles  and  habi- 
tats, early  detection  and  monitoring  ol 
many  environmental  leatures  are 
needed;  these  include  radiation,  toxi- 
cological hazards,  vibration  and  noise, 
and  water  and  air  quality.  Not  only  are 
the  vehicles  and  habitats  closed  envi- 
ronments but  the  life-support  systems 
may  recycle  and/or  generate  water, 
oxygen,  fuel,  and  food.  The  crew  can 
receive  advice  from  environmental 
and  safety  colleagues  on  the  Earth 
while  in  the  Space  Station,  on  a lunar 
base,  or  during  part  of  the  transit  to 
Mars.  Given  the  long  delay  in  com- 
munication time  from  Mars,  however, 
the  crew  will  need  to  be  autonomous 
in  taking  initial  action  for  environ- 
mental and  other  safety  issues  in  the 
vehicle,  in  the  habitat,  or  during  ex- 
travehicular activity. 

Medical  care  has  been  provided  to 
the  astronauts  via  private  air-to- 
ground  links  during  all  spaceflight 
missions.  During  the  private  medical 
conferences,  the  astronauts  can  report 
their  medical  condition  and  seek  ad- 
! vice  from  a physician  (flight  surgeon) 
in  mission  control.  Similar  private  vis- 
; its  are  possible  with  family  members 
to  provide  for  the  psychological  health 
of  crews.  More  extensive  telemedicine 
capabilities  are  being  explored  for  the 
Mars  mission;  physical  history  and  ex- 
amination, laboratory,  and  physio- 
logic data  may  all  be  downlinked. 
These  additional  data  will  aid  medical 
consultation  from  a network  of  spe- 
cialist consultants.  Telepresence  for  di- 
agnosis and/or  surgery  are  also  in 


planning  to  back  up  the  on-board 
medical  oflicer,  although  communica- 
tions may  not  be  available  100%  of 
the  time  and  will  take  several  minutes 
for  a round-trip  exchange.  Clinical 
psychological  services  will  be  available 
as  noted  earlier. 

Conclusion 

The  question  is  less  “can  we  go  to 
Mars”  than  “will  we?”  Perhaps  the 
longing  to  explore  and  the  pioneering 
spirit  is  best  stated  in  a quote  from  the 
former  Apollo  1 1 command  module 
pilot  Mike  Collins  when  he  wrote  in 
Mission  to  Mars: 

To  those  who  will  make  the  trip. 
When  you  do,  I’ll  be  like  the  kid  in 
a small  town,  listening  to  the  big 
diesels  growl  at  midnight,  wanting 
to  climb  on  board  (18). 
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The  Extended  Duration 
Orbiter  Medical  Project  began 
in  1988,  when  Congress  allo- 
cated $125  million  to  the  National 
Aeronautics  and  Space  Administration 
(NASA)  for  modifications  to  the  Space 
Shuttle  to  enable  on-orbit  stay  times  of 
16  days.  Because  the  United  States  had 
limited  experiences  with  maintaining 
crew  members  for  extended  periods  in 
space,  the  Shuttle  Program  Office  asked 
the  Life  Sciences  Directorate  and  the 
Astronaut  Office  to  consider  the  impli- 
cations of  these  missions;  both  organi- 
zations expressed  several  concerns. 
Astronauts  were  concerned  about  pre- 
serving the  capability  for  unaided  egress 
from  the  Orbiter,  including  the  capabil- 
ity to  bail  out  in  an  emergency.  Some 
degradation  of  landing  proficiency  was 
anticipated  on  extended  missions. 
Changes  in  proficiency  of  landing  the 
spacecraft,  which  might  be  related  to 
the  length  of  time  in  the  microgravity 
environment,  could  not  be  evaluated 
beforehand.  The  durations  of  previous 
flights  were  typically  7 days  or  shorter; 
thus  to  establish  a safety  baseline,  the 
requirement  of  more  than  one  success- 
ful landing  after  longer  flights  was 
agreed  upon.  The  Astronaut  Office  and 
the  Flight  Crew  Operations  Directorate 
recommended  an  incremental  build-up 
of  flight  durations  to  16  days. 

Researchers  within  the  life  sciences 
presented  a similar  list  of  concerns,  fo- 
cused on  the  crew’s  ability  during  en- 
try of  the  Shuttle  into  the  Earth’s 
atmosphere,  landing  of  the  spacecraft, 
and  exiting  the  Shuttle.  At  first,  be- 
cause some  crew  members  had  presyn- 
copal  or  syncopal  episodes  after 
landing  but  before  exiting  during  the 
first  24  Shuttle  missions,  the  primary 
concern  was  maintenance  of  orthosta- 
tic tolerance.  During  these  short  mis- 


sions, approximately  6%  of  crew 
members  demonstrated  presyncopal 
symptoms  during  provocative  stand 
tests  performed  in  the  clinic  2 hours 
after  landing.  Neuromuscular  and 
neurovestibular  concerns  observed  on 
short  missions  included  disequilib- 
rium, which  affected  all  crew  mem- 
bers to  some  degree.  Crew  members 
routinely  exhibited  decreased  ability 
to  walk  normally  after  landing.  This 
disequilibrium  impaired  coordinated 
maneuvers  and  could  have  interfered 
with  egress  from  the  Shuttle  in  either 
a nominal  or  contingency  mode. 
Many  crew  members  experienced 
marked  vertigo  when  making  head 
movements  during  entry,  landing,  and 
afterwards.  This  vertigo  would  proba- 
bly impede  successful  egress  if  vision 
were  impaired  (eg,  in  a smoke-filled 
cabin).  Maintenance  of  exercise  capac- 
ity and  strength  was  another  impor- 
tant consideration  as  every  crew 
member  wore  a 34-kg  Launch  and 
Entry  Suit  (EES),  and  many  crew 
members  previously  demonstrated 
decrements  of  10%  to  20%  in 
strength  of  major  muscle  groups  fol- 
lowing relatively  short  missions. 

These  considerations  served  as  the 
background  for  initiation  of  the  $40 
million  Extended  Duration  Orbiter 
Medical  Project,  which  was  conducted 
from  December  1989  through  Sep- 
tember 1995.  The  outside  academic 
community  participated  in  developing 
requirements  and  reviewing  progress 
during  the  course  of  the  project.  In 
many  cases,  these  advisory  groups  sug- 
gested potential  countermeasures  that 
merited  evaluation.  Extended  Dura- 
tion Orbiter  investigations  were  prior- 
itized during  a joint  meeting  with 
astronaut  representatives  and  academi- 
cians in  August  1 990.  The  implemen- 
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Fig  I.  Vagal  barorcHcxes  and  s|iaceHiglii.  Conijiarison  ot  nnhosiaiic  responses  in  “more  resisiani” 
versus  “less  resistant”  astronauts.  Croup  averages  are  showm  for  arterial  blootl  pressure,  operaiion.il 
set  point,  supine-to-staiuling  ebange  in  bean  rate,  and  prefliglu-to-postfliglu  ebange  in  body  weight. 


Systolic  Diastolic 


I More  resistant  n=8  | Less  resistant  n=6  = /’<0.()5 


ration  process  centered  on  use  ol  a 
method  of  manifesting  experiments 
called  Detailed  Supplementary  Objec- 
tives with  NASA  civil  servants  as  lead 
scientists.  This  approach  was  selected 
by  necessity  to  minimize  time  required 
to  develop  and  fly  investigations. 

Cardiovascular 

INVESTIGATIONS 

I Cardiovascular  symptoms  associated 
with  microgravity  missions  have 
ranged  from  postflight  orthostatic  in- 
tolerance and  decreased  exercise  capac- 
ity to  serious  dysrhythmias  noted 
during  the  Apollo  Program.  Systematic 
investigations  have  proved  difficult  be- 
cause of  individual  dififerences  in  diet, 
sleep  patterns,  exercise,  medications, 

[ and  fluid  intake  associated  with  various 
j space  missions.  Sample  sizes  were  typi- 
cally small,  and  results  were  somewhat 
inconsistent.  Before  the  Extended  Du- 
ration Orbiter  Medical  Project,  we  had 
few  normative  data  describing  changes 
in  cardiovascular  parameters  during 
and  after  spaceflight.  Primary  objec- 
tives were  to  establish  a normative 
database  by  conducting  descriptive 
studies  to  determine  mechanisms  of 
cardiovascular  changes  and  to  evaluate 
possible  countermeasures. 

Early  mechanism  studies  deter- 


mined vagally  mediated,  carotid 
baroreceptor-cardiac  reflex  responses 
for  16  astronauts  before  and  after  short 
Shuttle  missions  of  4 to  5 days.  The 
barocuff  permits  noninvasive  stimula- 
tion of  the  aortic  carotid  body  pressure 
receptors.  This  circumferential  cuff 
forms  a snug  seal  around  the  front  of 
the  neck.  Both  positive-  and  negative- 
pressure  stimulations  are  provided  by  a 
computer-controlled,  stepping  motor- 
driven  bellows.  Stimulation  of  the 
carotid  body  in  turn  stimulates  changes 
in  mean  arterial  pressure.  The  heart 
rate  response  to  carotid  body  stimula- 
tion is  analyzed  as  a measurement  of 
autonomic  nervous  system  status  (1). 
These  investigators  determined  “opera- 
tional points”  that  are  a measure  of 
baroreflex  buffering  capacity  for  blood 
pressures  above  and  below  resting  lev- 
els. Low  operational  points  indicate  less 
buffering  capacity  for  the  hypotensive 
part  of  the  stimulus.  Conversely,  high 
operational  points  imply  less  buffering 
capacity  for  the  hypertensive  part  of 
the  stimulus.  Astronauts  who  were  un- 
able to  maintain  their  systolic  pressures 
on  landing  day  exhibited  relatively 
slower  heart  rates,  greater  gain  of  va- 
gally mediated  baroreflex  responses 
preflight,  and  greater  weight  loss  and 
reductions  of  baroreflex  operational 
points  postflight  than  did  astronauts 


who  maintained  stable  systolic  pres- 
sures. The  average  operational  point 
was  significantly  lower  on  landing  day 
than  before  the  mission;  therefore,  re- 
duction of  the  total  range  of  response 
occurred  primarily  at  the  expense  of 
hypotensive  buffering  capacity.  Al- 
though many  documented  changes 
were  statistically  significant,  they  were 
subtle  and  did  not  clearly  impair  crew 
performance. 

Attempts  were  made  to  divide  sub- 
jects into  “more  resistant”  and  “less  resis- 
tant” groups  relative  to  their  orthostatic 
stability.  A limitation  of  the  baroreflex 
technique  is  that  it  documents  changes 
of  vagal  baroreflex  mechanisms  but  does 
not  define  .sympathetic  mechanisms. 
Further  studies  were  required  to  eluci- 
date the  sympathetic  component  of 
these  changes.  Fig  1 compares  preflight 
to  landing  day  changes  between  the  two 
groups;  the  less  resistant  showed  signifi- 
cant (P<0.01)  decreases  in  both  systolic 
and  diastolic  pressures  upon  standing, 
their  operational  point  percentage 
change  was  significantly  negative,  and 
they  exhibited  greater  heart  rate  in- 
creases and  more  body  weight  loss  com- 
pared with  the  more  resistant  group. 
These  investigations  were  extended  to 
include  catecholamine  determinations 
and  Valsalva  maneuvers  in  16  astronauts 
on  missions  ranging  from  8 to  14  days 
(2).  Power  spectral  density  analyses  of  R- 
R interval  data  were  accomplished  to  de- 
termine shifts  in  sympathetic/para- 
sympathetic  autonomic  nervous  system 
function.  Both  norepinephrine  and  epi- 
nephrine levels  were  increased  signifi- 
cantly (T=0.021,  T=0.008)  on  landing 
day  but  returned  to  normal  within  3 
days  after  landing.  Subjects  in  this  latter 
study  could  not  be  grouped  by  a fall  in 
standing  arterial  pressure,  heart  rate, 
change  in  operational  point,  weight,  or 
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any  prcHight  baroreflex  measures.  Sev- 
eral astronauts  demonstrated  orthostatic 
intolerance  both  before  leaving  the 
Shuttle  and  later,  during  their  stand 
tests.  Postflight  reductions  in  both 
standing  arterial  pressures  and  baroreflex 
operational  points  were  significantly 
correlated.  Therefore,  spaceflight  pro- 
vokes lunctionally  significant  changes  in 
sympathetic  and  vagal  cardiovascular 
control. 

Findings  from  this  study  suggest 
that  baroreflex  abnormalities  develop 
very  early  during  spaceflight  and  do 
not  progress  further  for  up  to  14  days. 
Postflight  changes  in  arterial  pressure 
and  heart  rate  responses  during  Val- 
salva maneuvers  were  used  to  indicate 
changes  in  autonomic  function  after 
spaceflight.  In  a study  performed  con- 
currently, which  included  some  of  the 
same  subjects,  both  resting  plasma  cat- 
echolamines and  catecholamine  re- 
sponses to  standing  were  increased  on 
landing  day  (3).  Changes  in  heart  rate 
and  diastolic  pressure  with  standing 
were  similar  to  those  seen  after  shorter 
flights  (2);  however,  systolic  pressures 
decreased  more  with  standing  on  land- 
ing day.  Average  loss  ol  body  weight  af- 
ter flight  in  these  subjects  was  more 
than  twice  that  of  the  short-flight 
group.  Furthermore,  all  subjects  in  this 
study  experienced  a fall  in  systolic  pres- 
sure upon  standing  on  landing  day.  In 
the  previous  study,  only  the  less-resis- 
tant group  experienced  a fall  in  systolic 
pressure  upon  standing  on  landing  day. 

A third  study  provided  normative 
baseline  data  for  microgravity  decreases 
in  heart  rate  and  arterial  pressure  in  crew 
subjects  (4).  Heart  rate,  arterial  pressure, 
and  cardiac  rhythm  disturbances  were 
monitored  for  24-hour  periods  before, 
during,  and  after  spaceflight  while  astro- 
nauts performed  their  normal  routines. 


Fig  2.  FACs  and  PVCs.  Holier  monitor  assessment  of  premature  atrial  and  ventricular  contrac- 
tions pre-,  in-,  and  postflight.  Plots  show  means  ± SE  for  premature  atrial  (PAC)  and  ventricular 
(PVC)  contractions  per  hour  on  2 occasions  before  flight,  2 occasions  during  flight,  and  1 occa- 
sion alter  flight  for  all  subjects.  Asterisk  indicates  values  significantly  different  from  preflight  av- 
erage, P<0.05. 
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Reproduced  with  permission  from  Fritsch-Yeile,  et  i\.  J Appl  Physiol.  1996. 


Heart  rate,  diastolic  pressure,  variability 
of  heart  rate  and  diastolic  pressure,  and 
premature  ventricular  contractions  all 
were  significantly  reduced  in  flight.  Sys- 
tolic pressure  and  premature  atrial  con- 
tractions also  tended  to  be  reduced  in 
flight.  These  data  were  obtained  by  use 
of  Holter  monitors  in  conjunction  with 
automatic  auscultative  blood  pressure 
devices  during  24-hour  monitoring  on 
five  occasions:  1 1 and  6 days  before 
flight,  the  first  or  second  day  in  flight, 
the  last  day  in  flight,  and  two  days  after 
landing. 

The  diurnal  variabilities  of  heart 
rate  and  systolic  and  diastolic  pres- 
sures were  reduced  during  flight.  The 
number  of  cardiac  rhythm  distur- 
bances was  small  in  this  population 
during  all  data  sessions.  All  dysrhyth- 
mias occurred  as  single  beats,  with  no 
clinically  significant  pauses.  Fig  2 
shows  the  average  occurrence  of  pre- 
mature atrial  and  ventricular  contrac- 
tions before,  during,  and  after  flight. 
Although  we  found  a trend  toward  a 


reduced  frequency  of  premature  atrial 
and  ventricular  contractions  during 
flight,  the  only  significant  difference 
on  any  day  was  a reduction  in  prema- 
ture ventricular  contractions  during 
the  early  stages  of  flight  compared 
with  the  averaged  preflight  frequency. 

Reductions  in  diastolic  pressure 
seen  during  flight  may  reflect  reduc- 
tions in  sympathetic  activity  and  pe- 
ripheral vascular  resistance.  The 
increases  in  heart  rate  and  diastolic 
pressure  in  this  study  suggest  in- 
creased stroke  volume  during  flight, 
which  has  been  noted  by  Frisk  et  al  (5) 
for  other  Shuttle  astronauts.  The  fact 
that  heart  rate  and  arterial  pressure 
did  not  fall  during  sleep  on  orbit 
could  be  an  indication  of  impaired 
sleep  in  flight.  These  results  suggest 
that  spaceflight  itself  has  a benign  ef- 
fect on  the  cardiovascular  system. 

The  final  set  of  studies  developed  a 
more  completely  integrated  picture  of 
physiological  responses  in  astronauts 
immediately  following  spaceflight  (6). 
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Fig3.  Total  peripheral  resistance  values  lor  astronauts  who  were  nonpresyncopal  versus  those  who 
became  presyncopal  on  landing  day.  Upper  portion  depicts  prellight  values  during  the  lO-minnte 
stand  test.  Lower  portion  shows  minimal  dillerence  horn  pretlight  for  the  astronants  who  did  not 
become  presyncopal.  Lhe  brieler,  more  variable  lines  are  from  four  representative  astronauts  who 
became  presyticopal  at  variable  titnes  dtiritig  the  stand  test. 
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i Fig  4.  Landing  day  minus  preflight  changes  in  response  to  standing  from  a supine  position  com- 
; pared  between  presyncopal  and  nonpresyncopal  groups.  Members  of  presyncopal  group  lost  a 
. large  portion  of  their  norepinephrine  response  to  landing  after  spaceflight,  whereas  nonpresynco- 
I pal  group  had  larger  norepinephrine  response  to  standing  (A).  Presyncopal  group  lost  differen- 
tially more  diastolic  (C)  and  systolic  pressures  (D)  when  they  stood  after  flight  and  had 
significantly  gteater  increases  in  heart  rate  (E).  *F<  0.05  between  groups. 
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Astronauts  were  studied  before  and  af- 
ter spaceflights  lasting  from  8 to  16 
days.  The  stand  test  was  lengthened  to 
10  min  because  several  astronauts  had 
been  noted  to  have  approached  pre- 
syncopal episodes  but  were  able  to 
complete  5-minute  stands.  In  fact,  on 
landing  day,  8 of  29  astronauts  (28%) 
were  unable  to  complete  the  test  be- 
cause presyncopal  symptoms  inter- 
vened between  1 and  9 minutes  after 
standing.  No  vasovagal  incidents  oc- 


(n=21) 

curred,  and  no  subject  lost  conscious- 
ness. The  most  striking  intergroup  dif- 
ference was  the  significantly  lower 
norepinephrine  response  in  the  pre- 
syncopal group,  who  had  only  one 
third  as  great  an  increase  upon  stand- 
ing as  did  the  nonpresyncopal  group 
(T=0.05).  Standing  peripheral  resis- 
tance was  one  third  lower  in  the  pre- 
syncopal group  (T=0.035).  Diastolic 
pressure  fell  precipitously  on  standing 
in  presyncopal  subjects  but  actually  in- 


creased slightly  in  nonpresyncopal 
subjects  (T=().0003).  Both  supine 
(T=0.028)  and  standing  (T=0.0078) 
systolic  pressures  were  lower  in  the 
presyncopal  group.  Vascular  resistance 
of  the  middle  cerebral  artery  was  lower 
during  standing  in  the  presyncopal 
group  (P=0.011).  No  intergroup  dif- 
ferences were  found  in  plasma  volume, 
stroke  volume,  cardiac  output,  plasma 
renin  activity,  or  mean  flow  velocity  of 
the  middle  cerebral  artery. 

Fig  3 shows  peripheral  vascular  re- 
sistance in  both  groups.  Preflight  eval- 
uations (upper  portion  of  figure) 
showed  that  the  group  that  became 
presyncopal  on  landing  day  had  lower 
peripheral  resistance.  The  lower  por- 
tion shows  that  the  presyncopal  group 
(5  women  and  3 men)  varied  greatly 
in  each  individual’s  ability  to  maintain 
peripheral  vascular  resistance.  The 
nonpresyncopal  group  consisted  of  2 
women  and  19  men.  One  of  the  pre- 
syncopal group  and  16  of  the  nonpre- 
syncopal group  had  previously  been 
pilots  of  high-performance  aircraft  be- 
fore joining  the  astronaut  corps  (all  of 
these  were  men).  Groups  did  not  dif- 
fer in  age,  height,  weight,  or  normal 
exercise  routine,  and  the  groups  could 
not  be  separated  on  the  basis  of  symp- 
toms exhibited  during  flight.  Note 
that  the  group  destined  to  become 
presyncopal  on  landing  day  had  func- 
tionally significant  differences  in  car- 
diovascular responses  before  their 
exposure  to  the  microgravity  environ- 
ment. Fig  4 shows  that  the  norepi- 
nephrine response  of  the  presyncopal 
group  was  on  average  142  pg/mL  less 
on  landing  day  whereas  the  nonpre- 
syncopal group  had  an  83  pg/mL 
greater  response  on  landing  day. 

Various  symptoms  reported  by  as- 
tronauts during  flight,  including  uri- 
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nary  retention,  incontinence,  diatrhea, 
constipation,  changes  in  vision,  taste, 
smell,  thirst,  and  appetite,  and  hypes- 
thesias  and  parasthesias  in  the  feet, 
may  be  relevant  to  understanding 
these  and  other  autonomic  changes. 
Many  female-male  differences  in  car- 
diovascular responses  have  been  shown 
to  be  estrogen  related,  mediated 
through  endothelium-dependent  re- 
laxing factor  (nitric  oxide).  Finally,  re- 
sults from  these  studies  do  not  support 
the  idea  that  loss  of  plasma  volume  is 
the  primary  cause  of  postflight  ortho- 
static hypotension;  rather  they  support 
previous  findings  from  bed  rest  studies 
showing  that  restoration  of  plasma 
volumes  did  not  fully  restore  orthosta- 
tic tolerance  after  bed  rest. 

Cardiovascular 

COUNTERMEASURES 

Potential  new  or  improved  counter- 
measures were  evaluated  including  the 
following:  improved  use  of  existing 
anti-^  suits;  a potential  new  anti-^suit; 
use  of  a liquid  cooling  garment;  inges- 
tion of  hypotonic  and  hypertonic  solu- 
tions prior  to  landing;  use  of  lower 
body  negative  pressure  (LBNP)  during 
flight;  and  the  use  of  fludrocortisone 
(Florinef)  as  a plasma  volume  ex- 
pander during  the  last  days  of  flight. 

Studies  were  conducted  to  deter- 
mine whether  early  inflation  of  the 
standard  five-bladder  anti-^  suit  prior 
to  centrifuge  simulation  of  Shuttle 
landing  would  provide  better  protec- 
tion against  orthostasis  than  does  the 
standard  symptomatic  inflation  regi- 
men (7).  All  subjects  were  experienced 
US  Air  Force  male  centrifuge  panel 
members;  they  teceived  a potent  di- 
uretic (intravenous  Lasix)  6 hours  be- 
fore centrifugation  to  stimulate  fluid 


Table  1.  Minimum  eye-level  blood  pressures  during  simulated  shuttle  reentry  profile  (mmHg).  i 
Eye-level  blood  pressure  represents  mean  cerebral  perfusion  pressure.  Although  difference  shown  ' 
for  preinHation  of  the  anti-^  suit  was  not  statistically  significant,  resultant  higher  pressures  repre- 
sent a potential  safety  factor. 


Subject 

With  Preinflation 

No  PreinHation 

Delta 

1 

72 

40 

32 

2 

50 

78 

-28 

3 

111 

78 

33 

5 

60 

46 

14 

6 

60 

38 

22 

7 

51 

60 

-9 

X 

67.3  ± 9.3 

56.7  ± 7.4 

10.6  ± 9.9 

NS 

Table  2.  Maximum  heart  rates  during  simulated  shuttle  reentry  profile  (bpm 
shown  by  preinHation  Shuttle  reentry  ^-profile  exposure  in  a centrifuge.  The 
ference  represents  “cardiovascular  reserve.” 

1).  Protective  benefit 
mean  heart  rate  dif- 

Subject 

With  PreinHation 

No  PreinHation 

Delta 

1 

92 

95 

-3 

2 

121 

134 

-13 

3 

105 

118 

-13 

5 

120 

141 

-21 

6 

100 

125 

-25 

7 

122 

137 

-15 

1 

110  ± 5.2 

125  ± 6.9 

-15  ±3.1 

P = .0047 

volume  losses  (1.6  liters  average)  typi- 
cally encountered  during  orbital 
flight.  Preinflation  protected  eye-level 
blood  pressures  better  (Table  1)  and 
resulted  in  lower  maximum  heart  rates 
during  these  simulations  (Table  2). 
Preinflation  subjects  exhibited  a 
greater  drop  in  systolic  pressure  dur- 
ing centrifugation  (-51  mm  Hg  vs  -36 
mm  Hg)  but  completed  the  runs  with 
higher  absolute  systolic  pressures. 
These  findings  resulted  in  a flight  rule 
that  now  requires  preinflation  of  anti- 
g suits.  The  second  portion  of  these 
studies  led  to  development  of  an  im- 
proved anti-^  suit,  designated  the 
Reentry  Anti-G  Suit.  This  suit  pro- 
vided more  complete  lower  torso  cov- 
erage but  deleted  the  abdominal 
bladder  found  in  the  standard  CSU- 
13  B/P  suit.  Although  the  Reentry 
Anti-G  Suit  was  shown  to  provide 
greater  protection  at  lower  absolute 
inflation  pressures,  it  was  not  incorpo- 
tated  into  the  Launch  and  Entry  Suit 
because  it  decreased  mobility  and  in- 
creased bulkiness  of  the  total  garment. 


At  the  same  time  the  Reentry  Anti- 
G Suit  was  being  developed,  NASA 
evaluated  a liquid  cooling  garment  as  a 
countermeasure  to  the  thermal  load 
imposed  by  the  Launch  and  Entry  Suit. 
This  thermal  load  is  believed  to  be 
largely  responsible  for  the  increased  in- 
cidence of  orthostatic  intolerance 
noted  following  resumption  of  Shuttle 
flights  after  the  Challenger  accident 
(8).  The  metabolic  heat  produced  by 
an  average  astronaut  is  about  100 
watts.  Before  use  of  the  liquid  cooling 
garment,  the  only  means  of  dissipating 
body  heat  was  via  cabin  air  circulated 
across  the  chest  area  within  the  Eaunch 
and  Entry  Suit.  This  provided  modest 
benefit  in  a cool  cabin  and  no  benefit 
postlanding  when  cabin  air  tempera- 
tures often  reached  80  to  90  degrees  F. 
The  liquid  cooling  garment  employs  a 
thermoelectric  cooler  to  chill  water  be- 
fore its  circulation  through  a full-torso 
coverage,  tube-filled  garment.  The  liq- 
uid cooling  garment  is  worn  presently 
both  for  launch  and  landing;  this  gar- 
ment has  proven  extremely  effective 
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SYMPOSIUM  ON  bPACE  M E D i 0 1 N H 


iFig  5.  Impact  ol  lower  body  negative  pressure  (l.BNP)  countermeasures  on  arterial  blottd  ['lessure 
ft  BP)  and  heart  rate  (HR)  during  Orbiter  stand  test  at  landing  (R+O),  Minimal  protective  bene- 
fit was  shown  as  group  mean  respotises  were  nearly  identical. 
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both  tor  general  comfort  and  orthosta- 
tic protection.  Implementation  re- 
quired several  tradeoffs  as  typically  seen 
in  flight  programs.  Thermoelectric 
cooling  capacity  was  limited  by  avail- 
able electrical  power;  limited  power  in 
the  Shuttle  cabin  curtailed  the  ability 
to  cool  the  water  significantly  below 
cabin  temperature.  Therefore,  to 
achieve  the  conductive  cooling  capacity 
determined  necessary  by  laboratory 
simulations,  the  garment  needed  to 
cover  the  entire  body  surface.  Weight 
loss,  postflight  compared  with  weight 
before  flight,  averaged  0.7  kg  less  for 
crew  members  who  wore  the  liquid 
cooling  garment.  This  difference  prob- 
ably represented  decreased  water  loss  as 
a result  of  lower  sweat  rates  during  en- 
try and  landing  activities.  The  fre- 
quency of  occurrence  of  orthostatic 
symptoms  has  decreased  to  pre-Chal- 
lenger  levels  (approximately  5%)  since 
incorporation  of  the  liquid  cooling  gar- 
ment; also,  the  incidence  of  postflight 
nausea  decreased  50%. 

Alternative  fluid  loads  were  evalu- 
ated because  the  standard  8 grams  of 
sodium  chloride  diluted  to  be  approx- 
I imately  isotonic  in  a liter  of  water 
I evoked  nausea  and  emesis  in  many 
subjects,  which  led  in  turn  to  de- 


creased compliance  with  the  flight  rule 
requiring  fluid  loading  before  reentry. 
Ground-based  studies  determined  that 
isotonic  fluids  were  essential.  Either 
isotonic  consomme  or  Astroade 
(potassium  citrate  instead  of  sodium 
chloride)  was  equally  beneficial.  Fluid 
loads  containing  natural  sugars  were 
not  as  effective  because  they  induced 
diuresis.  Hypertonic  solutions  often 
caused  diarrhea  (8).  Therefore,  the 
standard  fluid  load  is  now  an  isotonic 
fluid,  1 5 ml/kg  preflight  body  weight, 
taken  2 hours  before  landing. 

Lower  body  negative  pressure  has 
been  considered  a countermeasure  for 
orthostatic  intolerance  since  the  ’60s. 
In  1977,  Hyatt  and  West  (9)  reversed 
orthostatic  intolerance  after  7 days  of 
bed  rest  by  combining  4 hours  of 
LBNP  at  -30  mm  HG  with  1 liter  of 
an  isotonic  salt  solution.  This  protocol 
became  the  NASA  standard  for  these 
studies.  The  combined  use  of  LBNP 
and  fluid  loading  is  referred  to  as  the 
“soak”  countermeasure  (10). 

Trials  were  conducted  during  flight 
on  12  subjects;  results  are  summarized 
in  Fig  5.  The  only  statistically  signifi- 
cant difference  between  test  and  con- 
trol subjects  was  that  diastolic  pressure 
was  higher  in  the  control  subjects. 


Blood  volumes  of  both  control  and 
test  subjects  were  smaller  after  flight  as 
compared  with  before  flight  (8±3% 
for  controls;  6±3%  for  test  subjects). 
Benefit  from  the  LBNP  countermea- 
sure must  be  assessed  in  relation  to 
improvements  from  enhanced  fluid- 
loading and  anti-^  suit  procedures, 
and  to  the  relatively  recent  use  of  the 
liquid  cooling  garment.  The  LBNP 
countermeasure  requires  5 hours  per 
subject  within  24  hours  of  landing  to 
be  effective;  this  is  an  excessive  re- 
quirement of  crew  time  before  land- 
ing. Furthermore,  weather  conditions 
at  Kennedy  Space  Center  often  neces- 
sitate delays  of  24  or  48  hours  in  land- 
ing, eliminating  any  benefit  of  LBNP 
that  was  done  before  the  originally 
scheduled  landing  day. 

A common  clinical  prescription  for 
orthostatic  intolerance,  fludrocortisone 
(Florinef),  was  evaluated  in  several 
ground-based  studies  and  then  during 
flight.  Pharmacological  countermea- 
sures are  complex  because  absorption 
kinetics  differ  in  the  microgravity  envi- 
ronment of  orbital  flight.  Dosage  regi- 
mens that  proved  effective  in  subjects 
after  bed  rest  were  not  beneficial  in 
flight  trials.  When  an  effective  dose  was 
tried  during  flight  (0.1  mg  twice  a day 
for  the  last  5 flight  days),  the  side  ef- 
fects made  it  unacceptable  (eg,  head 
fullness,  headache,  and  congestion). 

In-flight  exercise  could  not  be  cor- 
related with  orthostatic  tolerance 
postflight.  Other  benefits  of  exercise 
will  be  discussed  later  in  the  section 
headed  “Exercise  investigators.” 

Neuroscience  investigations 

Flight  surgeons  frequently  observed 
disequilibrium  in  crew  members  dur- 
ing the  first  few  hours  after  spaceflight. 
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Fig  6.  Central  nervous  system  responses  to  visual  and  external  physical  stimulation  of  crew  members 
exposed  during  and  following  exposure  to  microgravity.  Therefote,  stimuli  shown  on  the  left  side  of 
the  figure  result  in  responses  that  can  be  monitored  by  either  qualitative  or  quantitative  methods. 
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These  observations  were  attributed  in 
large  part  to  functional  changes  in  the 
neurovestibular  system.  Neurovestibu- 
lar  investigations  were  designed  to  use 
sophisticated  devices  to  evaluate  these 
changes;  specifically,  a commercially 
available  Neurocom  Posture  Platform 
and  electro-oculograms,  a specially  de- 
signed Tilt  Translation  Device,  and  a 
Device  for  Orientation  and  Movement 
Environments. 

The  investigations  had  four  primary 
goals:  to  establish  a normative  database 
of  vestibular  and  associated  sensory 
changes  in  response  to  spaceflight;  to 
determine  the  underlying  etiology  of 
neurovestibular  and  sensory  motor 
changes  associated  with  exposure  to 
microgravity  and  subsequent  return  to 
the  Earth;  to  provide  immediate  feed- 
back to  spaceflight  crews  regarding  po- 
tential countermeasures  that  could 
improve  performance  and  safety  dur- 
ing and  after  flight;  and  to  design  ap- 
propriate countermeasures  that  could 
be  implemented  for  future  missions. 

The  neural  processes  that  mediate 
human  spatial  orientation  and  the 
sensory  rearrangement  encountered 
during  orbital  flight  are  studied  best 
through  second-  and  third-order  re- 
sponses. During  separate  studies,  the 
following  were  measured:  eye  move- 
ments during  acquisition  of  either  sta- 
tic or  moving  visual  targets;  postural 
and  locomotor  responses  provoked  by 
unexpected  movement  of  the  support 
surface,  changes  in  the  interaction  of 
visual,  proprioceptive,  and  vestibular 
information,  changes  in  the  major 
postural  muscles  via  descending  path- 
ways, or  changes  in  locomotor  path- 
ways; and  verbal  reports  of  perceived 
self-orientation  and  self-motion  that 
enhance  and  complement  conclusions 
drawn  from  the  analysis  of  oculomo- 


tor, postural,  and  locomotor  re- 
sponses. Spatial  orientation  in  this 
context  is  defined  as  situational  aware- 
ness, where  a crew  member’s  percep- 
tion of  attitude,  position,  or  motion 
of  the  spacecraft  or  other  objects  in 
three-dimensional  space,  including 
orientation  of  his  or  her  own  body, 
differs  from  actual  physical  events. 
The  interaction  of  stimuli  and  re- 
sponses is  illustrated  in  Fig  6. 

Perception  of  spatial  orientation  is 
determined  by  integrating  informa- 
tion from  several  sensory  modalities. 
This  involves  higher  levels  of  process- 
ing within  the  central  nervous  system 
to  control  eye  movements,  stabilize  lo- 
comotion, and  maintain  posture.  Op- 
erational problems  occur  when  reflex 
responses  to  perceived  spatial  orienta- 
tion lead  to  inappropriate  compen- 
satory actions.  Future  application  of 
effective  countermeasures  depends,  in 
large  part,  on  the  interpretation  of  re- 
sults from  appropriate  neuroscience 
investigations.  Therefore,  the  objec- 
tive was  to  define  spaceflight-related 
adaptive  changes  that  could  negatively 
impact  mission  success. 

Reports  of  the  times  before  flight, 
during  flight,  and  after  flight  were  col- 


lected from  crew  members  regarding 
self-  and  surround-motion  perception 
and  motion  sickness  by  using  a stan-| 
dardized  Sensory  Perception  Question- 1 
naire  (11,12)  and  a Motion  Sickness  j 
Symptom  Checklist.  These  reports  j 
quantified  estimates  of  perceived  self- 
motion  and  surround  motion  associ- 
ated with  voluntary  head/body* 
movements  during  flight,  during  entry,! 
immediately  after  flight,  and  during  ex-: 
posure  to  motion  profiles  in  the  Tilt 
Translation  Device  and  the  Device  for 
Orientation  and  Movement  Environ- 
ments. The  verbal  descriptions  of  per- 
ceived self-motion  and  surround 
motion  were  collected  in  flight,  during 
entry,  and  immediately  upon  landing: 
after  the  vehicle  stopped  on  the  runway  j 
by  using  a microcassette  voice  recorder. ! 

Experiment  paradigms,  classified  asi 
Voluntary  Head  Movements,  included  j 
the  performance  of  target  acquisition,  j 
gaze  stabilization,  pursuit  tracking,  and| 
sinusoidal  head  oscillations.  Target  ac-: 
quisition  protocols  used  a cruciform; 
tangent  system  where  targets  were  per-i 
manently  fixed  at  predictable  angular  j 
distances  in  both  the  horizontal  and| 
vertical  planes.  To  facilitate  differentia- 1 
tion,  each  target  was  color  coded  (eg,  ±1 


62 


TEXAS  MEDICINE  ★ FEBRUARY  I998 


I 


Fig7.  Ertcct  oKspaceHiglic  on  visual  atajuisition 
ot  targets.  Before  flight,  vertical  head  and  eye 
movements  eBectively  direct  gaze  to  targets. 
Late  in  Hight  and  after  Higlit,  die  response  is 
modified;  head  movement  lags  alter  eye  move- 
ment and  mtiltiple  saccades  are  observed,  with 
the  result  that  time  required  to  foveate  the  tar- 
get increases  1 to  1.5  seconds. 


20  degree,  green;  ± 30  degree,  red)  cor- 
responding with  the  degree  of  angular 
offset  from  center.  The  subject  was  re- 
quired to  use  a time-optimal  strategy 
for  all  target  acquisition  tasks;  to  look 
from  the  central  fixation  point  to  a 
specified  target  indicated  by  the  opera- 
tor (eg,  right,  red;  left,  green;  up,  blue) 
as  quickly  and  accurately  as  possible, 
using  movement  of  both  head  and  eye 
to  acquire  the  target.  During  flight, 
measurements  were  obtained  by  using 
a cruciform  target  display  that  attached 
to  the  Shuttle  mid-deck  lockers.  In  all 
cases,  surface  electrodes  on  the  face  en- 
abled quantification  of  eye  movements 
that  were  obtained  with  both  horizon- 
tal and  vertical  electro-oculography. 
Head  movements  were  detected  with  a 
triaxial  rate  sensor  system,  mounted  on 
goggles  that  were  fixed  firmly  to  the 
head.  Both  head  movements  (by  using 
a head-mounted  laser)  and  eye  move- 
ments were  calibrated. 

Pursuit  tracking  (ie,  moving  visually 
from  a central  focal  point  to  illuminated 
targets)  was  performed  before  flight  and 
after  flight,  with  use  of  two  separate  pro- 
tocols: smooth  pursuit  by  the  eyes  only, 
and  pursuit  tracking  with  the  head  and 
eyes  together.  In  addition,  a modifica- 
tion of  these  protocols  used  predictable, 
sinusoidal  stimuli  and  unpredictable 
stimuli  with  randomly  directed  velocity 
steps.  The  objective  was  to  study  smooth 
pursuit  eye  movement  and  to  evaluate 
its  interaction  with  the  vestibulo-ocular 
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reflex.  The  sinusoidal  pursuit  tracking 
tasks  were  performed  at  moderate  (0.33 
Hz)  and  high  (1.4  Hz)  frequencies  to  in- 
vestigate the  relative  contributions  of  eye 
and  head  movement  in  maintaining 
gaze.  Significant  difficulties  were  ob- 
served postflight,  including  multiple 
saccades  (Fig  7);  consequently,  time  re- 
quired to  foveate  the  target  increased  by 
as  much  as  1 to  1.5  seconds  relative  to 
preflight  times. 

Two  protocols  investigating  pos- 
tural stability  were  performed  by  40 
crew  members  before,  during,  and  after 
Shuttle  missions  of  varying  duration 
(13).  These  tests  used  a clinical  Neuro- 
com  posture  platform  that  permitted 
challenging  the  subject’s  ability  to 
maintain  balance  by  six  different  se- 
quential tests,  as  shown  in  Fig  8.  The 
first  of  these  protocols  focused  primar- 
ily on  reactive  responses  by  quantifying 
the  reflex  (open  loop)  response  to  sud- 
den stability-threatening  perturbations 
of  base  support.  The  second  protocol 
focused  on  sensory  integration  by 
quantifying  the  postural  sway  during 
quiet  upright  stance  with  normal,  re- 
duced, and  altered  sensory  feedback. 

VOLUME  94  ★ NUMBER  2 


After  flight,  tests  began  on  landing  day, 
as  soon  after  the  Shuttle  wheels 
stopped  as  possible,  and  were  sched- 
uled on  an  approximately  logarithmic 
time  scale  during  the  subsequent  8 
days  (Fig  9).  The  effect  of  spaceflight 
on  neural  control  of  posture  was  in- 
ferred from  differences  between  pre- 
flight and  postflight  performance  in  all 
subjects.  The  effect  of  mission  duration 
was  inferred  from  statistical  compari- 
son among  the  performance  of  subjects 
on  short-,  medium-,  and  long-duration 
missions.  The  effect  of  previous  space- 
flight  experience  was  inferred  from  sta- 
tistical comparison  between  the 
performance  of  rookie  and  veteran 
fliers  (Fig  10).  Astronauts  with  previ- 
ous flight  experience  demonstrated 
better  postural  stability,  which  sug- 
gested retained  neurosensory  learning. 

Multiple  protocols  were  used  to  de- 
termine whether  exposure  to  the  mi- 
crogravity environment  induced  alter- 
ations in  eye-head-trunk  coordination 
during  locomotion  (14).  In  this  proto- 
col, astronauts  walked  (6.4  km/hour, 
20-second  trials)  on  a motorized  tread- 
mill, while  fixating  visually  on  a cen- 
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trally  fixed  target  positioned  either  2 
meters  or  0.3  meters  from  the  eyes. 
Head  and  trunk  kinematics  during  lo- 
comotion were  determined  with  the 
aid  ol  a video-hased  motion  analysis 
system.  Fig  1 1 shows  that  the  normally 
phased  relationship  between  head  pitch 
and  vertical  trunk  position  breaks 
down  when  monitored  4 hours  after 
flight.  This  alteration  resulted  in  de- 
creased capability  to  foveate  targets.  In 
another  protocol,  the  subjects  per- 
lormed  a goal-directed  locomotion 
paradigm,  which  consisted  of  walking  a 
triangular  path  with  and  without  vi- 
sion. This  paradigm  involved  inputs 
from  different  sensory  systems  and  al- 
lowed quantification  of  several  critical 
parameters  during  a natural  walking 
task,  including  orientation  perfor- 
mance, walking  velocities,  and  postural 
stability.  The  final  protocol  examined 
the  ability  of  a subject  to  jump  from  a 
height  of  18  cm  with  eyes  either  open 
or  closed.  Measurements  of  body  seg- 
ments were  analyzed  with  the  aid  of  a 
video-based  motion  system.  These 
studies  provided  both  quantitative  and 
qualitative  assessments  of  concerns 
noted  at  the  beginning  of  this  program. 
Findings  reinforced  the  criticality  of  vi- 
sion for  astronauts  to  be  able  to  com- 
pensate for  vestibular  function  changes 
associated  with  exposure  to  micrograv- 
ity environments. 

Exercise  investigations 

Exercise  physiology  was  studied 
throughout  the  project  because  the  in- 
vestigators recognized  that  both  phys- 
ical and  psychological  benefits  were 
received  from  in-flight  exercise  ses- 
sions. These  investigations  resulted  in 
establishment  of  a flight  rule  requiring 
exercise  on  missions  longer  than  10 


Fig  9.  PreHight  balance  control  recovery  in  first-time  Biers  is  a logarithmic  response.  Every  subject 
was  abnormal  when  tested  shortly  after  landing,  and  all  recovered  within  3 to  4 days  after  flight. 
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Fig  10.  Postural  stability  improved  with  previous  flight  experience.  Results  indicate  “retained 
learning.” 
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days.  A key  objective  was  to  determine 
the  best  combination  of  a crew  mem- 
ber’s fitness  before  flight  and  in-flight 
countermeasures  that  would  result  in 


minimal  performance  decrements. 
Conducting  well-controlled  investiga- 
tions proved  extremely  difficult  be- 
cause of  multiple  conflicting  priorities 
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\Fig  12.  Aerobic  capacity.  Intensity  and  lret]uency  of  20-minute  in-Hight  cycle  ergometry  exercise 
is  reflected  in  maximum  aerobic  capacity  before  and  after  flight.  Group  1 showed  minimal  decre- 
J ment  after  exercising  more  than  3 times  per  week  at  60%  to  80%  preflight  maximum  work  loads. 
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Group  1 (n=3):  Exercise  >3x/week.  HR  >130,  >20  min/session  (regular  exercise  group) 

Group  2 (n=5):  Exercise  >3x/week.  HR  <130.  >20  min/session  (reduced  intensity  exercise  group) 
Group  3 (n=8):  Exercise  <2x/week.  HR  and  min/session  variable  (minimal  exercise  group) 

EVA  only  (n=4):  EVA  subjects.  Minimal  other  exercise  performed  during  flight  (Hubble  Mission) 


initial  .subjects  were  disappointing, 
and  ftirther  trials  were  canceled. 

Changes  in  muscle  morphology 
were  stutiieti  by  pre-  and  postHight 
biopsy  of  the  vastus  lateralis  muscle  in 
the  thigh.  Significant  changes  were  ev- 
ident after  6-to-9  day  Shuttle  mis- 
sions, including  a 15%  reduction  in 
the  cross-sectional  area  of  Type  1 and 
a 22%  reduction  in  cross-sectional 
area  of  Type  2 muscle  fibers. 

Decreased  capillary  density  and  in- 
creased ratio  of  glycolytic/oxidative 
enzymes  resulted  in  muscle  becoming 
relatively  more  anaerobic  (1  5).  Muscle 
function  was  measured  by  a Iddo  dy- 
namometer. Large  decrements  in 
trunk  flexor  and  extensor  strength, 
both  concentric  and  eccentric,  and 
significant  losses  in  concentric  quadri- 
ceps extension  were  seen.  Muscle 
strength  typically  recovered  within  7 
to  10  days,  with  the  exception  of  con- 
centric back  extension. 

Significant  additional  effort  is  still 
required  to  define  an  optimal  exercise 
program  that  gives  consideration  to 
aerobic  versus  resistive,  upper  body 
versus  lower  body,  eccentric  (force 
while  lengthening)  versus  concentric 
(force  while  shortening),  and  high-in- 
tensity  interval  versus  low-intensity 
continuous  protocols.  This  informa- 
tion would  enable  determination  of 
an  appropriate  balance  of  crew  risk 
and  discomfort  versus  the  expected 
physiological  benefit  of  the  exercise. 


during  each  mission.  In  general,  levels 
of  cycle  exercise  ranging  from  moder- 
ate to  more  intense  resulted  in  im- 
proved submaximal  exercise  responses 
after  Bight.  This  response  required  ex- 
ercising more  than  3 times  per  week 
for  longer  than  20  minutes  per  session 
at  intensities  of  60%  to  80%  preflight 


maximum  work  loads  (Fig  12).  One 
suggested  countermeasure,  based 
upon  ground-based  bed  rest  studies, 
required  a single  bout  of  maximal,  cy- 
cle exercise  24  hours  before  landing. 
This  was  postulated  to  improve  post- 
flight aerobic  exercise  response  and  or- 
thostatic tolerance.  Results  from  the 


Nutritional  investigations 

We  were  uncertain  as  to  how  the  com- 
bined effects  of  limited  physical  activity 
and  perhaps  increased  stress  would  af- 
fect nutritional  requirements.  Earlier 
spaceflight  studies  by  Stein  et  al  ( 1 6)  in- 
dicated changes  in  protein  turnover 
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I'lible  J.  Renal  stone  risk 
stone  formation. 

factors  demonstrated 

many  significant  changes  during  the  first 

24  hours  postflight. 

Most  of  these  changes 

1 

increased  risk  foril 
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Calcium  (mg/day) 
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11.8 

86 

0.0159  ^ 

Dxalate  (mg/tlay) 

.33.7 
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34.6 

2.30 

85 
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22.0 

v-A 

cc 

24.7 

86 

0.0047 

Citrate  (mg/day) 
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86 
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pH 
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0.04 
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0.04 

86 

<0.0001 

Ibtal  volume  (1/day) 

1.94 

0.13 
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0.09 

86 

0.0018  i 

Sodium  (niEq/day) 
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6.3 
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86 

<0.0001  { 

Sulfate  (mmol/day) 

21.3 

0.73 

26.1 
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86 

<0.0001  ! 

Phosphorus  (mg/day) 
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86 

0.4084  i 

Magnesium  (mg/day) 
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4.0 

92 

4.1 

86 
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Creatinine  (mg/day) 

1667 

39.7 
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60.0 

86 

0.0271  1 

Potassium  (mEq/day) 

63 

2.34 

32.6 

2.39 

86 

<0.0001 

Relative  supersaturation: 

Calcium  oxalate 

1.68 

0.13 
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0.18 

85 
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1.43 
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1.00 
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86 

0.0029 

Sodium  urate 

2.98 

0.31 

1.61 

0.14 

86 

<0.0001 

Struvite 

1.93 

0.56 

0.36 

0.07 

86 

0.0061 

Uric  acid 

2.09 

0.20 

3.35 

0.20 

86 

<0.0001 

that  were  consistent  with  a stress  reac- 
tion during  Shuttle  flights.  Food  pro- 
vided for  Shuttle  crews  was  individually 
bar  codecf  so  that  intake  could  be  esti- 
mated from  crew  members’  food  logs, 
the  disappearance  of  food  from  the  gal- 
ley storage,  and  changes  in  body  weight 
compared  before  with  after  flight.  A 
hand-held  bar  code  reader  facilitated 
recording  intake.  Estimated  water 
turnover,  which  is  important  in  flight 
because  of  concerns  about  the  potential 
for  renal  stone  formation,  was  a by- 
product of  the  nutritional  requirement 
studies.  Various  experts  have  recom- 
mended in-flight  water  intake  of  at  least 
2500  ml./day.  Rehydrated  food  and 
fruit  drinks  provicfe  approximately 
80%  of  this  fluid  intake. 

Energy  expenditure  requirements 
were  determined  for  13  male  astro- 
nauts, aged  36  to  51  years,  during 
spaceflights  lasting  8 to  14  days  (17). 
Methods  employed  were  developed 
from  the  doublv  labeled  water  tech- 

j 

nique  of  Schoeller  et  al  (18),  modifled 
to  account  for  baseline  isotopic  differ- 
ences associated  with  the  Shuttle 
potable  water  system,  in  which  water  is 
a product  of  fuel  cells  that  operate  with 
liquid  oxygen  and  hydrogen.  The  ana- 
lytical uncertainty  of  the  doubly  labeled 


water  method  performed  in  ground- 
based  laboratories  is  approximately 
4.5%  (18).  The  slightly  higher  isotopic 
doses  used  for  these  studies  reduced  the 
uncertainty  to  approximately  3.5%. 
Baseline  metabolic  studies  were  accom- 
plished approximately  2 months  before 
flight,  while  flight  studies  typically  be- 
gan on  the  third  flight  day  to  avoid  con- 
founding effects  associated  with  space 
motion  sickness. 

The  energy  requirements  associ- 
ated with  physical  activity  in  micro- 
gravity are  largely  unknown,  and  the 
relatively  close  conflnes  of  spacecraft 
tend  to  limit  the  extent  of  physical  ac- 
tivity. Ambient  temperature  and  hu- 
midity are  held  relatively  constant 
within  the  Shuttle  at  21  to  24  degrees 
C and  20%  to  30%,  respectively. 

During  flight,  energy  intake 
(8.8±2.3  Mj/day)  was  less  than  flight  to- 
tal energy  expenditure  (11.7+1.9 
Mj/day;  T<0.005).  Body  weight  was  less 
at  landing  than  at  2 days  before  launch 
(76.5±6  compared  with  78±6  kg,  re- 
spectively; T<0.05).  No  differences  were 
found  between  ground-based  and  in- 
flight energy  expenditures  (17). 

Interpretation  of  body  weight 
changes  during  spaceflight  was  con- 
founded by  the  fluid-loading  counter- 


measure, although  typically  most  fluid 
load  was  lost  through  a combination  of 
diuresis  and  perspiration.  Total  weight 
loss,  recorded  at  landing,  reflects  a 
combination  of  tissue  and  water  loss. 

We  have  observed  low  dietary  in- 
take during  spaceflight,  furthermore, 
it  has  been  shown  previously  (19)  that 
relative  proportions  of  energy  sources 
shifted  during  flight,  with  the  carbohy- 
drate component  increasing,  protein 
remaining  stable,  and  fat  declining. 

Renal  stone  risk 

INVESTIGATIONS 

Exposure  to  the  microgravity  environ- 
ment of  space  produces  a number  of 
physiological  changes  of  metabolic  and 
environmental  origins  that  increase 
the  potential  for  renal  stone  formation 
(Table  3).  Metabolic,  environmental, 
and  physicochemical  factors  that  influ- 
ence renal  stone  risk  potential  were  ex- 
amined in  24-hour  urine  samples  from 
astronauts  10  days  before  launch  and 
on  landing  day  to  provide  immediate 
assessment  of  these  factors,  as  de- 
scribed by  Whitson  et  al  (20).  De- 
creased fluid  intake  and  vomiting 
associated  with  space  motion  sickness 
in  some  people  during  early  phases  of 
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spaceHight,  probably  contribute  to  de- 
creases in  urine  volume,  which  adds  to 
the  risk  of  stone  lormation.  Urinary 
calcium  levels  increase  during  Hight, 
reHecting  the  overall  negative  calcium 
balance  tiuring  spaceHight. 

I bis  study  was  limited  to  pre-  and 
postHight  samples  and  analyses.  Urine 
samples  were  collected  during  two  pe- 
riods ol  24  hours  each:  the  Hist,  10 
days  before  launch,  and  the  second, 
beginning  immediately  upon  landing. 
Tbe  average  age  ol  the  76  male  and  1 0 
female  subjects  was  42.2  years.  All 
crew  members  consumed  a high  pro- 
tein (more  than  100  g/day)  and  high 
sodium  (more  than  10  g/day)  diet  dur- 
ing their  missions.  Total  Htiid  intake 
from  foods  and  liquids  was  approxi- 
mately 2 1/day  or  less.  Crew  members 
“Huid  loaded”  approximately  90  min- 
utes before  landing  by  ingesting  a liter 
of  physiological  saline. 

Statistically  signiHcant  changes  were 
shown  for  pH,  calcium,  and  citrate  in 
the  direction  of  increased  stone-form- 
ing risk.  Urinary  citrate,  a known  in- 
hibitor of  renal  stone  formation,  was 
decreased  after  spaceHigbt  (575+31 
mg/day  ) compared  with  before  Hight 
(707±33  mg/day,  7’<0.0005);  this  com- 
pounded the  effects  of  increased  cal- 
cium secretion.  The  observed  decrease 
in  mean  urine  volume  from  1.94 
, L+0.13  before  Hight  to  1.63  L±0.09  at 
! landing  (T<0.0018)  suggests  that  renal 
I stone  risk  increased,  as  a result  of  con- 
I centrating  urinary  salts. 

Some  indications  suggest  that 
length  of  Hight  increased  risk  also,  par- 
ticularly in  the  case  of  increased  uri- 
I nary  saturation  of  calcium  oxalate.  At 
the  time  of  landing,  crew  members  ex- 
hibited hypercalciuria,  hypocitraturia, 
decreased  magnesium  excretion,  and 
decreased  urinary  pH  and  volume.  A 


decrease  in  pi  1 typically  increases 
stone-forming  potential  by  decrcxising 
the  solubility  of  uric  acid  and  increas- 
ing the  availability  of  uric  acid  crystals, 
which  in  ttirn  can  act  as  a nidus  for 
calcium  oxalate  stones.  1 he  signiHcant 
increase  in  urinary  calcium  noted  is 
consistent  with  previous  Hight  pro- 
grams. In  general,  men  were  at  greater 
risk  than  women  for  stone  formation; 
this  is  consistent  with  the  normal  situ- 
ation on  the  Earth.  Although  the  for- 
mation of  renal  stones  has  not  been 
reported  in  Hight  during  the  Shuttle 
missions,  it  remains  a real  risk. 

Conclusions 

Cardiovascular  research  received  a 
high  priority  ciuring  this  program  be- 
cause of  concerns  regarding  decreased 
orthostatic  tolerance  and  egress  capa- 
bility. SigniHcant  Hndings  were 
achieved  in  several  areas.  BaroreHex  al- 
terations were  documented  for  short 
and  relatively  long  Hights.  Micrograv- 
ity was  shown  to  be  a relatively  benign 
environment  in  that  resting  blood 
pressures  and  heart  rates  were  below 
ground-based  control  levels.  The  num- 
ber of  electrocardiographic  abnormali- 
ties was  low  for  the  group  evaluated 
before  Hight  and  was  even  lower  dur- 
ing Hight  for  these  subjects.  Multiple 
factors  associated  with  orthostatic  tol- 
erance were  evaluated  in  integrated 
cardiovascular  investigations.  Lower 
epinephrine  responses  of  a group  of  as- 
tronauts who  were  relatively  more  sus- 
ceptible to  presyncope  showed  high 
correlation  with  their  lower  total  pe- 
ripheral va,sctilar  resistance.  Further, 
plasma  volume  replenishment,  per  se, 
did  not  prevent  presyncopal  episodes 
during  laboratory  stand  tests.  These 
data  are  consistent  with  multiple  ob- 


servations of  alterations  in  autonomic 
control  during  spaceHight. 

Notable  advances  were  made  in  de- 
velopment or  improvement  of  cardio- 
vascular countermeasures.  Centrifuge 
studies  conducted  with  the  US  Air 
Force  Armstrong  Laboratory  led  to 
guidelines  for  use  of  anti-^  suits.  The  re- 
sulting mandatory  preinHation  schedule 
optimized  protection  during  reentry. 
The  liquid  cooling  garment  was  inte- 
grated into  the  Launch  and  Entry  Suit 
to  solve  thermal  problems,  thereby  im- 
proving orthostatic  tolerance  and  crew 
comfort.  Alternative  isotonic  Huid  loads 
were  veriHed  and  optimized  by  deter- 
mining total  volume  in  relation  to  the 
subject’s  preHight  body  weight.  Exten- 
sive evaluation  of  LBNP  protocols  and 
resulting  minor  improvements  in  sub- 
jects’ orthostatic  tolerance  following  the 
“soak”  treatment  resulted  in  the  deci- 
sion that  LBNP  would  not  become  an 
operational  countermeasure.  Finally,  al- 
though Hudrocortisone  treatment  could 
restore  plasma  volume  with  the  use  of 
certain  protocols  late  in  the  mission,  the 
side  effects  precluded  its  use  as  an  oper- 
ational countermeasure.  Present  guide- 
lines, which  require  use  of  the  liquid 
cooling  garment  and  the  anti-^suit  pre- 
inHated  before  reentry,  together  with  re- 
vised Huid  loading  have  greatly  reduced 
the  incidence  of  orthostatic  intolerance. 

Neuroscience  investigations  dealt 
with  complex,  integrated  systems  in 
which  it  was  difficult  to  factor  out  un- 
derlying mechanisms  besides  changes 
known  to  occur  in  the  vestibular  sys- 
tem. Studies  were  conducted  to  evalu- 
ate changes  in  visual  target  acquisition, 
postural  anci  locomotion  changes,  as- 
sessment of  perceived  self-orientation 
or  motion,  and  eye-heaef-trunk  coordi- 
nation during  locomotion.  Exposure 
to  simulated  Hight  spatial  environ- 
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ments  by  using  ground-based  training 
devices  reduced  the  occurrence  ol 
space  motion  sickness  during  actual 
spaceHights.  Time  required  to  loveate 
images  increased  by  as  much  as  100% 
lollowing  spaceHight;  this  resulted  in 
some  Shuttle  commanders  altering 
their  pattern  ol  instrument  monitor- 
ing during  hnal  approach  and  landing 
to  minimize  this  potential  hazard. 

Assessment  ol  exercise  protocols  to 
maintain  aerobic  capacity  and  orthosta- 
tic tolerance  led  to  the  conclusion  that 
aerobic  capacity  did  not  correlate  with 
orthostatic  tolerance  in  our  subjects. 
Minimal  losses  in  aerobic  lunction  were 
seen  lor  crew  members  who  exercised 
more  than  three  times  weekly  at  levels 
reaching  60%  to  80%  ol  preHight  max- 
imum work  loads.  Muscle  biopsies  were 
used  to  determine  morphological 
changes  lollowing  spaceHights  ol 
medium  duration,  khe  most  striking 
finding  was  that  changes  in  morphology 
became  evident  following  Bights  lasting 
only  5 days.  Muscle  performance  was 
evaluated  in  several  astronauts  and  sig- 
nihcant  decrements  were  noted  in  ma- 
jor postural  muscles.  The  investigators 
determined  that  heavy  resistive  exercise 
should  be  evaluated  for  protection  of 
major  muscle  function.  Higher  inten- 
sity aerobic  interval  exercise  protocols 
have  been  recommended  and  are  cur- 
rently being  implemented.  Finally, 
treadmill  exercise  appears  to  be  impor- 
tant to  maintain  neuromuscular  pat- 
terns required  for  walking  or  running. 

Nutritional  assessments  showed 
that  ground-based  and  Bight  energy  ex- 
penditures were  comparable.  Fhiergy 
intake  during  Bight  was  decreased  rela- 
tive to  preBight  levels,  and  a preference 
was  noted  for  carbohydrates  versus  fat 
in  choice  of  foods  by  astronauts. 

Risk  proBles  for  renal  stones  were 


established  for  large  numbers  of  astro- 
nauts by  collecting  urine  samples  be- 
fore and  after  Bight.  Decreased  Buid 
intake  during  Bight  increased  risk  for 
stone  formation.  Statistically  signiB- 
cant  changes  in  pH  (decreased),  cal- 
cium (increased),  citrate  (decreased), 
and  total  Buid  intake  (decreased)  re- 
sulted in  additional  risk  of  stone  for- 
mation. In  summary,  this  highly 
successful  5-year  operational  research 
program  has  yielded  many  improve- 
ments, which  enhance  subject  safety 
and  decrease  risks  to  mission  success. 
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Asurc;ic;ai.  evhn'I'  iia.s 

never  occurred  during  .space- 
Hight.  In  1982,  a cosmonaut 
aboard  Salyut  7 developed  right  lower 
quadrant  abdominal  pain  that  was  di- 
agno,sed  correctly  as  ureterolithiasis. 
Acute  appendicitis  was  considered 
briefly  during  bis  illness.  However,  he 
recovered  and  did  not  require  medical 
evacuation.  Experiment-related  ani- 
mal surgery  has  not  been  performed 
during  spaceflight,  and  our  clinical  ex- 
perience in  space  at  this  time  is  ex- 
tremely limited. 

d he  capabilities  of  a future  medical 
care  system  in  space  will  be  deter- 
mined both  by  the  capabilities  of  the 
crew  medical  officer  (CMO)  and  of 
the  medical  hardware  available.  1 he 
medical  hardware  will  have  strict  lim- 
itations for  weight,  volume,  and  elec- 
trical power  requirements.  However, 
the  most  important  limitations  will  be 
the  capabilities  of  the  CMO.  In  the 
future,  the  medical  care  system  will 
need  to  become  more  capable  and 
self-sufficient  as  the  crew  size  increases 
and  the  time  needed  to  obtain  defini- 
tive medical  care  from  the  Earth  in- 
creases. Definitive  medical  care  time  is 
anticipated  to  be  24  hours  on  the  In- 
ternational Space  Station;  this  interval 
will  increase  to  7 days  for  Lunar  Base 
and  then  expand  to  9 to  12  months 
on  an  expedition  to  Mars. 

Analogue  e n v i ro  n m e n ts 

The  Russian  experience  in  long-dura- 
tion spaceflights  has  shown  that  issues 
of  medical  care  will  impact  the  mission. 
Most  medical  events  have  occurred  at  2 
to  6 months  into  the  Bight,  which  may 
be  accounted  for  by  the  existence  of  a 
critical  period  of  physiological  and  psy- 
chological adaptation.  Although  most 


of  these  issues  have  been  minor,  several 
medical  evacuations  have  occurred  dur- 
ing Soviet  spaceHights.  Ehese  evacua- 
tions were  catrsed  by  specific  medical 
events  but  were  also  enhanced  by  the 
psychological  stre,ss  of  the  long-dura- 
tion spaceflights. 

The  experiences  of  other  remote 
medical  care  systems  have  been  valu- 
able in  predicting  the  incidence  of  spe- 
cific surgical  diseases  and  the  ability  to 
medically  treat  those  surgical  diseases 
successfully.  Epidemiological  studies  of 
analogue  populations,  especially  the 
US  Navy  submarine  and  Antarctica 
medical  care  experiences,  indicate  that 
major  surgical  events  are  rare  but  cata- 
strophic to  the  mission,  as  they  often 
require  medical  evacuation  (1—5).  The 
annual  incidence  of  minor  surgical  dis- 
eases in  these  analogue  populations  ap- 
pears to  be  l/8()()()  to  1/13,000 
person-days,  d’hus,  we  could  expect  a 
single  surgical  event  every  3 to  4 years 
in  a space  station  with  eight  crew 
members.  Suspected  appendicitis  and 
psychiatric  events  were  the  most  fre- 
quent causes  for  medical  evacuation 
aboard  patrol  submarines. 

Analysis  of  other  remote-care  med- 
ical systems  reveals  that  certain  surgi- 
cal diseases  respond  successfully  to 
medical  treatment  with  careful,  con- 
tinuous evaluation.  The  successful 
nonsurgical  treatment  of  acute  appen- 
dicitis in  the  British  Polaris  submarine 
and  the  US  Navy  submarine  experi- 
ence is  well  documented.  The  current 
US  Navy  protocol  for  suspected  acute 
appendicitis  consists  of  bowel  rest,  in- 
travenous (IV)  fitiids,  IV'  cefoxitin, 
and  IV  gentamycin.  Medical  evacua- 
tion is  performed  when  possible  and  is 
expedited  if  improvement  does  not 
occur  (5%  in  the  British  experience 
and  15%  in  the  US  experience).  The 
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incidence  of  appendicitis  in  these  ana- 
logue populations  has  been  reported 
as  1 to  2 7100,000  person-days,  which 
would  be  equivalent  to  1 to  2 cases 
every  35  years  in  a space  station  with 
eight  crew  members. 

Advanced  technologies 

Developing  technologies  could  greatly 
enhance  the  capabilities,  design,  and 
efficiency  of  the  medical  care  system. 
These  new  technologies  would  include 
telemedicine,  surgical  lasers,  minimally 
invasive  laparoscopic  surgery,  blood 
substitutes,  noninvasive  monitoring, 
digitalized  radiography,  computer- 
aided  informatics,  and  automated 
chemistry  analysis. 

Telemedicine  will  be  an  important 
component  of  medical  operations  in 
longer-duration  spaceflights.  High-de- 
finition video,  audio,  and  digitalized 
medical  data  (radiography,  ultrasound, 
telemetry  of  physiological  parameters, 
laboratory  chemistry  analysis,  and  mi- 
croscopic examinations)  could  be 
downlinked.  Remote  medical  care  us- 
ing telemedicine  is  still  unproven,  but 
several  ground-based  projects  are  in 
process.  Telemedicine  consultations 
for  complicated  trauma  cases  have 
been  successful,  but  the  consultations 
occurred  long  after  the  initiating 
events,  and  the  cases  were  not  acute. 
We  need  to  acquire  experience  in  pro- 
viding real-time  emergency  medical 
care  using  a relatively  untrained 
provider  who  will  communicate  with  a 
remotely  placed  medical  director  and 
any  necessary  consulting  physicians. 
This  could  be  even  more  difficult  if  the 
therapy  is  invasive  and  the  provider  is 
inexperienced  in  the  particular  med- 
ical area.  An  expedition  to  Mars  will 
have  to  deal  also  with  the  problem  of  a 


significant  communication  delay 
(from  8 to  50  minutes)  because  of  the 
long  distances  involved,  making  proce- 
dure-oriented telemedicine  extremely 
awkward  and  probably  impractical. 

Several  institutions  are  actively  in- 
vestigating technology  to  enable  the 
use  of  surgical  telerobotics  or  surgical 
telepresence  (6-8).  The  first  phase  is 
to  develop  visualization  headgear  for 
use  during  laparoscopy.  This  would  al- 
low the  surgeon  to  operate  head  down 
and  switch  quickly  from  a virtual  real- 
ity simulation  to  the  near-operative 
field  to  stereoscopic  laparoscopy.  The 
next  phase  would  allow  the  surgeon  to 
manipulate  the  laparoscopic  instru- 
ments from  a remote  location.  This 
would  offer  several  advantages,  in- 
cluding enabling  the  surgeon  to  oper- 
ate using  the  more  precise  fine  motor 
hand  muscles  instead  of  the  arm  mus- 
cles as  in  conventional  laparoscopy.  By 
computer  modulation  of  the  control 
inputs,  a logarithmic  increase  in  surgi- 
cal precision  would  be  attained  (a  10- 
millimeter  hand  controller  input 
would  translate  into  a 1-millimeter  in- 
strument movement  at  the  tissue 
level).  The  surgeon  would  be  in  a lo- 
cation remote  from  the  actual  opera- 
tion. The  patient  and  the  surgeon 
could  be  in  adjacent  rooms;  the  pa- 
tient could  be  in  a Third  World  coun- 
try and  the  surgeon,  in  the  United 
States;  or,  finally,  the  patient  could  be 
in  space  and  the  surgeon,  in  the  Mis- 
sion Control  Center. 

Some  of  the  operational  problems 
that  must  be  addressed  to  perform  even 
a minor  surgical  procedure  in  weight- 
lessness include  maintaining  sterile 
field,  technique,  lighting,  exposure,  he- 
mostasis, instrument  deployment,  and 
operator/patient  restraint  (9,10).  These 
operational  problems  need  to  be  simpli- 


fied extensively  because  the  CMO  may 
be  relatively  nonproficient  in  surgical 
techniques.  All  equipment,  procedures, 
and  techniques  must  be  simple  and. 
conventional  to  allow  for  a surgical  pro- 
cedure to  be  performed  efficiently  and 
successfully  in  weightlessness  without 
regard  to  the  level  of  training  and  skill 
of  the  surgeon.  Only  local,  regional, 
and  IV  anesthetics  can  be  used  in  space 
(11).  Inhalation  anesthetics  are  not  pos- 
sible because  a spacecraft  has  a closed- 
loop  atmosphere.  Subdural  anesthetics 
are  less  controllable,  and  the  medica- 
tion may  migrate  cephalad  in  weight- 
lessness. Epidural  anesthetic  may  have 
additional  promise  and  should  be  in- 
vestigated further. 

Parabolic  flight  research 

Research  into  surgical  techniques  to 
be  used  in  micrograviry  has  only  re- 
cently been  initiated  (12).  Although 
underwater  research  that  uses  neutral 
buoyancy  to  evaluate  surgical  tech- 
niques has  been  suggested  (13),  this  is 
not  as  feasible  or  as  realistic  as  an  en- 
vironment with  true  microgravity. 
Parabolic  flight  is  the  only  method  for 
researching  surgical  techniques  in 
weightlessness  without  actually  going 
into  space.  Parabolic  flight  research  re- 
quires performing  the  procedure  in- 
side a large  aircraft  that  is  flying  a 
Keplerian  parabolic  curve.  In  the  Zero 
Gravity  Program  at  the  National 
Aeronautics  and  Space  Administra- 
tion, 40  parabolas  are  usually  flown 
on  each  mission.  Each  parabola  gener- 
ates approximately  30  seconds  of 
weightlessness,  or  microgravity,  fol- 
lowed by  a 2-G  (or  twice  that  of  nor- 
mal gravity)  pullout.  The  Soviets 
performed  limited  surgical  procedures 
on  animals  in  the  weightlessness  of 
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parabolic  Hight  in  1967  (14).  I heir 
reports  were  observational  and  brief, 
reporting  no  problems  controlling  ar- 
terial and  venous  bleeding  but  raising 
a concern  regarding  bowel  eviscera- 
tion during  laparotomy. 

Parabolic  Hight  research  in  the 
United  States  to  examine  surgical 
techniques  in  weightlessness  has  es- 
tablished several  important  concepts 
i(15).  Surgical  procedures  in  weight- 
lessness can  be  performed  with  no 
more  difficulty  than  in  the  1-G  (or 
normal  gravity)  environment  provid- 
ing that  patient,  operating  personnel, 
and  surgical  hardware  are  restrained. 
(Most  surgical  bleeding  can  be  con- 
j trolled  adequately  by  local  methods 
jsuch  as  sponges  and  suction  (16). 

I Restraining  the  patient,  the  operat- 
jing  personnel,  and  all  surgical  hard- 
jware  appears  to  be  the  most  important 
: consideration.  The  patient,  even  if 
! fully  awake,  conscious  and  coopera- 
tive, must  be  rigidly  restrained.  Oper- 
jating  personnel  must  be  securely 
restrained  and  yet  completely  free  to 
move  their  arms  and  hands.  Restraint 
is  of  critical  importance  and  has  been 
demonstrated  to  enable  the  use  of 
standard  surgical  techniques  and  the 
maintenance  of  the  sterile  field.  All  in- 
struments and  surgical  supplies  must 
be  restrained  and  yet  easily  accessible. 
The  ability  to  quickly  access  sterile 
supplies  and  deliver  them  to  the  surgi- 
cal field  is  crucial  to  the  efficiency  of 
any  surgical  procedure. 

Several  options  to  facilitate  instru- 
ment and  supply  restraint  have  been 
examined.  These  include  procedure- 
oriented  kits,  small  surgical  packs  de- 
ployed on  an  adjacent  wall,  magnetic 
surgical  trays,  and  a surgical  scrub  vest 
that  allowed  for  supply  and  instru- 
ment restraint  in  the  chest  area.  Sup- 


plies are  fixed  by  Velcro,  elastic  cords, 
sticky  areas  for  discarded  suture  ends. 
Styrofoam  blocks  for  needle  disposal, 
and  magnetic  areas.  Sterile  instru- 
ments and  supplies  should  be  re- 
strained so  as  to  allow  a procedure  to 
be  performed  in  an  efficient,  orga- 
nized, and  conventional  manner,  and 
to  facilitate  the  maintenance  of  sterile 
technique.  This  should  incorporate 
conventional  operating  room  concepts 
such  as  a surgical  tray  (for  immediately 
needed  sterile  items)  and  a surgical 
back  table  (for  eventually  needed  ster- 
ile items).  Trash  items,  including  sharp 
needles,  must  be  disposed  of  securely, 
safely,  and  without  compromising  ster- 
ile technique.  The  orderly  disposal  of 
discarded  supplies  is  critical  in  the 
small  volume  of  a spacecraft  with  the 
rigid  constraints  on  atmospheric  cont- 
amination. The  spacecraft  atmosphere 
must  also  be  protected  against  the  sur- 
gical debris  generated,  especially  if 
bleeding  occurs,  irrigation  is  used,  or 
pus  is  encountered. 

Restraining  operating  personnel 
has  been  shown  to  be  more  simple 
than  anticipated.  The  initial,  complex 
use  of  waist  belts  and  shoe  cleats  that 
engaged  an  omnigrid  Hoor  have  been 
discarded.  A simple,  low  horizontal 
bar  that  allows  foot  placement  under- 
neath provides  secure  but  Hexible  re- 
straint. A floor-level  but  easily  stored 
Crew  Medical  Restraint  System  will  be 
present  on  the  International  Space  Sta- 
tion. Although  intended  mainly  for 
transportation  of  a critically  injured 
crewmember,  this  system  does  provide 
for  patient,  operating  personnel,  and 
supply  restraint  during  a minor  surgi- 
cal procedure.  A rigid,  stable,  waist- 
level  table  with  multiple  capabilities  is 
still  considered  a better  configuration 
for  a procedure-oriented  restraint  sys- 


tem. rhe  table  would  need  to  be  com- 
pact, lightweight,  and  Hexible  enough 
to  accommodate  different  crew  mem- 
bers’ body  sizes  and  different  body  po- 
sitions, including  the  0-G  (or 
weightless)  neutral  body  position. 

The  need  for  more  complex  med- 
ical restraint  systems  will  increase  as  the 
medical  operational  environment  be- 
comes more  independent.  The  first 
surgical  simulations  performed  in  para- 
bolic flight  showed  that  without  re- 
straint of  operating  personnel  and 
instruments,  even  simple  tasks  such  as 
draping  a patient  became  extremely 
awkward;  with  restraint,  these  tasks 
were  not  found  to  differ  much  from 
their  execution  in  the  1-G  environ- 
ment. Simulations  of  minor  surgical 
procedures  on  the  SLS-1  Shuttle  flight 
and  the  performance  of  animal  surgical 
procedures  in  parabolic  flight  continue 
to  confirm  that  surgery  in  weightless- 
ness can  be  performed  with  no  more 
difficulty  than  in  the  1-G  environment 
if  appropriate  restraint  is  maintained. 

Other  concerns  related  to  surgery  in 
0-G  have  been  the  behavior  and  control 
of  arterial  and  venous  bleeding  and  the 
question  of  whether  surgical  debris  and 
bleeding  might  contaminate  the  fragile, 
closed  loop  spacecraft  atmosphere. 
Mutke,  in  a 1978  study,  conceptualized 
operating  through  an  inflatable,  Lexan 
surgical  bubble  (17).  The  Soviets  built 
several  of  these  prototypes  and  flew 
them  in  parabolic  flight  simulations. 
Markham  and  Rock,  in  the  United 
States,  also  tested  several  prototypes  in 
parabolic  flight,  simulating  laceration 
closure  on  a mannequin  (18).  Their 
prototype,  which  required  inflation, 
was  able  to  contain  floating  instru- 
ments and  fluids  ejected  from  a syringe. 
A similar  concept,  a surgical  overhead 
canopy,  was  evaluated  during  animal 
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surgical  procedures  in  parabolic  Hight. 
Close  examination  of  the  behavior  ol 
arterial  and  venous  bleeding  and  the 
ability  to  control  bleeding  with  the  pre- 
vention ol  atmospheric  contamination 
revealed  that  both  arterial  and  venous 
bleeding  lormeci  large  Huid  domes  that 
were  very  adherent  to  the  bleeding  tis- 
sue because  ol  the  large  stirlace-tension 
forces  present.  Only  if  an  arterial 
droplet  stream  formation  was  allowed 
would  the  bleeding  escape  local  control 
methods  such  as  suction  and  surgical 
sponges.  This  was  consistent  with  pre- 
vious experiments  simulating  arterial 
and  venous  bleeding  and  using  cirrated 
bovine  blood  ejected  from  a syringe  in- 
side a glove  box  in  parabolic  Hight.  Fhe 
investigators  concluded  that  the  surgi- 
cal overhead  canopy  would  be  useful  if 
uncontrolled  arterial  bleeding,  large 
amounts  of  surgical  debris,  irrigation, 
or  pus  were  encountered. 

Other  investigators  have  proposed 
large  inHatable,  surgical  operating  en- 
vironments surrounding  the  patient, 
operator,  and  supplies.  Although 
sounding  impractical,  the  prototype 
hardware  does  have  a surprisingly  low 
weight  and  storage  volume.  Laser  sur- 
gical techniques  have  also  been  sug- 
gested to  effect  a bloodless  surgical 
procedure  in  weightlessness;  however, 
plume  control  might  be  a problem.  A 
different  approach  to  the  prevention 
of  atmosphere  contamination  has 
been  the  concept  of  laminar  airHow 
generation  over  the  operative  Held  to 
sweep  up  surgical  debris  and  transport 
it  to  a collecting  suction  apparatus.  A 
laminar  airHow  device  has  been  evalu- 
ated in  the  United  States  in  parabolic 
Hight  using  mannequins  and  animal 
surgical  procedures.  It  was  found  to  be 
useful  if  bleeding  escaped  local  control 
methods  and  to  clear  the  operative  site 
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of  debris  that  would  otherwise  impair 
visibility.  H he  parabolic  Hight  experi- 
ence, however,  indicates  that  the  use 
of  standard  surgical  techniques  will  be 
adequate  to  control  most  surgical 
bleeding  in  weightlessness  because  of 
the  formation  of  large,  nondis- 
persable,  Huid  domes  that  remain  ad- 
herent to  the  bleeding  surface. 

Another  theoretical  concern  about 
performing  a surgical  procedure  dur- 
ing spaceHight  is  contamination  of  the 
operative  site  with  the  relatively  dirty 
spacecraft  atmosphere,  which  has  the 
potential  of  increasing  the  incidence 
of  wound  infection.  The  spacecraft  at- 
mosphere particle  count  and  colony- 
forming unit  count  is  higher  than  a 
conventional  operating  room  atmos- 
phere by  a factor  of  10.  The  use  of  a 
surgical  overhead  canopy  and  laminar 
How  devices  has  shown  that  these 
counts  can  be  lowered  logarithmically. 

Recent  parabolic  Hights  that  used 
animal  models  in  a weightless  environ- 
ment have  investigated  laparoscopy 
and  thoracoscopy  (19).  These  more  so- 
phisticated surgical  tools  are  feasible 
and  valuable  in  weightlessness  but  only 
if  the  CMC)  has  the  ability,  training, 
and  experience  to  use  them. 

Medical  care  systems  in 

SPACE 

Previous  spaceflights  had  only  rudi- 
mentary medical  kits  on  board  until 
the  longer-duration  Skylab  project.  A 
minor  surgery  kit  capable  of  lacera- 
tion closure  was  present  for  tbe  Hrst 
time  on  Skylab  (20),  as  well  as  ex- 
panded diagnostic  and  medical  thera- 
peutic hardware.  The  shuttle  orbital 
medical  system  (SOMS)  pack  has  the 
components  of  a minor  surgical  kit, 
but  the  components  are  wrapped  indi- 
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vidually.  The  hardware  available  on 
the  Russian  Mir  space  station  is  simi-j 
lar  in  its  capabilities.  An  advanced  life-j 
support  pack  will  be  added  to  this  for 
the  space  station  to  provide  the  capa-; 
bility  to  perform  advanced  cardiac  life! 
support,  including  mechanical  venti-l 
lation  and  deHbrillation,  and  ad- 
vanced trauma  life  support.  Recent 
evaluations  of  the  invasive  portions  of; 
these  procedures,  including  cricothy- 
roidotomy,  peritoneal  lavage,  and 
chest  tube  insertion,  in  parabolic 
Hight  with  an  animal  model  to  vali- 
date their  feasibility  were  found  to  be 
no  more  difficult  to  perform  in 
weightlessness  than  in  the  1-G  envi- 
ronment. Although  cardiopulmonary 
resuscitation  is  more  difficult  to  per- 
form in  weightlessness,  it  can  be  effec- 
tively accomplished  with  proper 
restraint  of  the  patient  and  the  CMO. 

Lhe  definitive  care  time  on  the  In- 
ternational Space  Station  will  be  6 to 
24  hours  because  of  the  presence  of  a 
medical  evacuation  spacecraft  (ini- 
tially a Russian  Soyuz  and  later  the  US 
Crew  Return  Vehicle)  (21).  Therefore, 
the  surgical  capabilities  of  the  medical 
care  system  need  not  be  extensive. 
Currently,  the  CMO  of  the  Interna- 
tional Space  Station  will  not  be  re- 
quired to  be  a physician  and  will  have 
only  60  hours  of  training.  The  surgical 
hardware  will  not,  therefore,  provide 
the  capability  for  any  major  surgical | 
procedures  such  as  thoracotomy,  ex- 
ploratory laparotomy,  vascular  repair, 
or  invasive  orthopedic  procedures. 
The  emphasis  will  be  on  stabilization, 
medical  transport,  and  advanced 
trauma  life  support  capability. 

As  the  Space  Exploration  Initiative 
program,  consisting  of  a Lunar  Base  | 
and  an  expedition  to  Mars,  becomes  a | 
reality,  definitive  care  times  will , 


greatly  expand  and  so  will  the  re- 
quired surgical  capabilities  ot  the 
medical  care  hicility  (22).  The  medical 
facility  for  these  programs  will  be  sim- 
ilar in  size  and  capability  to  the 
Health  Maintenance  Facility  origi- 
nally planned  for  the  now-canceled 
Space  Station  Freedom  (23).  The  sur- 
gical capabilities  of  any  medical  sys- 
tem are  limited  by  the  capabilities  of 
the  CMO  and  the  hardware,  but  the 
surgical  capabilities  of  the  CMO  will 
be  the  most  important  limiting  factor. 
The  hardware  will  probably  exist  to 
perform  several  surgical  procedures 
that  will  be  beyond  the  capability  of 
the  CMO  on  future  spaceHights.  Ex- 
amination of  other  remote  medical 
care  systems  reveal  the  importance  of 
emphasizing  CMO  training  and  the 
concept  of  the  medical  treatment  of 
surgical  diseases.  The  expansion  of  the 
use  of  telemedical  consultation,  al- 
though presently  a newly  developed 
modality  that  has  not  accumulated 
much  clinical  experience,  will  be  im- 
portant to  augment  the  clinical  expe- 
rience necessary  to  perform  space 
station  medical  opetations.  For  Lunar 
Base  and  an  expedition  to  Mars,  a 
broadly  trained  physician  will  be 
needed  as  the  CMO,  and  telemedi- 
cine will  furnish  augmentation. 

Abnormal  physiology  in 

WEIGHTLESSNESS 

The  abnormal  physiological  state  that 
occurs  in  weightlessness  has  only  re- 
cently begun  to  be  understood  and  will 
certainly  affect  the  incidence  and  nat- 
ural history  of  any  surgical  disease 
process.  Physiological  changes  that 
have  been  documented  in  weightless- 
ness include  cephalad  and  intercom- 
partmental  fluid  shifts,  electrolyte 


shifts,  altered  bone  and  calcium  metab- 
olism, vestibular  disturbances,  muscu- 
lar atrophy,  cardiac  and  vascular 
decompensation,  cardiac  dysrhyth- 
mias, abnormal  cellular  function,  loss 
of  blood  volume  and  components,  and 
altered  pharmacokinetics.  The  behav- 
ior and  physiology  of  wound  healing  in 
microgravity  are  still  largely  unknown 
and  need  to  be  investigated.  Changes 
in  the  autonomic  nervous  system  may 
present  a problem  for  the  administra- 
tion of  anesthetics.  Other  cellular  func- 
tions, such  as  the  immune  tesponse, 
appear  to  be  altered  and  suppressed  in 
microgravity.  Since  wound  healing  is 
essentially  a cellular  function,  the  pos- 
sibility that  delayed  repair  occurs  in 
weightlessness  needs  to  be  explored 
(24).  This  is  complicated  by  our  lack  of 
understanding  of  the  complex  cellular 
processes  that  occur  during  normal 
wound  healing.  Astronauts  returning 
from  a long-duration  spaceflight  in  a 
medical  evacuation  will  have  orthosta- 
tic hypotension  caused  by  volume  de- 
pletion, nausea  and  vomiting  from 
neurovestibular  effects,  limited  cardiac 
output,  immunosuppression,  delayed 
wound  healing,  mild  anemia,  weaken- 
ing from  muscle  atrophy,  and  risk  for 
pathological  fractures. 

Conclusion 

The  medical  care  system  on  a future 
expedition  to  Mars  will  have  to  address 
the  issues  of  an  extremely  long  time 
delay  to  obtain  definitive  medical  care, 
relatively  poor  communications,  the 
pathophysiology  of  long  periods  in 
weightlessness,  and  minimal  availabil- 
ity of  medical  hardware.  The  require- 
ments to  limit  mass,  volume,  power, 
and  on-board  medical  expertise  will  be 
traded  off  judiciously  with  the  need 
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for  comprehensive  medical  care  capa- 
bility. A self-sufficient  system  that  in- 
cludes a CMO  with  more  capability 
than  has  been  present  in  past  space 
medical  care  systems  will  be  necessary. 
This  will  be  augmented,  however,  with 
new  technology,  computer-aided  diag- 
nostics, and  the  emerging  supplemen- 
tation of  telemedicine. 
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Information  systems  and 
communication  nerworEs  have 
long  been  used  in  medicine,  from 
the  sending  ol  smoke  signals  to  the 
tribal  medicine  man  to  the  receiving 
ol  biomedical  data  horn  National 
Space  and  Aeronautics  Administra- 
tion (NASA)  astronauts  more  than 
200,000  miles  away  on  the  lunar  sur- 
face. d’hese  systems  are  no  longer  lim- 
ited to  those  who  possess  rare  and 
unique  expertise  and  complicated 
hardware.  Today,  we  are  seeing  an  ex- 
plosive growth  in  the  use  of  Internet, 
Internet-like  networks,  and  World 
Wide  Web  technologies  to  handle  pa- 
tient data  and  to  gain  remote  access  to 
patient  data,  expert  knowledge,  and 
medical  education.  Appropriate  and 
effective  database  organization  and 
management  and  exchange  of  medical 
information  across  Internet-like  com- 
munication networks  can  support  a 
vast  array  of  medical  and  health  care 
applications.  These  systems  and  their 
associated  capabilities  will  serve  as  a 
significant  adjunct  to  enhance  and 
revolutionize  health  care  delivery  in 
the  new  millennium.  The  NASA 
Spacebridge  to  Russia  project  is  de- 
scribed as  an  example  of  a successful 
clinical  multimedia  telemedicine  sys- 
tem based  on  the  global  Internet  and 
Web  technologies.  Data  privacy 
arrangements  and  other  aspects  of  its 
telemedicine  system  are  described. 

Introduction 

Traffic  of  medical  information  through 
computer  networks  continues  to  rise 
dramatically  (1).  If  it  would  be  possible 
to  watch  a real-time  map  of  global 
medical  information  traffic,  its  dynam- 
ics, intensity,  and  scale  would  amaze 
most  seasoned  observers.  Centers  of  ac- 


tivity interconnected  by  zigzags  would 
be  visible  over  many  areas  of  the  world, 
from  Texas  to  polar  regions  of  Norway 
to  Southern  Australia  and  Hong  Kong. 
Many  straight  lines  would  fiicker  across 
the  dark  spans  of  oceans,  representing 
satellite  links.  Einy  but  active  arteries 
would  penetrate  rural  regions,  and 
nearly  all  countries  of  the  world  would 
show  some  medicine-related  commu- 
nications activity.  Occasionally,  intense 
action  would  start  at  one  place  and 
spread  instantly  in  many  directions  as 
multicast  streams  would  pour  into  the 
Internet.  Lightning  Hashes  would  rep- 
resent messages  while  more  stable  Bick- 
ering patterns  would  reveal  popular 
Web  sites.  With  enough  luck,  we  could 
see  an  eastbound  speeding  dot  with  a 
link  to  the  Houston  area;  it  is  time  for 
the  Space  Shuttle’s  Private  Medical 
Conference. 

Online  database  searches,  specialty 
consultations,  image  viewing,  self-ed- 
ucation or  telementoring,  confer- 
ences, grand  rounds,  lectures,  and 
many  other  activities  so  routine  for 
the  medical  world  are  entering  the 
world  of  Internet.  Indeed,  a simple  li- 
brary (or  Internet)  search  shows  an 
avalanche  of  publications  on  the  use 
of  computer  networks  and  online  in- 
formation in  medicine  that  has  devel- 
oped during  the  last  3 to  4 years. 
Widely  available  network  services,  in- 
expensive but  powerful  computers, 
and  innovative  software  match  today 
with  the  increasing  scientific  complex- 
ity of  medicine  and  continuously 
growing  demand  for  communication 
of  clinical  data,  medical  knowledge, 
educational  and  research  materials, 
and  public  health  information  (2). 
The  great  potential  of  computer  com- 
munications in  disaster  medicine  has 
been  addressed  repeatedly  (3). 
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Medical  informatics  and 

TELEMEDICINE 

Telemedicine  and  medical  informatics 
have  evolved  into  major,  largely  over- 
lapping areas  of  expertise  in  develop- 
ment, customization,  and  integration 
of  interfaces,  databases,  tools,  and 
communications.  Historically,  the 
ever-expanding  role  of  computers  in 
medicine  began  as  support  in  research- 
related  activities  and  expanded  later  in 
management  of  medical  offices,  clin- 
ics, and  hospitals.  In  medical  research, 
computers  were  used  originally  to  or- 
ganize and  analyze  experimental  and 
clinical  data.  Much  effort  was  applied 
to  create  expert  systems  that  would 
support  clinical  decision-making. 
Over  years,  large  databases  have  been 
created  in  many  major  medical  li- 
braries. Local  networking  technologies 
led  to  further  computerization  of  med- 
ical institutions.  Patient  registries,  text- 
based  electronic  medical  records,  and 
shared  institutional  knowledge  re- 
sources were  next  to  come.  Technolog- 
ically advanced  medical  centers  and 
offices  readily  adopted  and  extensively 
used  electronic  mail,  dial-up  access  to 
remote  libraries  and  other  databases, 
and  boosted  collaborative  research 
projects  through  widespread  use  of 
computer-based  exchange  of  data. 

By  definition,  telemedicine  systems 
were  based  on  communications  and 
used  then-available  interactive  analog 
and  digital  technologies  such  as  slow- 
scan,  full-motion  television,  com- 
pressed video,  telephone  audio,  and 
others.  The  first  experiments  con- 
ducted in  the  late  1950s  and  early 
1960s  demonstrated  that  medical 
knowledge  and  expertise,  if  communi- 
cated over  distances  in  a correctly  orga- 
nized and  timely  fashion,  could  make 
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considerable  differences  in  patient  di- 
agnosis and  outcomes,  health  care 
costs,  professional  education,  and  over- 
all efficiency  of  health  care  systems. 
NASA  has  played  a pioneering  role  in 
the  development  of  telemedicine  sys- 
tems to  support  human  space  missions 
as  well  as  to  apply  its  mission-drive 
technologies  to  terrestrial  needs  (4,5). 

During  the  last  four  decades, 
telemedicine  projects  accumulated  a 
large  body  of  experience  and  knowl- 
edge in  planning,  implementing,  and 
maintaining  remote  consultation  and 
education  systems,  as  well  as  in  ethical, 
legal,  and  financial  implications.  Grad- 
ually, telemedicine  systems  underwent 
major  transformations,  tending  to 
shift  from  analog  to  digital  technolo- 
gies, from  real-time  and  discrete  to 
continuously  available  and  network- 
based,  and  from  “dedicated”  to  “pro- 
prietary” systems  to  those  with  “open” 
architecture.  These  trends  were  already 
visible  at  the  NASA/Uniformed  Ser- 
vices University  of  the  Health  Sciences 
International  Telemedicine/Disaster 
Medicine  Conference  in  1991  (6)  and 
were  demonstrated  much  more  dis- 
tinctly at  the  follow-up  conference  4 
years  later.  Although  most  experience 
has  been  gathered  in  diagnostic  appli- 
cations, especially  with  telepathology 
and  teleradiology,  an  increasing  num- 
ber of  medical  centers  have  been  able 
to  accumulate  experience  in  areas  such 
as  telepsychiatry,  teledermatology,  and 
telesurgery  (7).  Concurrently,  the  need 
to  develop  telemedicine  protocols  and 
standardization,  possible  approaches, 
and  existing  possibilities  have  been  ad- 
dressed by  many  investigators  (8). 

In  addition  to  technologies  for  com- 
municating clinical  data,  medical  infor- 
matics gave  telemedicine  the  power  of 
computerized  databases  that  not  only 
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transfer  patient  data  to  physicians  but: 
also  allow  them  to  use  epidemiological 
and  statistical  information,  research; 
data,  and  reference  materials  to  the  ulti-; 
mate  improvement  of  health  care.  Dur- 
ing recent  years,  major  progress  has  been 
achieved  in  biomedical  database  man- 
agement (9).  Computers  capable  of  gen- 
erating combinations  of  different  media 
(eg,  text-based  information,  static  im-i 
agery,  video,  sound,  animation,  remotej 
manipulation,  and  application  sharing), 
often  called  “multimedia,”  became  yet 
another  milestone  in  maturation  of  to- 
day’s telemedicine  technologies. 

Computers  today  have  become 
powerful  tools  for  monitoring  and 
standardizing  medical  care,  assuring 
quality  through  implementation  of 
quality-improvement  methodologies. 
The  integration  of  medical  informat- 
ics with  telemedicine  allows  sophisti- 
cated medical  information  systems  to 
be  applied  in  medical  institutions  in 
addition  to  major  urban  tertiary  care 
centers  (10,1 1). 

World  Wide  Web 

TECHNOLOGY 

Despite  many  attempts,  creation  of  re- 
motely manipulated  electronic  patient 
records  has  always  been  a challenge. 
Storage  space,  computing  power,  speed 
of  database  handling  (search,  form  gen- 
eration, and  so  on),  interplatform  com- 
patibility, speed  of  data  transfer 
between  servers  and  client  worksta- 
tions, data  security  concerns  and,  fi- 
nally, quality  of  data  presentation  have 
all  been  major  limiting  factors  in  the 
development  of  such  databases.  The 
“difficult”  part  of  the  task  has  always 
been  the  handling  of  diagnostic  images 
and  other  nontext  information. 

The  integration  of  high-speed 
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computers  by  today’s  Internet  has 
practically  eliminated  most  of  these  is- 
sues. The  Web  is  no  longer  limited  in 
its  use  to  the  research  community.  It  is 
becoming  an  inexpensive  platform-in- 
dependent multimedia  user  interface 
that  radically  changes  the  way  organi- 
zations operate  and  the  dissemination 
of  medical  information  (12). 

While  some  Internet-based  pro- 
jects (systems)  are  not  limited  to  a par- 
ticular medical  subspecialty  (13), 
others  are  specialized  to  a higher  or 
lesser  degree.  Digital  telecommunica- 
tions are  widely  used  for  online  re- 
source access,  consultation,  and 
education  purposes  in  almost  any 
medical  subspecialty,  such  as  family 
medicine  (14),  surgery  (15),  cardiol- 
ogy (16),  psychiatry  (17),  dermatol- 
ogy (18),  and  others. 

Several  groups  are  now  using  or 
preparing  to  use  Web  technologies  to 
maintain,  access,  and  display  complete 
electronic  medical  records.  Among 
these.  The  Virtual  Electronic  Medical 
Record  (VEMR)  of  the  University  of 
Virginia  Medical  Center  (19),  the  Web- 
Report,  a Web-based  client  for  Abstract 
Image  Engine  under  development  at  the 
University  of  Pittsburgh  (20,21),  and 
the  NASA  Telemedicine  Spacebridge  to 
Russia  (22,23),  are  among  the  most  ad- 


vanced projects  dealing  with  electronic 
medical  record  maintenance  and  han- 
dling through  the  Internet  using  Web 
technologies. 

The  NASA  Telemedicine  Space- 
bridge  to  Russia  project  illustrates  the 
power  of  approaches  using  Web  tech- 
nologies. This  international  project 
was  initiated  by  NASA  as  a follow-on 
to  previous  international  projects 
(Telemedicine  Spacebridge  to  Arme- 
nia [24,25]  and  Telemedicine  Space- 
bridge  to  Moscow  [26]).  It  has  already 
undergone  several  technical  reviews  as 
well  as  evaluation  in  clinical  and  med- 
ical education  settings  and  has  re- 
ceived acknowledgment  in  1996  as  a 
finalist  in  the  National  Information 
Infrastructure  Awards  for  its  achieve- 
ments in  using  Internet  technologies 
for  telecollaboration. 

Example:  Telemedicine 
Spacebridge  to  Russia 

The  current  telemedicine  capabilities  at 
NASA  must  be  enhanced  to  support 
long-term  missions  of  the  future  aboard 
space  stations  and  interplanetary  vehi- 
cles. Today’s  telemedicine  embraces 
technologies  that  are  vital  to  ensuring 
the  health  and  safety  of  space  travelers. 

The  Spacebridge  to  Russia  project 


provides  an  opportunity  to  design, 
build,  test,  verify,  and  use  an  Internet- 
based  telemedicine  testbed  with  mul- 
timedia patient  records.  This  testbed 
has  the  capability  to  support  NASA’s 
medical  personnel  in  remote  locations 
and  can  be  used  for  near-worldwide 
coverage  to  provide  expert  clinical 
consultations  and  medical  education 
and  training  to  distant  populations  af- 
flicted by  disaster,  disease,  or  lack  of 
sufficient  medical  care.  As  a result,  an 
operational  telemedicine  system  was 
created  to  support  aerospace  medicine 
and  the  delivery  of  medical  care  in  the 
human  space  flight  program.  Further- 
more, the  system  affords  a low-cost, 
efficacious  approach  to  distant  med- 
ical education  and  access  to  databases 
containing  medical  knowledge. 

Technical  infrastructure 
Clinical  and  academic  sites  in  the 
United  States  and  Russia  are  equipped 
with  Silicon  Graphics  Indy  (SGI) 
multimedia  workstations  (20”  24-bit 
color  1280x1024  monitor)  linked  via 
the  global  Internet  (Fig  !)■ 

Bandwidth  at  each  site  varies  from 
128  kilobit  per  second  to  1.544 
megabit  per  second.  To  support  avail- 
ability of  data  within  Russia,  two 
identical  mirroring  servers  are  in- 
stalled, one  in  the  United  States  and 
one  in  Moscow.  The  user  interface  for 
case  viewing  and  case  submission  is  a 
Web  browser  (Netscape  Navigator 
3.0)  (Fig  2).  Clinical  cases  are  up- 
loaded using  existing  audiovisual  and 
medical  equipment  at  the  sites.  The 
workstations  can  receive  inputs  from 
different  sources  and  from  other  com- 
puters on  the  local  area  network. 
Some  data  are  preprocessed  locally  in 
the  workstation  with  the  help  of  vari- 
ous commercial  off-the-shelf  software. 
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Case  organization 

Clinical  cases  are  organized  in  a stan- 
dard format  agreed  upon  by  all  sites 
anci  include  patient  complaints,  his- 
tory, physical  examination,  laboratory 
data;  “motion”  video  segments  with 
adjustable  compression;  static  images 
(pathology  slides;  computed  tomogra- 
phy, magnetic  resonance  imaging,  and 
ultrasound  scans;  and  radiographs); 
still  photography;  and  voice  and  audio 
input  from  electronic  stethoscopes  and 
medical  devices  such  as  ultrasound  in- 
struments with  Doppler  capability.  Fig 
3 shows  the  case  review  menu. 

Once  on  the  server(s),  the  case  be- 
comes part  of  a patient  record  database 
with  fast  and  versatile  search  and  dis- 
play capabilities.  Cases  are  evaluated 
with  the  use  of  a standard  protocol; 
suggested  diagnosis  and  its  rationale, 
recommended  treatment,  follow-up 
recommendations  (eg,  further  history, 
examinations,  and  studies),  and  com- 
ments. In  the  current  mode,  case  pre- 
sentations are  not  restricted  to  any 
specific  classification.  Fhe  complexity 
of  potential  referrals  involved  in  case 
consultation  is  determined  by  the  clin- 
ical coordinator  at  each  site.  Specialists 
using  a standard  case  response  protocol 
provide  suggested  diagnosis,  treatment, 
additional  workup  recommendations, 
and  comments  to  the  primary  (refer- 
ring) physician.  The  cases  requiring 
real-time  interaction  are  supported  by 
point-to-point  or  multicase  videocon- 
ference using  nonproprietary  software, 
multicase  backbone  (Mbone). 

Data  security  and  informed  consent 
Concerns  regarding  security  of  data 
deserve  special  attention  because  they 
constitute  a major  limiting  factor  for 
development  of  remotely  accessible 
databases  and  telemedicine  systems. 


Fig  2.  Web  browser  is  user  interlace  for  case  viewing  and  case  submission. 


Telentecyoine 

tp,  Russia 


WARNING:  The  TelemeAcine  Spacebhdge  toRyssia  senret  will  be  ■unavailable  between  the  houts 
(12  00  PM  and  12-30  FM  GMTi  due  to  regulaiiy  scheduled  maintenance  and  data  backup. 


Categorical  guarantees  of  complete  se-  Menu  for  case  review, 

entity  cannot  be  made  for  clinical 
cases  given  by  the  very  nature  of  the 
Telemedicine  Spacebridge  to  Russia. 

Patient  data  are  transmitted  over  the 
Internet  rather  than  a private  network 
or  protected  Intranet.  However,  the 
software  system  used  provides  a rea- 
sonable and  workable  solution  for 
safeguarding  patient  confidentiality. 

The  single  most  important  protec- 
tion for  SGI  workstation  and  Unix  sys- 
tems in  general  against  unauthorized 
activity  is  the  use  of  unique  user  names 
and  passwords.  The  system  administra- 
tors are  trained  to  manage  user  ac- 
counts withotit  compromising  system 
security,  and  each  person  accessing  the 
system  is  required  to  have  his  or  her 
own  computer  account.  In  addition, 
standard  Unix  file  system  authorization 
helps  to  protect  files  and  directories 
from  unapproved  access.  Participants 
employing  a browser  like  Netscape 
Navigator  to  communicate  with  the 
Spacebridge  Web  servers  use  the  hyper- 
text transfer  protocol  (HTl’P)  language 
to  download  hypertext  markup  lan- 
guage (HTML)  files  for  viewing. 

Netscape  uses  a protocol  called  Secure 
Socket  Layer  for  secure  transactions. 

Data  are  encrypted  and  decrypted  auto- 
matically between  the  two  computers. 


78 


TEXAS  MEDICINE  ★ FEBRUARY  I998 


Symposium  on  Space  MEofi 


I 

1 

I 

I 

I 

1 

Another  security  issue  addressed  by 
using  Netscape  Navigator  is  the  ability 
to  restrict  access  to  Telemedicine 
Spacebridge  to  Russia  home  pages. 
Servers  can  be  conhgureci  to  allow  only 
connections  from  specified  clients 

I and/or  Internet  domains.  Server  con- 
figuration requires  users  to  enter  a user 
name  and  password  before  accessing 
I'the  main  Spacebridge  page.  The  user 
names  and  passwords  are  stored  by  the 
[Commerce  Server  configured  to  use 
ISecLire  Socket  Layer.  Access  limitation 
I is  another  addition  to  the  normal  Unix 
SGI  workstation  user  name  and  pass- 
word. A considerable  level  of  security 
is  provided  to  the  patient  database 
I through  an  access  control  table. 

Telemedicine  Spacebridge  to  Russia 
j database  contents  are  restricted  to  users 
land  participants  of  the  project,  while 
database  administration  is  restricted  to 
system  administrators  only.  Because  in- 
dividual patient  data  are  identified  only 
by  a unique  key  — not  by  name  or  so- 
cial security  number  — no  real  value 
can  be  gained  by  obtaining  an  actual 
patient  key,  even  if  security  is  compro- 
mised. Actual  patient  privacy  would 
not  be  compromised.  Announcements 
and  consultation  requests  are  made 
through  electronic  mail  without  trans- 
mission of  any  patient  identifiers.  The 
case-submitting  site  obtains  an  in- 
formed consent  form  from  the  patient 
that  indicates  that  his  or  her  case  is  be- 
ing presented  in  a telemedicine  testbed 
through  electronic  media.  The  consent 
states  that  complete  security  of  data  is 
not  guaranteed  and  that  the  case  (with- 
out identification)  will  be  used  also  for 
educational  purposes. 

Education 

An  integral  part  of  this  project  is  the 
ability  to  support  medical  educational 


activities  between  two  dillerent  cul- 
tures. Besides  Internet  access  to  med- 
ical inlormation  lor  consultation,  the 
same  inlormation  is  available  for 
teaching  purposes.  Moreover,  the  tech- 
nology employed  provides  lor  real- 
time multicast  videoconlerences  in  the 
lorm  ol  lectures  in  various  disciplines 
including  aerospace  medicine,  life  sci- 
ences, and  clinical  specialties.  The 
videoconferencing  soirware  allows  au- 
dio and  video,  a whiteboard,  and  a text 
window  to  be  used  simultaneously. 
During  lectures,  recipients  usually  ac- 
cess slides  and  other  visual  materials 
through  the  Web  browser,  while  video 
and  other  conlerencing  tools  are  used 
in  real-time.  This  approach  provides 
the  ability  to  preserve  the  original 
quality  of  slides  and  other  images  and 
is  more  advantageous  in  terms  of  the 
use  ol  limited  bandwidth  resources. 
All  recipient  sites  (participation  ol  as 
many  as  seven  sites  has  been  tested 
successfully)  have  capabilities  identical 
to  the  “donor”  site,  so  that  each  project 
participant  can  generate  educational 
sessions.  Multicast  videoconferencing 
implies  availability  of  multicast  rout- 
ing to  a particular  workstation. 

Interplatform  compatibility 
As  far  access  to  the  system  in  its  cur- 
rent state  is  restricted  to  the  original 
participants  equipped  with  identical 
SGI  workstations,  absolute  compati- 
bility exists  in  terms  of  data  formats, 
display  quality,  and  other  features. 
The  project  home  page  can  be  made 
available  readily  to  any  platform  with 
a java-compatible  Web  browser,  eg,  a 
Pentium  PC,  Power  Macintosh,  or 
Sun  workstation  equipped  with 
Netscape  Navigator  3.0.  However,  the 
display  capabilities  of  the  client  com- 
puter must  be  reasonably  high  in 


terms  of  imaging  area,  spatial  and 
contrast  (color)  resolution,  and  distor- 
tions. Furthermore,  current  formats  of 
video  and  audio  files  are  platform-spe- 
cific (but  certainly  convertible  to  more 
common  standards  if  necessary).  Fi- 
nally, multicast  videoconferencing 
software  has  recently  become  available 
for  most  common  platforms. 

Conclusion 

Systems  for  computer-based  multime- 
dia patient  records  are  paving  their 
way  into  the  daily  practice  of  medi- 
cine and  will  eventually  introduce 
new  qualities  in  both  ambulatory  and 
in-hospital  medical  care  worldwide. 
The  NASA  Spacebridge  to  Russia  pro- 
ject exemplifies  a successful  multime- 
dia patient  record  database  with 
remote  access,  search,  and  data  han- 
dling capabilities  with  both  space  and 
terrestrial  implications.  Fhe  system  of 
the  Spacebridge  provides  a reasonably 
high  level  of  privacy  and  security  for 
patient  data,  while  possibilities  are 
available  to  enhance  data  protection 
should  such  a need  arise  in  the  future. 

Medical  communications  and  com- 
puter applications  are  becoming  as 
natural  and  nearly  as  widespread  as  the 
Internet  and  computer  networks 
themselves.  They  have  become  a part 
of  our  dynamic  and  rapidly  changing 
present,  and  they  will  continue  to  add 
new  qualities  to  medical  care,  public 
health,  and  medical  science.  The  com- 
puter networks  and  information  tech- 
nologies of  the  new  millennium  will 
reduce  many  barriers  and  revolutionize 
health  care. 
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INl'ORMATION  I'OR  AUI  IIORS 


Medicine  luis  iwo  inu'[H)scs:  As  a iicvvsiiiaga/iiic  tor  pliysitiaiis  ii  In 
forms  roailcrs  about  |niblic  health  issues,  legislation,  metlieal  economies,  le 
:gal  topics,  science,  medical  eilncation,  news  of  the  lexas  Medical 
.Association,  and  general  news  of  the  medical  profe.ssion  in  Texas.  In  Its  lout' 
nal  section,  lexas  Medicine  publishes  peer-reviewed,  clinicallv  useful  .scien- 
tific articles  and  other  technical  information. 

lexas  Medicine  sceVs  high-quality  review  articles  or  original  oh.servations 
of  particular  interest  to  the  broad  range  of  Texas  physicians  for  its  j('nrnal 
|section.  1 hey  may  deal  with  medical,  public  health,  social,  or  economic  is- 
isues  related  to  the  health  arid  well-being  of  Texans. 

Material  for  the  lournal  section  of  lexas  Medicine  may  he  .sent  to  the 
Managing  Editor,  Texas  Medicine,  4()l  W 15th  St,  Austin,  TX  78701.  It  must 
be  offered  solely  to  this  journal.  Articles  are  .screened  for  appropriateness  for 
Texas  Medicine.  Those  selected  for  peer  review  are  reviewed  by  consultant  s[ie- 
jcialists  and  an  Editorial  C'ommittee,  and  accepted  or  rejected  on  the  basis  of 
[rindividual  merit,  appropriateness,  and  the  availability  of  other  material.  Re- 
I views  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right  to  reject 
[ up  to  press  time  any  articles  that  m.ty  have  been  accepted  for  publication. 

(COPYRICH'r  ASSIGNMl-N'I 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  jan  1,  1978,  all 
transmittal  letters  to  the  editor  must  contain  the  following  language:  “In 
^.consideration  of  the  Tex.is  Medical  Association  taking  action  in  reviewing 
(and  editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  as- 
) signs,  or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical  As- 
l.sociation  in  the  event  that  such  work  is  published  by  the  TMA.” 

I Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
Ijauthors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

Ill 

‘I 

IpOURNAL  ARTICLE.S 

siManuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
jeopies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

I Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
j“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief 
I Include  a mailing  address  and  telephone  number  for  each  author, 
j An  introductory  summary  of  100-150  words  is  required, 
j Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
■and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  L9ictionary,”  26th  edition,  and  “Webster’s  Third 
New  International  Dictionary,  Unabridged.” 

, The  text  of  observational  and  experimental  articles  is  usually  — but  not 
necessarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
lods.  Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 
Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1 982  issue  of  the  Annals  of  Internal  Medicine. 

I Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Association 
i Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

' CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
'editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  princi- 
ples and  techniques  of  clear,  concise  writing,  which  are  applicable  to  sci- 
entific as  well  as  general  topics. 

Ireferences 

I References  to  scientific  publications  should  be  listed  in  numerical  order  at 
.the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  accepl.ible  data: 

Jonrnals:  Audiors,  ariicle  tide,  journ.il,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  pTice  of  publicatioti,  publisher,  year. 

Other  sources:  Faiottgh  informatioti  must  be  intiutled  .so  that  the  itifor- 
mation  can  be  identifieil  and  retrieved. 

Tetters,  [ler.sonal  comnumications,  and  .sources  not  readily  available 
.shoukl  be  excluded  frotn  the  reference  list,  but  may  be  mentioned  paren 
thetically  or  in  footnotes. 

I I I U.STRA  nON.S 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  utiifortn,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  sbould  indicate  its  number,  topic,  author’s  name,  and  title  of  ar- 
ticle in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAl. 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used  with- 
out permission,  but  should  be  quoted  exactly  with  the  source  credited.  Copies 
of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revi- 
sion may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the 
managing  editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edi- 
torial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association, 
401  W15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

C O P Y R I G H T 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproducing, 
in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

P O I N 1'  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement  of 
the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomatc  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Diflerential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  ol  Anesthesiology 
Anesthesiology 

7777  Forest  Une  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas.  Texas  75230  Fax  (972)  566-4894 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  ol  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Gynecologic  Oncology 

MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  PA. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918.  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  DalLis,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGF:RY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dalla.s.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II.  7777  Forest  Lane,  Suite  Bl  16.  Dallas,  Texas  75230; 

(214)  661-7010 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Roberc  P.  Wills,  MD 
Richard  S.  Himes  Jr..  MD 


Bariatric  Surgery 

IRA  J.  KASPER,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 
American  Society  ol  Bariatric  Surgery 
Diplomate  American  Board  of  Surgery 

SURGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

5420  L9ashwood,  Suite  201.  Houston,  Texas  77081 
(713)667-9100  Fax  (713)  667-9133 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  lor  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue.  Suite  104 
Lubbock.  Texas  79410:  (806)  797-6631 


12221  MoPac  Expy  North,  Austin,  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Medical  Oncology 

JANET  MACHELEDT,  MD  — Medical  Oncology/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

90^  Frostwood,  Suite  221  5618  Medical  Center  Drive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  RA. 

George  F.  Cravens,  MO 
Lee  Kesterson,  MH 
Gregory  A.  Ward,  Ml^ 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
[Teleph  one (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

I Ronald  Smith,  MD.  Deceased 
loe  Ellis  Wheeler.  MD 

I 

1750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
1 Telephone  (817)  335-3966 


Ophthalmology 


LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

|Diplomate  American  Board  of  Ophthalmology 
’Diseases  and  Surgery  ol  the  Eye 

I220I  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

(1030  North  Zaragosa  Ro.rd,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD 

IDiplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstreution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  1 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 
Dallas.  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400 
Fax  (972)  566-43  P 


MAYME  F.  RICHIE-GILLESPIE,  MD 

' Diplomate  American  Board  of  C3rthopacdic  Surgery 
[Fellowship  Trained  in  Orthopaedic  Oncology 

(Orthopaedic  Surgery-Oncology  lamb  Salvage  Surgery 

"I  Metastatic  Bone  Disease  Osteomyelitis 

^The  Bone  and  Joint  Cdinic,  L.L.P. 

'T651  W.  Rosedale,  Suite  100  (817)  335-4316 

; Fort  Worth,  Texas  76104 


SPINE  DIAGNOSTICS  ^THERAPEUTICS,  RA. 

Steven  L.  Remer,  MD  j.L.  White  Jr.,  MD 


Diplomates  of  the  American  Board  ol  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-I.  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,  Jr,  MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters.  Jr,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


A Professional  Association 

290‘)  Lemmon  Avc.,  Dallas,  Texas  75204-2383;  (214)  220-2468;  Fax  (214)  720-1982 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
lames  W.  Brodsky,  MD 


KurtW.  Rathjen.MD 
Craig  C.  Caliewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  Bl  16 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale.  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD.  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 

WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,- Toronto 

Exclusively  children's  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

1 7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 

I (972)  566-6700 


Orthopedic  Surgery,  Spine 


METROPLEX  ORTHOPEDICS  and  SPORTS  MEDICINE,  P.A. 

ANNOUNCES 

Stephen  Ozanne,  MD 
Orthopedic  Surgeon 

F.A.A.O.S.  Spinal  Disorders  Related  Surgeries 
9262  Forest  Ln..  Stc.  101  Dallas.  Texas  75243;  (214)  340-5090 


JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio.  Texas  78205;  Telephone  (2 1 0)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine.  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 
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OPPORTUNITIES  AVAILABLE 


Allergy 


HOUSTON,  TX  - exciting  opportunity 
FOR  AN  AMBITIOUS  INDIVIDUAL  TO  JOIN  A 
GROWING  ALLERGY  PRACTICE  SEEING  ADULT 
AND  PEDIATRIC  PATIENTS  IN  THE  NORTH- 
WEST AREA  IN  THE  EVER-EXPANDING,  EXCIT- 
ING CITY  OE  HOUSTON.  IMMEDIATE  OPENING. 
PLEASE  SEND  CV  TO:  ALLERGY  CENTER, 
INC.,  ATTN:  RUTH,  902  FROSTWOOD  #222, 
HOUSTON,  TX  77024.  FAX:  713/932-1636. 


Anesthesiology 


Group  of  five  physicians  seeking  full- 
time BE/BC  anesthesiologist  to  join  a 
practice  consisting  of  cardiac,  ortho- 
pedics, urology,  general  surgery,  and 
pain  management  in  North  Texas.  No 
OB.  Fax  CV  to  (903)  794-4058  or  call 
(903)  793-6358. 


Emergency  Medicine 

DALLAS, TX  AREA;  Coastal  Physician  Services  of  the 
West,  Inc.  is  proud  to  be  staffing  the  Emergency  Depart- 
ment at  Dallas-Ft.  Worth  Medical  Center.  Grand  Prairie, 
Texas.  Directorship  and  staff  positions  available.  Associate 
with  a practice  of  career  emergency  physicians,  162  bed 
acute  care  hospital.  23,000  annual  patient  visits,  12 
room/ 17  bed  Emergency  Department.  Must  be  BC/BE 
EM.  IM  or  FP.  Successful  candidates  will  provide  strong 
clinical  and  leadership  skills  to  assist  in  the  plans  for  the 
physician  group.  The  DFW  area  offers  the  advantages  of 
small  town  living  and  the  culture  and  convenience  of  a 
large  city.  For  detailed  information,  contact  Pat  Weidman  at 
(800)  745-5402  or  fax  C.V.  to  (972)  241-4917.  Coastal 
Physician  Services  of  the  West,  Inc.,  3010  I.BJ  Freeway, 
Suite  1320,  Dallas.  TX  75234. 

SULPHUR  SPRINGS.TEXAS:  Great  opportunity  for  FT 

\ physician  for  hospital  just  east  of  Dallas.  Annual  ED  vol- 
ume approx.  1 1,000.  Hopkins  Health  Stat  is  an  indepen- 
dent physician  group  and  seeks  experienced  EM  physician 
interested  in  partnership.  Competitive  compensation  plus 
bonus  and  benefits.  For  more  information,  please  fax  C.V. 
to  (8 1 7)  430-344 1 or  call  (800)  346-0747. 

I Need  doctors  to  cover  weekends  in  rural  hospitals. 

Call  Jerry  at  The  Lewis  Group  for  more  information. 

(800)  460-8159. 


I 


Texas,  Longview:  Directorship  and  staff 
opportunity  in  beautiful  wooded  East  Texas  for  liE/BC 
PL  with  emergency  medicine  experience.  Longview, 
a charming  community  with  a population  of  7-1, 000. 
has  excellent  schools,  mall  and  antique  shopping.  ED 
luiniial  volume  of  17.000.  Excellent  nursing  ;uid  supportive 
medical  staff.  Highly  competitive  compensation  with 
moving  allowance  and  sign  on  bonus.  For  further  informa- 
tion contact:  Deb  Talley,  MEPA,  (800)  346-6687;  fax:  (972) 
789-0339;  14651  Dallas  Parkway,  Suite  700,  Dallas,  TX 
75240.  E-mail;  opportunities@med-edge.com. 


San  Antonio  Area,  (Texas)  — Community  hospital 
close  to  spectacular  scenery  in  Texas  "Hill  Country," 
supportive  medical  staff,  well-managed  ED  with  12,000 
annual  volume.  Join  regional  group  of  physicians  dedicated 
to  quality.  Call:  Lasca  Pierson,  Metroplex  Emergency 
Physician  Associates  at  (800)  346-6687,  fax  C.V  to  (972) 
789-0339,  or  e-mail:  opportunities@med-edge.coni. 


Associate/Assistant  Professor/Instructor — The  Uni- 
versity ot  Texas  f-Iealth  Science  Center  at  San  Antonio  is 
presently  recruiting  for  full-time  faculty  in  the  Department 
of  Surgery,  Division  of  Emergency  Medicine  to  join  the 
group  of  academically-oriented  Emergency  Medicine 
physicians  to  staff  the  University  Hospital  Emergency  Cen- 
ter. The  552-bed  hospital  has  a Level  I Trauma  Center  and 
is  the  primary  teaching  hospital  for  the  University  ofTexas 
Health  Science  Center  at  San  Antonio.  Opportunities  for 
medical  student  teaching,  clinical  practice  and  research. 
Compensation  and  academic  rank  based  on  qualifications. 
Preferred  candidates  will  be  Emergency  Medicine  board 
certified  or  prepared.  Send  curriculum  vitae  to  Charles  P. 
Davis,  M.D.,  Medical  Director,  University  Hospital  Emer- 
gency Center.  4502  Medical  Drive,  San  Antonio,  TX 
78229-4493.  Telephone:  (210)  358-2078;  FAX; 

(210)  358-1972.  The  University  ofTexas  Health  Science 
Center  at  San  Antonio  is  an  Equal  Employment  Opportu- 
nity/Affirmativc  Action  Employer. 


S<vit 

New  Clinic  practice  in  Tyler  and  Athens, 
j Flexible  hours.  Excellent  compensation.  BE 
required.  Primary/moonlighting  positions. 
Fax  CV;  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS,  PA 
1525  Mcrritnac  Circle,  Suite  107 
Fort  Worth,  TX  76107 
(888)  DOCS-911 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  336-8600) 

TEXAS:  Regional  emergency  group  lias  held 
I 20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  15,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  P.A. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-825-7482 


Family/General  Practice 

HOUSTON  METRO  AREA:  Family  Practice.  Outpatient 
positions  with  GIGNA  HealthCare.  Excellent  call  schedule, 
salary  and  benefits  package.  Contact  Dave  Duncan, 

(800)  678-7858,  ID:  4783TX.  fax:  (314)  726-0026. 

e-mail:  carcers@cejka.com. 

Part-time  opportunity  in  conjunction  with  State  agency. 
1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1,500  per  day.  No  overnight  travel  required.  Send  CV  to 
ad  reply  atrn:  David,  PO  Box  1 454,  Leander,  TX  78646. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F.  Lucra- 
tive salar)”^  and  benefits.  Call  Lisa  Abell  at  (800)  254-6425* 
orfaxCV  to  (972)  256-1882. 


TEXAS:  Rapidly  expanding  group  of  geriatricians  and 
internists  has  challenging  and  lucrative  opportunities  in 
Dallas  and  communities  within  two  hours  of  Dallas. 
Offering  base  compensation  package  worth  $150K  with 
bonus  potential  in  $300K  range.  BE/BC  IM  or  Geriatrics, 
Cali  Recruiting  Department.  SeniorMed,  (800)  346-6687  or 
opportunities@med-edge.com. 


Needed:  one  or  two  physicians  to  run  a rural  health 
clinic  six  or  seven  days  a week  located  in  West  Texas.  Please 
cal!  (940)  564-3561. 

Texas  Licensed  physician  needed  for  Primary  Care 
Clinic  in  rural  Northwest  Texas.  Send  resume  to  PO.  Box 
763,  jacksboro,  TX  76458. 
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Family/General  Practice 


Family  Practice 

Excellent  opportunities  ...  attractive  FP  openings  to 
join  well  established  groups  in  the  Dallas/Ft.  Worth 
area  including  an  associate  medical  director  posi- 
tion for  an  expanding  AOA  residency  program.  Major 
hospital  affiliations;  attractive  income  guarantees; 
reply  confidentially  to  Laurie  Myers 

(800)338-7107  Fax  (414)  427-7251 
E-mail:  fha@execpc.com 


Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated 
with  a coalition  of  five  regional  hospitals,  is 
seeking  Family  Practitioners  and 
Pediatricians  for  a variety  of  practice  oppor- 
tunities in  the  Huntsville,  Alabama  area. 

Competitive  salaries,  excellent  benefits,  and 
access  to  a bonus  plan.  Top  schools,  abun- 
dance of  recreational  and  cultural  activities, 
low  cost  of  living,  tasfe  of  all  four  seasons. 
Home  to  the  Marshall  Space  Flight  Center,  the 
U.S.  Space  and  Rocket  Center  and  many  high- 
tech  corporations. 

Southern  Tradition  That's  State-of-the-Art. 

Forward  CV  to: 

Julie  Franklin 

303  Williams  Ave,  Ste  123 

Huntsville,  AL  35801 

1-800-319-4247  COMMUNITY  HEALTH 

fax  (205)  532-3252  PARTNERS 


MI)/1)()  position  available  in  multi-disci- 
plinary office  located  in  NW  Houston, 
Texas.  Ko  ex  enings  or  weeUends,  FT 
salary  S6,5(H)-S10,()0()  DOF,  FT  salary 
iS6().0l)  - S75.()0  jier  hour.  Position 
entails  gencral/family  practice,  physical 
exams,  & clearance  for  rehah. 
Fstahlished  practice  in  bright  new  office 
in  professional  center.  Fax  resume  to 
(281 ) 890-2625  or  call  (281 ) 890-2225. 


Austin, Texas  — FP/IM:  Family  Practice  or  Internal 
Medicine  physician  (board  certified  or  board  eligible)  posi- 
tion available  immediately  with  St.  David's  PC  Medical 
Group  in  Austin,  Texas.  Well-established  primar)'  care 
practice.  Salary  and  generous  benefits.  Shared  call  coverage. 
Please  send  your  C.V.  to:  Brennan  McNally,  Columbia  St. 
David’s  Healthcare  System,  P.O.  Box  1788,  Austin,  Texas 
78767-1788;  or  by  fax  to  (512)  482-4167. 


Methodist 

Hospitals  of  DalliLs 

PHYSIATRY 

: Full-time  physiatrist  needed  to  provide 

I outpatient  services  in  a hospital-based 
outpatient  rehab  facility.  Spacious  new 
j facilities.  Rotate  inpatient  call  with  .sec- 
ond staff  physiatrist.  Immediate  avail- 
ability, 
i 

ONCOLOGY 

' Three-person  single-specialty  oncology 
I group  seeks  fourth  BC/BE  oncologist  for 
summer  ‘98.  Beautiful  hospital  campuses 
I and  state-of-the-art  cancer  center  facili- 
I ties  make  this  an  excellent  opportunity 
for  qualified  physician. 

RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatolo- 
gist to  establish  a private  practice  in  the 
immediate  service  area  of  Methodist 
Medical  Center  in  Dallas.  Competitive 
I income  guarantee,  start-up  assistance, 
marketing  allowance  and  relocation 
expenses  available  to  qualitied  physician. 

PEDIATRICS 

I Excellent  opportunity  for  BC  pediatri- 
; dan  to  join  an  existing  solo  practitioner 
at  Methodist  Medical  Center.  Spanish- 
speaking a plus.  Hospital  financial  and 
start-up  assistance  available. 

I 

' NEUROLOGY 

Modern  463-bed  urban,  teaching  facility 
with  Neuroscience  Center  and  new  16- 
! bed  Neuro  Critical  Care  Unit  seeks  a fel- 
lowship trained  neurologist  to  join  a sin- 
gle-specialty neurology  group  located  on 
the  campus  of  Methodist  Medical  Center. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physician 
Recruiter  c/o  Methodist  Hospitals  of  Dallas.  PO 
Box  635999,  Dallas,  TX  75265.  Phone  (214) 
947-4579,  fax  (214)  947-4502.  e-mail:  susancog- 
burn@nihd.coni. 


General  Surgery 


DEPARTMENT  CHAIRPERSON. 


Community-based  region- 
al medical  school  campus  is  seeking  on  experienced  board-cer- 
tified general  surgeon  with  some  interest  in  trauma  care  to 
develop  o strong  undergraduate  educational  program. 
Medium  size  community  with  excellent  schools,  low  crime  and 
low  cost  of  living.  Equal  opportunity  employer.  Inquiries  to 
Terry  Myers,  M.D.  Ph.D.,  Choir,  Surgery  Search  Committee, 
Associate  Dean  For  Clinical  Affairs,  Texas  Tech  University 
ffenlth  Sciences  Center  - Amarillo,  1400  Wallace  Blvd., 
Amorillo  TX  79106.  Phone  806-354-5413. 


Internal  Medicine 


CENTRAL  TEXAS 

INTERNIST/ PRIMARY  CARE  PHYSICIAN 

Position  available  for  full-time  Internist/Primary 
Care  Physician  to  practice  in  medical  clinic  in 
Hearne,  Texas.  F.xccllent  eonipensalion  package. 
Please  send  curriculum  vitae  and  letter  of  interest  to: 

Dr.  Maninder  S.  (furam,  MD 
Texas  Physurg,  P.A. 

2175  Millpark  Dr. 

The  Woodlands,  TX  77375 
Telephone:  (281)  364-9192 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provitde 
hospital  inpatient  core  (Baylor  University 
MecJical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 
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nternal  Medicine 


Internists  to  develop  practice  opportunities  in  a 
rapidly  growing  and  highly  desirable  northern  sub- 
urb of  Dallas,  Texas.  Opportunity  in  first  year 
includes  inpatient  acute  care  and  office-based  gen- 
eral internal  medicine,  including  seniors.  Practice 
mix  in  subsequent  years  will  be  a balance  between 
professional  interests  and  practice  growth.  Strong 
clinical  skills,  energy,  affability  and  flexibility 
required.  Experience  with  Windows  95  desirable. 

Highly  competitive  comprehensive  compensation 
package.  1 :7  call.  Full  time.  Available  July  1 998. 

For  more  information,  please  send  your  CV  to  Ad 
Box  1180,  Texas  Medicine,  401  W.  15th  St.,  Austin, 
TX  78701. 

I 


TEXAS:  Rapidly  expanding  group  of  geriatricians  and 
internists  has  challenging  and  lucrative  opportunities  in 
Dallas  and  communities  within  two  hours  of  Dallas. 
Offering  base  compensation  package  worth  $150K  with 
bonus  potential  in  $300K  range.  BE/BC  IM  or  Geriatrics. 
Call  Recruiting  Department,  SeniorMed,  (800)  346-6687  or 
opportunities(§>med -edge.com. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

April  1 998  February  27, 1 998 

May  1998  April  1, 1998 

June  1998  May  1, 1998 


Locum  Tenens 


Int^im 

Physicians® 

"In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internai  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 


rting  a new  career  course  doesn't 
to  feel  like  re-discovering  the  New 
Staff  Care  keeps  the  adventure  of 
LOCUMS  exciting  without  the  fear  of 
getting  lost  in  the  shuffle.  We  lead  the 
"'industry  with  our  national  medical  staff- 
'^g  resources  and  confidently  guide  our 
^S^Cphysicians  with  experienced  personnel 
dedicated  to  service  and  satisfaction. 
For  more  information  about  our 

LOCUM  TENENS  call: 

800.211.4971 

Staft  Care  Western  Destinations 

LeUinf  ltie  Njalion  in  Slaltlng  OOTi) 


iV  .‘I  ^ , 

Midwest  & Eastern  Destinations' 

yW  V),^it  US  on  the  inrempl  or 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512) 370-1382 
Fax  (512)  370-1632. 
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Locum  Tenens 


◄ 


LOCUM  TENENS 
OPPORTUNITIES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liabilify 
insurance 

• Friendly,  dedicated  service  for  over 
1 0 years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF.  INC.  - SRI 

Continuity  in  Health  Care 


CLASSIFIED  ADVERTISING  CATEGORIES 


Allergy  and  Immunology 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Family/General  Practice 

Gastroenterology 

General  Surgery 

Geriatrics 

Hematology 


Internal  Medicine 
tocum  Tenens 
Neonatology 
Nephrology 
Neurology 
Neurosurgery 
Obstetrics/Gynecology 
Occupational  Medicine 
Oncology 
Ophthalmology 
Orthopedics/Orthopedic 
Surgery 


Otoloryngology 

Pathology 

Pediatrics 

Physical  Medicine/ 
Rehabilitation 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Rheumatology 
Urology 

Other  Opportunities 


Positions  Wanted 

Entertainment 

Equipment 

Office  Space 

Practices 

Property 

Travel 

Vacation  Homes 
Wanted  to  Buy 
Business  and  Finoncial 
Services 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Immediate 
and  future  opportunities  with  US  Health  Works.  Call  Ned 
at  (713)  797-6106. 

DALLAS/FORT  WORTH, TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/ medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas.  TX  75235- 


Other  Opportunities 

Borger, Texas:  Excellent  opportunities  for  Medical  Direc- 
tor and  Full-Time  Staff  along  the  Texas  Panhandle.  With 
an  annual  volume  of  6,300,  this  99-bed  hospital  is  located 
in  a small  close-knit  community  one  hour  outside  of 
Amarillo.  Borger  is  also  located  just  15  minutes  from  Lake 
Meredith  National  area  which  offers  a variety  of  recre- 
ational activities.  We  olTer  competitive  remuneration, 
malpractice  insurance,  and  flexible  scheduling.  For  more 
information  or  immediate  consideration,  please  contact 
Cecilia  Beard  at  (800)  325-2716  or  fax  your  C.V.  to 
(314)  919-8920. 


If  you  are  looking  for  an  opportunity  in 
Internal  Medicine,  Nephrology, 
Pulmonary  Gastroenterology,  OB/GYN 
AND  Psychiatry  to  practice  in  East  Texas, 
Texas  license  preferred,  please  reply  to; 
Ad  Box  1100,  Texas  Medicine, 

401  W.  15th  St.,  Austin,  Texas  78701. 


HEALTHCARE  CONNECTION 

Immediate  opportunities  for  Emergency  Medicine,  Family  Practice, 
General  Surgery,  Hematalogy /Oncology,  Internal  Medicine, 
Obstetrics/Gynecology,  Orthopedic  Surgery,  Otolaryngology, 
Pediatrics,  Psychiatry  and  Urology  available  nationwide  Urban, 
suburban  and  rural  areas.  Income  guarantee  or  salaried.  For  additional 
inlormation  please  call  (888)  71 1 -0505  or  confidentlallv  fax  CV  with  cri- 
teria to  (888)  717-0505. 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560/  Houston  281-493-2797 

Or  send  CV  to.  Reuben 

PO  Box  423 14  T,  , ■ 

Houston,  TX  77242-2314  rO-n.sJ_e.in. 
FAX  281  -493-2234  & Associates 
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;0ther  Opportunities 


IIUTERVENTIOiyAL  CARDIOLOGIST 
EIMDOCRIIVIOLOGIST 
UROLOGIST 
OIUCOLOGIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
INTERVENTIONAL  CARDIOLOGIST,  ENDOCRINOLOGIST,  UROLOGIST,  and  ONCOLOGIST  to  join 
established  practices.  These  positions  will  require  energetic  individuals  willing  to  provide  health  care  ser- 
vices in  an  active  group  setting.  Competitive,  guaranteed  salary  with  bonus  productivity  plan. 

Shareholder  status  available  in  12-18  months.  Malpractice  insurance,  health 
insurance  and  professional  dues  included  in  benefit  plan.  Relocation  and 
interview  expenses  paid.  This  semi-tropical  location  offers  an  economically 
solid,  safe  community  with  excellent  schools  and  a variety  of  cultural  and 
outdoor  recreational  opportunities. 

Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 

Fax  (956)  423-0345  VALLEY  DIAGNOSTIC  CLINIC 


We  have  physicians  looking  for  practice  opportuni* 
ties  in  the  Texas  area.  Please  call  or  fax  CV  to  Medical 
Advisory  Group  Inc.  Call  (281)  328-4207  or  fax 
(281)  328-4207*51.  Address  6942  FM  1960  E-150 
Humble.  TX  77346. 


^ — 

Healthcare  Recruitment  Specialists 

Immediate  positions  available  for; 

• Family  Practice  • Internal  Medicine  • OB/GYN 

• Hematology/Oncoiogy  • Endocrinology  • Pediatric 

• Dermatology  • Invasive  Cardiology  Pulmonology 

Positions  offer  a variety  of  practice  options,  excellent 
compensation  packages,  and  attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 
PO  Box  682184  • Houston.  Texas  77268 
Phone  281-440-0636  • Fax  281-587-1 147 
Toll  Free  888-638-3106 
Visit  www.gcjohnston.com 

Refill Time  In Months M.O 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

West  Texas — Medical  practice  for  sale.  (915)  533-7408. 

Senior  solo  General  Surgeon  in  Houston  (emphasis 
breast  surgery)  wishes  to  sell  practice  totally  or,  in  part  (to 
partner).  Fax  replies  to  (713)  932-8176. 

PLANO, TX  — internal  medicine.  30  min  to  The  Uni- 
versity ofTexas  Southwestern  Medical  Center  at  Dallas. 
Solo  practice  physician  retiring.  Condo  suite  1,100  sq  ft. 
One  can  purchase  or  rent.  Call  evenings  (972)  733-0550. 

Stand  alone  clinic  for  sale  in  Plano.TX.  10,000  files 
plus  18  years  of  same  site  walk-in  patients.  Step  into  a 
practice  for  a reasonable  price.  Call  broker  Paul  Bell, 
Ph.D.,  (972)  931-1497. 

FOR  SALE  — Due  to  illness.  Large  well-established 
General  Orthopedics  practice  in  Fort  Worth.  Transferrable 
contracts  with  virtually  all  HMOs/Managed  Care.  Fully- 
equipped  office  near  major  medical  center.  Excellent 
opportunities  to  expand  practice.  Call  (817)  336-7861. 


Office  Space 

MEDICAL  BUILDINGS 

WILL  RENOVATE  OR  BUILD  NEW 
CALL  (281)  558-9697 
CENTERS  OF  TEXAS 

(a  subsidiary  of  Appaloosa  Land  Company) 


Property  For  Sale 


LAKE  TRAVIS  WATERFRONT 


11.4  acres  in  Volente  on  a secluded  cove, 
waterfront  and  lakeviews.  Priced  at  $395,000 
with  100%  financing.  Call  Steven  Adams, 
Owner/ Agent,  at  250-9370. 


SCENIC  OZARK  BEAUTY  ON 
WHITE  RIVER  IN  ARKANSAS 

1,100  acres  of  pasture,  timberland,  and  row  crop  land 
with  a mile  of  frontage  on  the  scenic  White  River.  This  ranch 
is  located  where  the  White  River  leaves  the  Ozarks  and 
enters  the  Delta  Its  rodw  bluti  overlooking  the  river  is  the 
last  rock  seen  on  White  River  as  it  flows  to  the  Mississippi. 
It  has  easy  access  as  Arkansas  Hwy.  14  crosses  a comer 
of  the  farm  affording  a spectacular  view  of  the  450+  acres 
of  improved  pasture  and  the  timber  clad  hill  that  borders  the 
river.  Ranch  is  midway  between  Newport,  15  miles  east  with 
U.S.  Hwy.  67,  and  Batesville,  1 0 miles  west  with  U.S.  Hwy. 
167  and  Batesviile  Airport  with  SDF,  NDB,  and  GpS  RNAv 
instrument  equipment. 

It  is  a perfeci  showplace  lor  fine  cattle  or  horses,  and  it 
offers  hunting  for  deer,  turkey,  quail,  and  fishing  in  White 
River.  The  price,  $965,000.00.  Call  Ennis  Flealty,  87CP793- 
6891.  You  won’t  be  disappointed  if  you  come  and  look. 


BUSINESS  AND  FINANCIAL  SERVICES 


HMOs  Have  a Duty  to  Process  your 
Claims  Within  45  Days  — Need  Help? 


ROBERT  V.  WEST,  M.D. 

Attorney  at  Law 

6217  Broadway  • San  Antonio,  Texas  78209 
(210)  822-11)5  — Telephone  . (210)  824-0182  — Facsimile 
DrWest4218@aol.iom  — e-mail 


Financing,  practice  acquisitions,  starts,  partnerships, 
refinance.  NO  FEES  UNTIL  CLOSING.  Toll-free 
(800)  484-9557,  ext,  4029,  Mr.  Scott. 
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Classified  Directory 


BUSINESS  AND  FINANCIAL  SERVICES 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of  accu- 
rate transcription  by  experienced,  well-trained 
personnel.  For  more  information  call  toll-free 
1-888-799-1399. 


LEGAL  SERVICES 

Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  {a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads. 

Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9i/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send  copy 
to  Melissa  McAdoo.  Advertising  Manager,  Texas  Medicine, 
401  West  15th,  Austin,  Texas  78701. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service  14 

American  Physicians’  Insurance 6 

Arizona  Medical  Association  20 

Autoflex  Leasing Inside  Front  Cover 

Century  American  Insurance S 

Comp  Health  6 

Cunningham  Group,  The 36 

Doctors  Resource  Service  16 

Freeman  & Cockerell  10 

Frontier  Insurance 24 

Health  Channel 16 

Homes  of  Thomas  Court  10 

Interim  Physicians 87 

MDS  Technologies  7 

Methodist  Hospitals  of  Dallas 86 

ProxyMed  II 

St.  Luke’s  Episcopal  Hospital II 

Scott  & White Back  Cover 

Southwestern  Surgical  Congress  28 

Staff  Care  87 

Staff  Relief 88 

Texas  Medical  Association 

Classified  Advertising 21 

Committee  on  Physician  Heath 

and  Rehabilitation 8 

Foundation 1 7,  28 

Library 14 

Physician  Heath  and  Rehabilitation 

Assistance  Fund 37 

Physician  Oncology  Education  Program  37 

Starting  a Medical  Practice 20 

Texas  Physician  Services  Organization  . .38 

TexMed  ’98  29 

Web  site 15 

Winter  Leadership  Conference 22 

Texas  Medical  Association 

Insurance  Trust  I 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

Texas  Pediatric  Society 17 

Texas  Society  of  Internal  Medicine  19 

U.S.  Army 19 

University  ofTexas  at  Dallas  School 

of  Management  15 

UT  Southwestern  91 

Valley  Diagnostic  Clinic  89 

Wood/ Men  na  21 


HEALTH 

CARE 
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Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
be  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Texas  Medicine 


Educational  Opportunities 


ULTRASOUND  EDUGATION 


Radiology  (Abdominal) 

March  12-14 
October  1-3 

OB/Gyn 

March  26-28 
August  13-15 
October  15-17 

Family  Practice 

March  6-8 

July  9-11 

Nov.  19-21 

Emergency  Medicine 

Jan.  8-10 

April  16-18 

July  23-25 
September  10-12 
Dec.  3-5 

Advanced  Emergency 

Feb.  27-28 

Medicine 

June  5-6 

Nov.  6-7 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (800)  239-1361 
for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approv'ed  for  AMA  Categor}'  1 credit 


WWW. AHEConline.com 


PAN  AMERICAN  ALLERGY  SOCIETY 

42nd  Annual  Training  Course  & Seminar 
“Recognizing  Allergic  Disease  in  Your  Society" 
March  4-8,  1998 

Plaza  San  Antonio  Hotel,  San  Antonio,  TX 
Program  Director:  Edwin  L.  Boyd,  MD 
Basic  course  in  quantitative  skin  testing  techniques 
designed  with  the  primary  care  physician  and  allied 
health  care  professionals  in  mind.  Offering  32 
hours  of  CME.  Inquiries:  Ann  Brey,  Ex.  Secretary, 
P.O.  Box  947,  Fredericksburg,  TX  78624.  (830)  997- 
9853  FAX:  (830)  997-8625. 


The  Colloquia  on  Orthopedic  Rehabilitation 
and  Sports  Medicine,  April  17-18,  1998, 
Houston,  TX.  CME  credit  is  being  requested 
from  appropriate  medical  specialty  organiza- 
tions. Sponsored  by  the  Joe  W.  King 
Orthopedic  Institute.  Contact  Karen  Syzdek, 
(713)  794-3455  or  jwkks@fondren.com. 


Clinical  Cardiology  Management  and  Diagnostic 
Dilemmas.  April  29  - May  1,  1998;  Santa  Fe,  New 
Mexico.  Sponsored  by  American  College  of  Cardiology. 
Program  Director:  John  D.  Rutherford,  MB,  ChB, 

FACC.  16  Category  1 credit  hours.  For  information,  call 
(800)  253-4636,  ext.  695;  fax  (301)  897-9745. 

To  find  CME  opportunities  in  Texas,  go  to 

<http://www.texmed.org/>  and  click  on  Education/CME. 
Then  select  Continuing  Medical  Education  or  call  (800) 
880-1300.  ext.  1552.  or  (512)  370-1552. 

APRIL  IN  MEXICO,  I he  Texas  Urological  Society  will 
meet  April  29  - May  3 at  the  Marriott  Casamagna  Hotel  in 
Puerto  Vallarta.  Non-members  welcome;  CME  credit 
available.  Contact  Tricia  Hall  at  (512)  370-1510  for 
details. 


Texas  Neurological  Sodet/s 
1st  Annual  Winter  CME 
Conference 

February  27  & 28, 1998  in  Austin, 
Texas.  Topics  will  include  pain 
management,  spasticity,  Parkinson's 
disease,  epilepsy,  and  more. 
Contact  Rachael  Reed  for  more 
information  at:  Texas  Neurological 
Society  (800)  880-1300,  ext  1532. 
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Question 


Would  you  ever  consider  blasting  off  into  space? 
Why  or  why  not? 


I can’t  imagine  any  greater  thrill  than  being 
■ able  to  see  the  Earth  from  space  or  any  greater 
relief  than  being  back  on  solid  ground  again.  It  would  truly 
be  the  experience  of  a lifetime.” 


Barbara  J.  Gainer,  MD,  59 

diagnostic  radiology,  El  Paso 


lot!  My  logic  would  be  the  same  if  you  asked  me 
I about  skydiving.  Why  jump  out  of  a safe  air- 
plane? Why  leave  the  safe  environment  of  our  home  area? 
rhis  is  a factor  of  one’s  age  or,  more  specifically,  my  age.  I 
find  with  time,  the  more  I’m  focused  on  security,  safety, 
health,  etc.  There  are  bold  space  travelers  and  old  space 
travelers,  but  not  a lot  of  old,  bold  space  travelers!” 


Joseph  M.  Glicksman,  MD,  61 

dermatology,  Corsicana 


^ ^ I already  have.  Learning  to  ski  several  years  ago  pro- 


vided me  numerous  opportunities  to  blast  off  into 


space. 


William  B.  Riley,  Jr,  MD,  56^ 

plastic  surgery.  Sugar  Land 


^ ^'^Q^es.  Ever  since  I was  old  enough  to  realize  that  my 
I father  worked  at  NASA,  I have  wanted  to  fly  a 
rocket.  Who  wouldn’t  want  to  see  what  the  aliens  see  of  us?” 


C.  Mark  Chassay,  MD,  32 

family  practice,  Austin 


Back  Talk  is  a nonscietitific  sampling  of  Texas'  physicians  opinions  on  a topic  of  interest.  Physicians 
are  polled  by  telephone,  fax,  or  e-mail,  ^e  ivelcome  suggestions  for  fiiture  topics.  Send  them  to 
Texas  Medicine.  Back  Talk,  401  W 15th  St.  Austin,  TX  78701;  fax  theyn  to  (512)  370-1632; 
or  e-rnatl  them  to  amy_lykke@texmed.org. 


^ ^ I consider  this  on  a daily  basis  when  dealing  with 


the  nightmare  that  paperwork  has  become  in  sim- 
ply trying  to  practice  medicine.” 


Barton  J.  Romanek,  MD,  47 

family  practice,  Lockhart 


‘♦I 

the  experience.” 


would  love  to  blast  off  into  space,  but  since  I’ve 
had  bypass  surgery,  I would  probably  not  survive 


Cary  M.  Barnes,  MD,  59 

dermatology,  El  Paso 


o go  where  no  man  has  gone  before.  My  early  sci- 

H e 


ence  fiction  dreams  are  now  reality.  Yes,  give  me 
worlds  lost  in  distant  space;  tell  me  search  for  ‘others’  — 
friend  or  foe.  Let  me  kiss  my  wife  farewell,  for  the  count- 
down begins.” 


JoelT.  Appleton,  MD,  61 

allergy,  Abiletie 


^^'^^es.  I originally  wanted  to  be  an  MD  astronaut 
B when  I applied  to  medical  school.  I think  an  in- 
tense effort  in  medical  research  will  be  necessary  to  find  way; 
to  treat  the  medical  problems  caused  by  weightlessness.” 


Marshall  E.  Hamilton,  MD,  55 

anatomical/clinical  pathology,  Texarkana 


^ ^ ^^^ossibly.  If  I were  to  be  of  use  in  such  a project,  1 


would  need  to  start  an  extensive  study  of  physics 
astronomy,  and  engineering  and  to  undergo  a long  course 
of  vestibular  desensitization.” 


Gregory  W.  Bartha,  MD,  52 

internal  medicine.  Midland 
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Listen  Tg>^Yb^R 


Leasing  has;been  fistening  to  physidan’steute  for  pvearLS 
years.  With  no  down  payment,  no  security  i^deposit,  tower 
monthly  payments,  next  day  home/office  deti#iy,  j5Fee 
rental  cars,  trade-ins,  GAPP  insurance  wxi 


Autoflex 


mg  :^the4;  exact  ? vehicle  that  ' you  want  : easy. 


^or 


Even  better,  you’re  literally  only  a quick  phone  call  away  fibm  | 
getting  that  new  car  delivered  to;‘yo^  dWr4  tomorro’;^ 
Sound  easy?  Sound  exciting?  Tltere’smcueL^J^' 

fflex;!^.?-' 

B«:ome  the  mdhcal  conumuhity’s  reddent  automoMe  / 

leasing.  Established  in  1982,  Autoflex  Leasings  is  recogri^d  # ; 
for  it’s  superior  service  record,  flexible  leasing 
and  tiemtaidous  volume  Isiying  powi 

lowiTljost 

and  more  money  for  your  tt^e^nF^^lj  ' 

While  a new  car  dealership  may  offer  only  one  or  two  Idise 
programs.  Autoflex  Leasing  offers  you  more  thant  fifty.? 
Besides  searching  every  lease  program  avmlable  in  ouaiMab^  t 
nationwide,  we  also  have  ? 

We  compare  every  fat^M^^  auto 
lease  and  combmelt  with  our  buying  power  to  offer  you  the! 
lowest  leasing  rates  available.  Who  do  you  think  can  buy  a? 
new  vehicle  fm  kss...  the  individual  who  buys  a new  c^ 
every  few  years,  or  Autofl^Leasing  who  |buys  thousands  of  a 
cars  every  yearly 

sgto-be^ 

their  leasing  agent  for  Hfe.  For  mote  inforihitibn^sit  m j 


Superior 

Service 


Free 

DELIVERY 


LOWER 

Monthly 

Payments 


’ 1 

10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 


1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 


f-  .. 


Endorsed  by  medical' iissqckttjons  nationwide.  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasim 


^ You  now  have  choices!  * 

3 TMA-endorsed  Life  Insurance  Plans  are  now  available: 


★ Benefits  are  available  from  $500, 000 
to  $10,000,000 

★ Members  and  spouses  under  age  100 
may  apply 

★ Benefits  do  not  reduce  because  of  age 


Guaranteed  Level  Premium 
Term  Life 


★ Benefits  are  available  beginning 
at  $100,000 

★ Premiums  are  guaranteed  to  remain 
the  same  — regardless  of  age  — for 
10,  15  or  20  years  (your  choice) 

★ Members  and  spouses  under  age  70 
may  apply 

★ Benefits  do  not  reduce  because  of  age 


All  of  the  following  changes. ..plus 
more.. .are  now  automatically  included 
in  our  existing  Term  Life  Plan  with  NO 
INCREASE  IN  PREMIUMS: 

★ New  coverage  maximums  are  now 
available  — up  to  $2,000,000  for 
members.. .up  to  $1,000,000  for 
spouses.. .up  to  $10,000  for  each  child 

★ An  inflation  protection  option  is 
now  available 

★ A preferred  rate  option  has  been  added 
for  members  at  age  50 

★ Two  new  beneficiary  services  have 
been  added 


For  more  information  call  TMAIT  today: 

1800  880-8181,  Dept.  2203 

Weekdays,  7:30  a.m.  to  5:30  p.m. 

Big  responsibilities. . . 

Big  decisions... 

Get  solid  financial  protection 
for  your  family  from  TMA. 


Endorsed  by 


gL 


1’exasMedic;il 

Associati(»i 


Administered  by 

TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 

Created  and  endorsed  by  the  Texas  Medical  Association 


^Underwritten  by  fhe  United  States  Life  Insurance  Company,  An  American  General  Corporation. 
^^Underwritten  by  All  American  Life  Insurance  Company,  An  American  General  Corporation. 

Underwritten  by  1'hc  Prudential  Insurance  Company  of  America,  One  Prudential  Plaza,  Newark,  NJ  07102. 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Fog  over  Golden  Gate  Brid^ 
San  Francisc 


If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor, 
Texas  Medicine,  Texas  Medical  Association,  401  W 15th  St,  Austin,  TX  78701. 
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COVER  STORY 


TexMed  ’ 98 

TMA’s  annual  meeting  will  never  be  the  same,  starting  with  a new  name, 
TexMed  ’98:  Educational  Showcase  & Expo.  When  physicians  come  to 
Austin  in  April,  they’ll  find  a new  format  featuring  improved  continuing 
medical  education  opportunities,  a wider  variety  of  exhibits,  and  activities 
for  the  entire  family. 

BY  JOHANNA  FRANKE 

32 


TexMed  ’98 

You’re  still  in  control 28 

There’s  an  old  saying  that  the  more  things  change,  the  more  they  stay  the 
same.  What’s  happening  in  medicine  today  with  managed  care  is  a reflec- 
tion of  events  in  18th  century  England. 

BY  TERI  MORAN 


TexMed  ’98 

Sense  of  grace 38 

By  all  accounts.  Beck  Weathers,  MD,  should  be  dead,  frozen  forever  on  the 
slopes  of  Mount  Everest.  That  he  survived  is  a miracle  that  changed  his  life. 

BY  LAURA  ALBRECHT 


TexMed  ’98 

The  gift  that  keeps  on  living 48 

Susan  Benner  hadn’t  seen  or  talked  to  her  former  high  school  classmate  Ben- 
nett Scott  in  more  than  30  years,  but  that  didn’t  stop  her  from  donating  a 
kidney  to  him  when  he  needed  it. 

BY  KEN  ORTOLON 
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Letters 


Ten  steps’  worth 
remembering 

■ HAVE  JUST  FINISHED  READING 
Dr  Phil  Berry’s  column  (“Ten  Steps 
to  Freedom,”  January  1998  Texas 
Medicine,  pp  9—10)  and  would  like 
[to  commend  him.  It  succinctly  states 
what  I have  been  trying  to  get  across 
to  my  colleagues  for  the  last  few  years. 
1 hope  that  more  ol  our  fellow  physi- 
cians will  take  heed  and  implement 
Ithe  10  steps. 

' I hear  so  many  physicians  com- 
jplaining  about  decreasing  reimburse- 
ment, disruption  ol  their  practices, 
managed  care  in  general,  etc.  They 
lhave  completely  lost  their  focus  and 
are  missing  the  forest  for  the  trees.  Dr 
Berry’s  column  should  help  to  refocus 
|them  and  implement  some  positive 
changes  in  our  profession.  Practicing 
Imedicine  is  a special  gift  and  privilege, 
and  one  should  never  lose  touch  with 
'the  basics  — the  physician-patient  re- 
lationship and  quality  care. 

' I plan  on  posting  the  “steps”  in  the 
[doctors’  lounge  for  those  who  may  not 
have  seen  them. 

iCharles  P.  Van  Duyne,  MD 

\f  5100  N O’Connor  Bbd,  Ste  301 
Irving,  TX  75039 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
Tm,  401  U>'  15th  St.  Austin.  TX  78701;  fax  (512)  370-1632: 
j e-mail  jean _p@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  preferably  less  than  fii>e. 

I Letters  are  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors,  and  are  subject  to  editing  and  abridgment. 
j Letters  represent  the  opinions  of  the  authors  and  do  not  necessar- 
: ily  reflect  the  policies  of  the  Texas  Medical  Association. 


Allergy  and 
immunology  pioneers 

■ SEND  THESE  COMMENTS  ON 
Specialty  Spotlight  in  the  December 
1 997  issue  of  Texas  Medicine  (p  2 1 ) 
featuring  allergy  and  immunology. 
Hans  Zinsser  (1878-1940)  may  have 
been  a great  bacteriologist  and  immu- 
nologist but  he  is  unknown  in  allergy. 
Excerpts  from  Classics  in  Allergy 
(Samter  M,  ed.  Columbus,  Ohio:  Ross 
Laboratories;  1969)  mention  Edward 
Jenner,  the  official  discoverer  of  small- 
pox vaccination,  but  above  all,  show- 
case 54  other  persons  who  contributed 
significant  advances  to  the  field  of  al- 
lergy. Among  them  are  John  Bostock 
(1819)  and  Morrill  Wyman  (1872) 
(early  description  of  “hay  fever”); 
Charles  Blackley  (1873,  first  to  test  and 
treat  “hay  fever”  with  pollen  extract); 
Charles  Richer  and  Paul  Portier  (1902, 
anaphylaxis);  Clemens  Von  Pirquet 
(1906,  coined  the  word  “allergy”);  Sir 
Henry  Dale  (1911,  action  of  hista- 
mine); Carl  Prausnitz  and  Heinz  Kust- 
ner  (1921,  passive  transfer  of  reagin,  so 
called  P-K  reaction);  and  Kimishige 
and  Teruko  Ishizaka  (1967,  gamma  E- 
antibody,  carrier  of  reaginic  activity). 

As  one  can  see  from  the  dates  above, 
progress  in  allergy  and  immunology 
was  not  limited  to  1918-1940. 

Claude  Larose,  MD 

22999  Highway  59.  Ste  290 
Kingwood,  TX  77339 


Hopwood  weeds  out 
the  unqualified 

IN  “Who’s  Qualified?”  (Jan- 
uary  1998  Texas  Medicine,  pp  50- 
53),  Dr  Martin  Basaldua  expresses 
alarm  about  a “brain  drain  of  our 
smartest  students  to  other  states.”  Let 
me  ease  his  concern:  Hopwood’s  effect 
has  been  a decrease  in  applications  from 
the  academically  unqualified.  These 
students  (minority  and  otherwise)  then 
seek  spots  elsewhere.  This  is  bad? 

Dr  Donald  Gordon  frets,  “We’re  not 
giving  the  children  of  our  less  advan- 
taged populations  the  chance  to  believe 
they  succeed  ...”  He  asks  too  much. 
I’ve  taught  future  doctors,  encouraged 
them,  and  funded  them,  but  I never 
imagined  myself  capable  of  giving  any- 
one a chance  at  believing  anything.  It’s 
a task  Ed  be  tinable  to  recognize. 

Randolph  C.  Seybold,  MD 

1301  Wonder  World  Dr 
Sa>i  Marcos,  TX  78666 

CRNA  training 
is  extensive 


The  January  1 998  Texas 
Medicine  (p  48)  stated,  “Texas 
Court  Says  CRNAs  Cannot  Prac- 
tice Medicine.”  Three  cheers  for 
your  title!  CRNAs  do  not  practice 
medicine;  they  practice  professional 
nursing  as  regulated  by  the  Board  of 
Nurse  Examiners  for  the  State  of 
Texas.  I suggest  you  read  Texas  Attor- 
ney General  Opinion  DM443. 

Ms  LaCroix  suffered  complications 
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In+erac+ive  fun  and  learning 
for  agef  Z-13! 

Available  (Dl’f  fo  clioore  from; 
Jerame  Jfreef 
Richard  Jcarry’f  Bury  Town 
Beaufy  and  fhe  Bearf 
Girl’f  Club 
and  Many  More! 


★ All  NONVIOLENT! 


Perfecf  for; 

Docforr'  officer  Bowling  cenferr 

Chopping  Mallr  Grocery  rforer 

Rerfauranfr  FEC’r 

Car  dealerrhipr 

or  any  ofher  location  that  wanfr  fo 
entertain  children! 


Take  a look  at  our  website:  www.championltd.com 
Call  (800)  826-7856  or  (817)  284-3499  or  e-mail  us  at  champltd@flash.net 
Champion  Mfg,  • 7100  Burns  St.  • Richland  Hills,  TX  761 1 8 


To  protect  your  reputation,  we  take  every  claim  seriously. 


Even  the  most  absurd  claims  can  be 
damaging  if  they’re  not  handled  properly.  Which  is 
why  the  full  weight  of  our  more  than  60  years  of 
experience  in  medical  liability  insurance  is  brought 
to  bear  on  each  and  every  claim,  no  matter  how 
frivolous  that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the  way  to 
the  United  States  Supreme  Court,  at  no  additional 
cost  to  policyholders.  Because  you  can’t  put  a 
bandage  on  a damaged  reputation. 


fleSllbul 

Medical  Services 

www.stpaul.com  St.  Paul  Fire  and  Marine  Insurance  Company 


of  an  anapliylactic  reaction  to  epidural 
chloroprocaine  (Nesacaine).  Anapliy- 
lactic  reactions  in  patients  with  no 
previous  history  of  such  occurrences 
are  not  specific  to  any  one  provider 
type,  nurse,  or  physician.  Yes,  Vir- 
ginia, in  Texas  CRNAs  are  not  re- 
quired to  be  supervised  or  directed  by 
physicians.  Hospitals  may  liable  them- 
selves and  their  medical  staffs  by  re- 
quiring such  supervision,  as  in  this 
case,  but  it  is  not  required. 

The  Texas  Supreme  Court  has 
agreed  to  hear  the  case.  It  is  interesting 
that  the  appeals  court  took  an  anes- 
thesiologist’s opinion  testimony  as  if  it 
were  law.  It  is  opinion,  not  law. 

As  a correction,  a CRNA  must 
now  have  a bachelor’s  degree,  be  a reg- 
istered nurse,  and  have  at  least  1 year 
(most  have  3)  of  experience  in  a criti- 
cal care  area  — sounds  like  an  intern- 
ship or  first-year  residency  to  me. 
Then,  24-36  months  of  additional  ed- 
ucation and  training  — sounds  like 
resident  training  to  me! 

Eddie  R.  Dunlap,  CRNA,  MS 

Rio  Grande  Anesthesia 
10470  Vista  Del  Sol,  Ste  103 
El  Paso,  TX  79925 
Rio  GA  @aoL  com 
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Thanks  To 
You 


Texas  Medical  Foundation 
wishes  to  thank  the  physicians’ 
groups  and  health-care  providers 
that  participate  in  quality 
improvement  projects  and 
community-based  projects. 


Your  diligence  and  enthusiasm  have 
brought  success  to  our  collaboration. 

Physician  and  provider  involvement  has 
been  and  will  continue  to  be  the  driving 
force  behind  health-care  quality 
improvement  in  Texas. 


Texas  Medical 
Foundation 


J^rofessionel  J^otection  Exclusively  since  18Q9 

To  reach  your  local  office,  call  800-344-1899. 


Newsmakers 


Charles  L.  Bowden,  MD,  was  named 
chair  of  the  department  of  psychiatry 
at  The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio. 

San  Antonio  oncologist  Thomas  D. 
Fisher,  MD,  was  elected  as  a board  mem- 
ber of  the  American  Cancer  Society. 

Dallas  internist  William  A.  Godfrey,  Jr, 

MD,  received  the  Texas  Laureate  Award 
from  the  Texas  Academy  Chapter  of  the 
American  College  ol  Physicians. 

S.  Donald  Greenberg,  MD,  Houston, 
received  the  1998  George  T.  Caldwell, 
MD  Distinguished  Service  Award 
from  the  Texas  Society  of  Pathologists. 

Lubbock  urologist  Robert  G.  Hendon, 
Jr,  MD,  received  the  1997  Award  of  Hip- 
pocrates from  the  Lubbock-Crosby- 
Garza  County  Medical  Society. 

William  J.  Meek,  MD,  was  named  vice 
chair  of  the  department  of  psychiatry 
at  Scott  & White  Memorial  Hospital 
in  Temple. 

Waco  family  practitioner  Terry  Lee 
Mills,  MD,  was  elected  to  serve  as  resi- 
dent delegate  to  the  American  Acad- 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from,  a 
national  or  state  organization:  or,  space  permitting,  recognition 
at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
Medicine,  401  W I5th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail johanna_f@texmed.org. 


Charles  L.  Bowden,  MD  William  J.  Meek,  MD 


emy  of  Family  Physicians  Congress  of 
Delegates. 

Carlos  R.  Miranda,  MD,  El  Paso,  was 
named  president  of  the  South  Texas 
Chapter  of  the  American  College  of 
Surgeons. 

San  Antonio  orthopaedic  surgeon  Al- 
bert Sanders,  MD,  received  the  Walter 
P.  Blount  Service  Award  from  the  Sco- 
liosis Research  Society. 

Barry  S.  Smith,  MD,  Dallas,  was  named 
president  of  the  American  Academy  of 
Physical  Medicine  and  Rehabilitation. 

Fort  Worth  internist  Timothy  W. 
Stevens,  MD,  was  named  medical  di- 
rector for  ambulatory  services  at  the 
John  Peter  Smith  Health  Network. 

Pediatrician  Giro  V.  Sumaya,  MD, 

MPHTM,  was  named  dean  of  the  new 
Texas  A&M  University  Health  Sci- 
ence Center  School  of  Rural  Public 
Health  in  Temple.  Dr  Sumaya  was 
also  appointed  to  the  John  L.  and 
Maurine  Cox  Chair  at  the  health  sci- 
ence center. 


Carlos  R.  Miranda,  MD  Barry  S.  Smith,  MD 


Timothy  W.  Stevens,  Giro  V.  Sumaya, 

MD  MD,  MPHTM 


Deaths 


Javier  Arena,  MD,  59;  Fort  Worth; 
Marquette  University  School  of  Med- 
icine in  Milwaukee,  Wis,  1964;  died 
January  2,  1998. 

David  Myer  Bornstein,  MD,  84;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1943;  died  January  13,  1998. 

Marvin  Houston  Cheshire,  MD,  76; 

Victoria;  University  ol  Tennessee, 
Memphis,  College  of  Medicine,  1951; 
died  November  29,  1997. 

Dwight  Owen  Coons,  MD,  72;  Dallas; 
University  of  Toronto  Faculty  of  Med- 
icine, 1948;  died  December  24,  1997. 
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Malpractice 

Insurance 

Alternatives! 

Cunningham 

Group 

"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  • Surgery  Centers  e IPA's  e PHO's  e MSO's  • 
e Multi-Specialty  Practices  • 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fax:  210.561.2859 

Office  Locations: 
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Pittsburgh,  Pennsylvania  • San  Diego,  California 


Jose  Angel  Diaz,  MD,  66;  San  Antonio; 
University  of  Nuevo  Leon,  Monterrey, 
Mexico,  1965;  died  January  8,  1998. 

Harold  Lawrence  Dobson,  MD,  76; 

Houston;  Baylor  College  of  Medicine, 
1946;  died  December  14,  1997. 

Sterling  Harper  Fly,Jr,  MD,  72;  Uvalde; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1950;  died  De- 
cember 21,  1997. 

Jeremy  W.  Greene,  MD,  56;  San  Anto- 
nio; University  of  North  Carolina  at 
Chapel  Hill  School  of  Medicine, 
1967;  died  November  19,  1997. 

Ronald  Bennett  Hilyer,  MD,  54;  Hous- 
ton; University  of  Alabama  School  of 
Medicine,  1969;  died  January  11,  1998. 

Joshua  Clarence  Hines,  MD,  96;  Spring; 
Baylor  College  of  Medicine-Dallas, 
1927;  died  January  1,  1998. 

Lester  Arlander  Hodges,  MD,  81;  Sul- 
phur Springs;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1952;  died  January  6,  1998. 

Carter  Holcomb,  MD,  77;  Wellington; 
Tulane  University  School  of  Medi- 
cine, 1952;  died  January  8,  1998. 

Robert  Franklin  Hyde,  MD,  77;  Orien- 
tal, NC;  The  University  ofTexas  Med- 
ical Branch  at  Galveston,  1944;  died 
January  9,  1998. 

Edward  Harold  Jones,  MD,  79;  Beau- 
mont; Baylor  College  of  Medicine, 
1949;  died  December  19,  1997. 

Paul  C.  MacDonald,  MD,  67;  Dallas; 
The  University  ofTexas  Southwestern 
Medical  School  at  Dallas,  1955;  died 
November  24,  1997. 

Wesley  Frank  McKinley,  Jr,  MD,  80; 

Marlin;  The  University  ofTexas  Med- 
ical Branch  at  Galveston,  1940;  died 
December  30,  1997. 
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Joseph  Kay  Moon,  MD,  63;  lomhall; 
riie  University  of  Texas  Medical 
j Branch  at  Galveston,  1967;  died  Oe- 
i cemher  23,  1 997. 

Clarence  Cody  Ray,  MD,  79;  Dallas; 
University  of  Oklahoma  College  of 
Medicine,  1950;  died  January  8, 
1998. 

Charles  Harmon  Riddle,  MD,  77;  Fort 
Worth;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1950;  died 
November  14,  1997. 

David  Robert  Sacks,  MD,  92;  San  An- 
tonio; Tulane  University  School  of 
Medicine,  1928;  died  January  9,  1998. 

Bernis  Lee  Sargent,  MD,  72;  Fiigh- 
lands  Ranch,  Colo;  Baylor  College  of 
Medicine,  1955;  died  November  21, 
1997. 

John  Henry  Shroff,  MD,  45;  Hope,  Ark; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1986;  died 
January  4,  1998. 

Don  John  Smith,  MD,  63;  Lufkin;  The 
University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1960;  died 
December  20,  1997. 

Jean  Wiley  Spears,  MD,  76;  Houston; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1951;  died  Jan- 
uary 12,  1998. 

Maurice  Alexander  Strickland,  MD,  87; 
Houston;  Emory  University  School  of 
Medicine,  1948;  died  January  6,  1998. 

Earl  Leroy  Yeakel,  Jr,  MD,  79;  Austin; 
University  of  Oklahoma  College  of 
1 Medicine,  1943;  died  December  6, 
1997. 
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TMA  FOUNDATION 
FIFTH  ANNUAL  BENEFIT 


April  24,  1998 

During  TexMed  ’98 

Four  Seasons  Hotel  Austin 

Dinner,  Dancing,  Silent  Auction! 

Casino,  Fortune  Tellers, 
Magicians,  & More! 

Don’t  miss  the  magic! 

Call  (800)  880- 1 300,  ext.  1466 
for  ticket  information. 
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AND  TINSLEY,  P.L.L.C. 

• Certified  Public  Accountants  • 

& Management  Consultants 

to  keep  healthcare  professionals  independent. 


Practice  Management 
Strategic  Planning 
Managed  Care  Negotiations 
Integrated  Delivery  Systems 
Practice  Monitoring 
Financial/Estate  Planning 


Practice  Valuation 
Managed  Care  Contracting 
Cost  Accounting 
Mergers/Acquisitions 
Procedural  Analysis 
Tax/Audit/Bookkeeping 


Endorsed  by  the  AMA  Doctor’s  Advisory  Network 
and  the  Texas  Medical  Association 


3200  Southwest  Freeway,  Suite  3000 
Houston, Texas  77027 
Tel.  713.993.0847  Fax.  713.960.8223 
www.omtcpa.com 
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Credit  line  up  to 

*100,000 


Texas  Medical  Association  MBNA® 
Platinum  Plui^  MasterCard®  credit  card. 

► No  Annual  Fee 

V 5.9%  Fixed  Introductory  Annual  Percentage  Rate 
(APR)  for  cash  advance  checks  and  balance  transfers'*" 

► Priority  Customer  service — 24  hours  a day 

> Credit  line  increase  decisions  in  1 5 minutes  or  less 

y $1  million  Common  Carrier  Travel  Accident 
Insurance* 

> Free  Year-End  Summary  of  Charges 

> Platinum  Plus  Registry — card  and  document  registry, 
emergency  cash  and  airline  tickets,  and  more 

► Exclusive  Platinum  Plus  fraud  and  privacy  protection 

y Eree  express  delivery  for  card  replacement 

y Supplemental  lost  checked  luggage  protection — 
up  to  $3,000 


Complete  and  return  the  form  below  or  Call  1-800-523-7666 


Please  mention  priority  code  GZ77  when  calling. 

Please  return  form  to:  MBNA®  Platinum  Plns'^^  New  Account  Acceptance  Center,  P.O.  Box  15464,  Wilmington,  DE  19850-5464. 


Prim  your  name  as  you  would  like  it  to  appear  on  card.  Please  print  clearly  in  bLick  or  blue  ink. 

Social 

Name Security# 


Address  City 

Monthly  housing  payments  $ Are  you:  CH  Homeowner 


Home  phone  { ). 


Business  phone  ( ). 


Employer Position 

Please  send  an  additional  card  at  no  extra  cost  for: 

Relationship: 


Birth 

date 

Stale 


d Renter 


Years 

there 


Mother's 
maiden  name 

GZ77 

JM-643 

ZIP 

(for  .security  purposes) 

Y7 

1 1 Other 

Your 

annual  salary  $ 

9 

Other 

income^  +$ 

5 

Source  of  other 

Total  household 

income^ 

income  $ 

9 

tAlimony,  child  support,  or  separate  maintenance 
income  need  not  be  revealed  if  you  do  not  wish  it 
considered  as  a basis  for  repayment. 


X 


Dale 


MY  SIGNATURE  MEANS  THAT  I AGREE  TO  I’HE  CONDITIONS  APPEARING  ON  FHIS  FORM. 


Please  complete  only  if  )’ou  have  moved  or  changed  employers  in  the  last  three  years. 
Previous 

Address City' Slate ZIP_ 

Previous  school  Years 

or  employer there  _ 


Annual  fee 

None. 

l^Annual  Percentage  Rate  (APR) 

14.99%  fixed  for  purchases. 

Grace  period  for  repayment 
of  balance  for  purchases 

At  least  25  days,  if  each  month,  we  receive  payment  in  full  of 
your  New  Balance  Total  by  the  Payment  Due  Date. 

Method  of  computing  the 
balance  for  purchases 

Average  Daily  Balance  (including  new  transactions). 

Transaction  fees  for  cash 
advances  and  fees  for 
paying  late  or  exceeding 
the  credit  limit 

Transaction  fee  for  Bank  and  ATM  cash  advances:  2%  of  each 
cash  advance  (minimum  $2).  Transaction  fee  for  credit  card 
cash  advance  checks:  1%  of  each  cash  advance  (minimum  $2, 
maximum  $10).  Late-payment  fee;  $25.  Over-the-credit- 
limit  fee:  $25. 

Transaction  fee  for  purchases 

Transaction  fee  for  the  purchase  of  wire  transfers,  money 
orders,  bets,  lottery  tickets,  and  casino  gaming  chips;  2%  of 
each  such  purchase  (minimum  $2). 

The  information  in  this  application  is  accurate  as  of  1/98.  The  information  may  have  changed 
after  that  date.  For  more  current  information,  please  call  MBNA  at  1-800-523-7666.  TTY  users, 
please  call  1-800-833-6262. 

©1998  MBNA  America  Bank,  N.A.  ADG-NAAG-1/98  ADG-1-16-98  PLM.FPA 


t-MORE  APR  INFORMATION- 

The  current  promotional  Annual  Percentage  Rate  (APR)  offer  for  cash  advance 
checks  and  balance  transfers  made  with  either  account  is  5.9%  through  your  first 
five  statement  closing  dates,  commencing  the  month  after  your  account  is  opened. 
When  your  minimum  monthly  payment  is  not  received  by  the  close  of  the  first 
complete  billing  cycle  following  its  Payment  Due  Date,  or  when  the  promotional 
offer  expires,  whichever  occurs  first,  the  APR  that  will  be  applied  to  both  new  and 
outstanding  cash  advance  balances  (consisting  of  cash  advance  check  and  balance 
transfer  transactions)  will  be  14.99%.  MBNA  may  allocate  your  monthly  payments 
to  your  promotional  APR  balance(s)  before  your  nonpromotional  APR  balance(s). 

-CONDITIONS- 

I have  read  this  application  and  everything  I have  stated  in  it  is  true.  I authorize 
MBNA  America  Bank,  N.A.  (MBNA)  to  check  my  credit,  employment  history,  or  any 
other  information  and  to  report  to  others  such  information  and  credit  experience  with 
me.  I understand  that  the  acceptance  or  use  of  any  card  issued  will  be  subject  to  the 
terms  of  this  application  and  the  Credit  Card  Agreement  that  will  be  sent  with  the  card, 
and  f agree  to  be  responsible  for  all  charges  incurred  according  to  such  terms. 

Unless  I write  to  MBNA  at  PO  Box  15342,  Wilmington,  DE  19850, 1 agree  that  MBNA 
and  its  affiliates  may  share  information  about  me  or  my  account  for  marketing  and 
administrative  purposes.  I am  at  least  18  years  of  age.  I consent  to  and  authorize 
MBNA  and  its  affiliates  to  monitor  and/or  record  my  telephone  conversations  with 
any  of  their  representatives  to  better  ensure  quality  service.  I understand  that  if  this 
credit  card  application  is  approved  for  an  account  with  a credit  line  of  less  than 
$5,000, 1 will  receive  a Preferred  Card. 

*Certain  restrictions  apply  to  this  benefit  and  others  described  in  the  materials  sent 
soon  after  your  account  is  opened.  Preferred  Card  Customer  benefits  differ:  Year- 
End  Summary  of  (Charges  and  Purchase  Protection  are  not  available;  maximum 
Common  Carrier  Travel  Accident  Insurance  coverage  is  up  to  $300,000;  and  there  are 
additional  costs  for  Registry  benefits.  MBNA  America,  MBNA,  and  Platinum  Plus  are 
service  marks  of  MBNA  America  Bank,  N.A.  MasterCard  is  a federally  registered 
service  mark  of  MasterCard  International  Inc.,  used  pursuant  to  license. 

MBNA  America  Bank,  N.A.,  is  the  exclusive  issuer  and  administrator  of  the 
Platinum  Plus  credit  card  program. 


812000090678  ■ 


' Acid 

Controller. 


Pepcid  AC® 

Ranitidine  1 50  mg 
Prilosec®*  20  mg 


’Prilosec  (omeprazole)  is  A registered  trademark  of  Asfra  Merck. 

1 . Sources:  IRI.  November  1997:  Red  Book  Update,  November  1997; 
IMS  America.  September  1997. 


© Johnson  & Johnson  o MERCK  Consumer  Phanriaceuticals  Co,,  1998 
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Public  health  may 
benefit  from 
tobacco  settlement 


More  than  $1.2  billion  in  to- 
bacco profits  will  be  divvied 
up  this  year  among  several 
universities  and  public  health  pro- 
grams in  Texas  if  the  largest  court  set- 
tlement in  the  history  of  US  litigation 
is  allowed  to  stand.  The  tobacco  in- 
dustry agreed  this  January  to  pay  the 
state  $15.3  billion  over  the  next  25 
years,  ending  a lawsuit  Texas  Atty  Gen 
Dan  Morales  filed  almost  2 years  ago. 

Soon  after  Mr  Morales  announced 
the  settlement,  the  chairs  of  the  legisla- 
ture’s two  budget  committees  chal- 
lenged Mr  Morales’  authority  to 
appropriate  the  first  year’s  payment.  To 
avoid  a protracted  court  battle,  the 
parties  signed  an  agreement  in  Febru- 
ary that  sends  the  first  year’s  payment 
of  more  than  $1.2  billion  to  the  state’s 
general  revenue  fund.  The  agreement 
also  stipulates  where  the  legislature 
should  send  most  ol  the  money.  Under 
the  agreement,  seven  Texas  medical 
schools  would  each  receive  millions, 
and  $200  million  would  be  dedicated 
to  a tobacco  pilot  program  supporting 
several  antitobacco  initiatives. 

Complicating  matters  more,  a dis- 
pute over  attorneys’  fees  could  col- 


lapse the  whole  settlement,  according 
to  Mr  Morales.  Governor  George  W. 
Bush  filed  a challenge  in  federal  court 
in  February  over  more  than  $2.3  bil- 
lion in  fees  promised  to  the  state’s 
private  attorneys  in  a percentage-fee 
arrangement  made  when  the  tobacco 
lawsuit  was  filed.  Mr  Morales  has 
said  that  the  money  to  pay  the  attor- 
neys’ fees  would  not  come  from  the 
state’s  share  of  the  settlement. 

“Although  the  outcome  is  uncer- 
tain, this  settlement  could  give  us  an 
opportunity  to  fund  public  health  in 
Texas  in  a way  that  has  never  been 
possible,”  said  Nick  Curry,  MD,  chair 
of  Texas  Medical  Association’s  Coun- 
cil on  Public  Fiealth.  “It  could  go  a 
long  way  toward  ensuring  we  have  a 
state  of  healthy  children  and  a healthy 


work  force  that  will  make  us  the  most 
competitive  state  in  the  nation.” 

The  Children’s  Fiealth  Insurance 
Program,  established  to  provide  health 
insurance  to  low-income  children, 
should  receive  $151  million  this  year. 

TMA  leaders  urge  physicians  to 
monitor  the  issue  in  the  coming 
years.  “It  is  very  appropriate  for  the 
funds  to  be  dedicated  strictly  to 
health  issues  alone,”  Dr  Curry  said. 
“We  need  to  encourage  the  legisla- 
ture to  do  just  that.” 

The  tobacco  settlement  includes 
more  restrictions  on  the  industry’s 
marketing  practices,  such  as  elimi- 
nating all  billboard  advertising  in  the 
state.  Last  year,  the  Texas  Legislature 
passed  the  country’s  toughest  to- 
bacco-control laws  for  minors  after  a 
heated  legislative  battle  between  the 
tobacco  industry  and  a coalition  of 
health  organizations. 

TMA  has  not  only  led  legislative 
victories  in  Texas  for  tobacco  control, 
it  is  also  developing  programs  to  reach 
teens  with  an  antismoking  message 
and  to  teach  physicians  and  other 
health  care  providers  the  best  methods 
to  help  patients  quit  or  never  start. 
TMA’s  Physician  Oncology  Educa- 
tion Program  began  a unique  partner- 
ship with  Blue  Cross  Blue  Shield  to 
develop  youth-oriented  antitobacco 
programs.  One  of  their  goals  is  to  in- 
stitutionalize tobacco  counseling  with 
every  office  visit,  including  visits  to 
dentists.  Watch  TMA’s  Web  site  for  a 
new  tobacco  resource  area  with  news 
on  this  project  and  t\\t  Action  newslet- 
ter for  educational  seminars  scheduled 
near  you. 


Texas  Atty  Gen  Dan  Morales,  left, 
explains  the  settlement  of  the  state’s 
lawsuit  against  the  tobacco  industry 
while  David  Smith,  MD,  center,  and 
Charles  LeMaistre,  MD  right,  listen. 
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Family  of  medicine  grows 
closer  with  alliance  activities 


Enjoy  entertaining  and  ptovoca- 
tive  activities  dining  the  I’MA 
Alliance’s  80th  annual  conven- 
tion to  be  held  in  conjunction  with 
TexMed  ’98  this  April  in  Austin. 

lo  celebrate  the  hiniily  of  medi- 
cine, the  alliance  has  arranged  an 


evening  for  physicians 
and  their  families  at 
the  Lady  Bird  Johnson 
WildHower  Center  on 
Thursday,  April  23. 
Families  can  partici- 
pate in  guided  tours  of 
the  center,  a seated 
dinner,  a children’s  program,  and  a 
presentation  by  Reverend  Chuck 
Meyer,  vice  president  of  operations  at 
St  David’s  Hospital  in  Austin. 


TEXAS 

MEDICAL 

ASSOCIATION 

ALLIANCE 


Alliance  members  are  specilically 
requested  to  attend  lexMed  ’98  events, 
including  Alliance  President  Santly 
Cuirrie’s  report  to  the  I'MA  House  of 
Delegates  on  I hursday  morning  and 
riiursday  afternoon’s  general  session 
during  which  Dallas  pathologist  Beck 
Weathers,  MD,  will  discuss  his  re- 
newed focus  on  family  after  surviving  a 
disastrous  Mount  Everest  climb. 

A picnic-style  joint  installation 
luncheon  at  the  Austin  Convention 
Center  on  Friday  honors  incoming 
TMA  President  John  P.  Howe  III, 
MD,  San  Antonio,  and  incoming 
TMA  Alliance  President  Mary  Ann 
Homer,  Fort  Worth.  On  Saturday, 
TMA  and  alliance  members  can  en- 
joy a brunch  and  a tour  at  the  reno- 
vated State  Capitol. 

Sarah  Jane  English,  a food  critic 
and  wine  connoisseur  from  Austin, 


New  managing  editor  takes  reins  of  Texas  Medicine 

After  15  years  cranking  out  daily  copy  for  the  Wichita  Falls 
Record  News  and  the  Austin  American-Statesman,  Larry  BeSaw 
was  well  on  his  way  to  becoming  one  of  those  curmudgeonly 
old  newspaper  editors.  But  then  Austin’s  ABC-TV  affiliate  came  along 
and  offered  him  what  became  a 7-year  stint  as  the  station’s  assignments 
editor.  Then  came  6 years  as  public  information  of- 
ficer for  Austin’s  Brackenridge  Hospital. 

With  that  kind  of  background,  Mr  BeSaw  was  a 
logical  choice  in  early  1995  when  Texas  Medical  As- 
sociation went  looking  for  an  associate  editor  for 
Texas  Medicine  and  a new  editor  for  Action,  the 
TMA  newsletter. 

Now,  after  3 years  of  bringing  medical  economics,  medical  educa- 
tion, and  science  news  to  TMA  members,  Mr  BeSaw  has  been  pro- 
moted to  managing  editor  of  Texas  Medicine  and  director  of  the 
Physician  Publication  Department. 

“Our  members  deserve  a magazine  that  helps  them  deal  with  the 
challenges  they  face  every  day,”  Mr  BeSaw  said.  “I  want  Texas  Medicine 
to  be  their  primary  source  of  timely,  informative,  and  useful  stories  on 
issues  relating  to  the  practice  of  medicine  in  Texas,  and  what  TMA  is 
doing  to  help  them  continue  delivering  quality  care  to  their  patients.” 

In  his  spare  time,  the  former  news  hound  keeps  a close  eye  and  ear 
on  professional  sports,  especially  baseball,  and  specifically  the  Houston 
Astros.  An  avid  reader,  the  Gainesville,  Tex,  native  also  volunteers  his 
time  to  the  American  Cancer  Society. 


will  present  her  food  and  wine  semi 
nar  on  Friday  morning  at  the  Omni 
Hotel  in  downtown  Austin.  Alliance 
committee,  council,  and  board  meet- 
ings also  will  be  held  at  the  Omni 
April  22—25. 

For  more  inlormation  on  alliance 
events,  contact  Leslie  Fate  at  (800) 
880-1300,  ext  1328,  or  (512)  370- 
1328;  or  e-mail  her  at  leslie_t@ 
texmed.org. 


Don’t  have  a coronary! 

Cardiovascular  disease  (CVD) 
prevention  strategies  will 
take  center  stage  during  one 
of  the  scientific  symposia  offered  at 
TexMed  ’98.  The  program,  pro- 
duced by  the  TMA  Committee  on 
Cardiovascular  Diseases,  will  be  held 
Saturday,  April  25,  from  9 to  10  am, 
in  the  Colorado  Room  at  the  Austin 
Convention  Center. 

J.  Sanford  Schwartz,  MD,  kicks 
off  the  symposium  with  a presenta- 
tion on  the  economic  impact  of  CVD 
and  the  power  of  prevention.  Dr 
Schwartz  is  executive  director  of  the 
Leonard  Davis  Institute  of  Health 
Economics  and  the  Robert  D.  Filers 
Prolessor  of  Medicine  and  Health 
Management  and  Economics  at  the 
University  of  Pennsylvania  School  of 
Medicine  and  The  Wharton  School. 

George  Rodgers,  MD,  chair  of  the 
TMA  Committee  on  Cardiovascular 
Diseases,  will  then  introduce  the 
Heart  Care  Partnership,  a free  service 
that  combines  workshops,  outcomes 
measures,  and  individualized  pro- 
grams to  improve  risk  factor  manage- 
ment in  patients  with  coronary  artery 
disease.  The  partnership,  sponsored  by 
TMA,  Merck,  and  the  American 
Heart  Association,  Texas  Affiliate,  is 
the  first  of  its  kind  in  the  nation. 

For  more  inlormation,  contact  Re- 
becca Robinson  at  (800)  880-1300, 
ext  1461,  or  (512)  370-1461,  or 
e-mail  her  at  rebecca_r@texmed.org. 
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Everyone  leaves  this  game  a winner 


Want  to  improve  the 
health  of  Texans  while 
participating  in  a sport 
you  love?  TMA  Foundation’s  1998 
C.  Lincoln  Williston  Goll  Tourna- 
ment, being  held  Wednesday,  April 
22,  at  Circle  C Golf  Club  in  Austin, 
will  help  you  do  just  that. 

Money  raised  during  the  tourna- 
ment, which  will  be  a Shortgame 
Shootout,  goes  toward  Foundation 
programs  that  address  Texans’  health 
concerns. 

This  new  competitive,  nonhandi- 
capped goll  tournament  allows  men 
and  women  to  compete  on  a level 
playing  held.  Strength  and  distance  are 
not  an  advantage.  Circle  C Golf  Club 
has  selected  a series  of  18  shortgame 
shots  that  will  start  no  farther  than 


100  yards  from  each  hole.  You  don’t 
have  to  be  an  expert  to  experience  this 
new  concept  of  golf  Participants  play 
in  two-person  teams  — select  your 
own  partner  or  leave  it  to  us! 

A clinic  featuring  Buck  Mayers, 
instructor  to  PGA  Tour  players, 
starts  at  1:15  pm.  Tee  off  is  2 pm. 
Dinner  and  awards  ceremony  imme- 
diately follow  the  tournament. 

The  entry  fee  is  $125  and  includes: 

• 1 8 holes  of  golf  with  cart 

• Official  tournament  golf  shirt 

• Shortgame  clinic 

• On-course  contests 

• Complimentary  beverages  on 
course 

• Awards  dinner 

• Team  photos  for  each  player 

• Use  of  practice  range  and  putting 
green  and  more! 

The  tournament  honors  Mr 
Williston,  who  served  as  TMA’s  ex- 
ecutive director  from  1954  to  1987. 
During  his  33-year  tenure,  Mr 
Williston  transformed  TMA  into 
one  of  the  nation’s  top  state  medical 
societies,  where  it  remains  today. 
Advance  registration  is  required 


for  the  tournament.  Registration 
deadline  is  April  1.  For  more  infor- 
mation or  to  register,  call  Michelle 
Malloy  at  (800)  880-1300,  ext  1466, 
or  (512)  370-1466,  or  e-mail  her  at 
michelle_m@texmed.org. 

More  bang  for  the  buck 

When  you  pay  your  TMA 
membership  dues,  do  you 
ever  stop  to  think  how  the 
money  is  used?  It’s  likely  that  many 
physicians  don’t.  Simply  put,  the  dues 
you  pay  work  for  you  and  your  pa- 
tients to  carry  out  TMA’s  mission  of 
improving  the  health  of  all  Texans. 

Dues  income  will  account  for 
about  55%  of  TMA’s  projected  $14.3 
million  budget  for  1998,  which 
translates  into  each  of  the  associa- 
tion’s 23,124  active  members  receiv- 
ing about  $620  in  representation  and 
services,  almost  double  the  amount 
of  the  dues.  Last  year,  each  member 
received  $560  in  representation  and 
services.  Looking  at  it  another  way, 
the  increase  in  representation  and 
services  this  year  is  $60,  almost  dou- 
ble the  dues  increase  of  $35. 


Be  part  of  the  magic 

An  evening  of  magic  awaits  you  at  TMA  Foun- 
dation’s (TMAF’s)  fifth  annual  benefit  from  6 
to  1 1 pm  on  Friday,  April  24,  at  the  Four  Sea- 
sons Hotel  during  TexMed  ’98  in  Austin. 

Proceeds  from  the  benefit  support  the  Foundation’s 
mission  to  fund  various  health  pro- 
grams in  Texas. 

With  a wave  of  a magic  wand, 

TMAF  is  providing  dinner,  danc- 
ing, fortune-tellers,  a casino,  and 
magicians  for  benefit  attendees, 
who  can  participate  in  a silent  auction.  And  it’s  no 
trick  that  diamond  jewelry  from  The  Menagerie  in 
Austin  will  be  given  away  during  the  benefit’s  raffle. 

This  year’s  benefit  cochairs.  Dr  and  Mrs  C.  Bruce 
Malone,  of  Austin,  ask  that  you  appear  in  black-and- 


white  business  or  casual  attire. 

If  you  buy  a Magician  sponsor  ticket  at  $125,  you 
will  be  recognized  in  the  Foundation  newsletter.  Regu- 
lar tickets  are  $100  each.  Reservations  are  disappearing 
fast,  so  call  (800)  880-1300,  ext  1466,  or  (512)  370- 
1466,  to  buy  tickets,  or  use  the 
TexMed  ’98  annual  session  regis- 
tration form  in  the  January  issue 
of  Texas  Medicine. 

Magic  sponsors  include  Ameri- 
can Airlines,  FIRSTCARE,  The 
Medical  Protective  Company,  Rudd  and  Wisdom,  Inc, 
Blue  Cross  Blue  Shield  of  Texas,  Luther  King  Capital 
Management,  Freeman  Decorating  Company,  and  The 
Quantitative  Group  of  Salomon  Smith  Barney  in  San 
Antonio. 
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I MA  has  achieved  an  85%  mar- 
ket share  ot  licensed,  pliysiciaiis  in 
Texas,  the  highest  percentage  nf  the 
large  state  medical  associations,  hot 
its  dues  are  among  the  lowest. 

TMA  President  Phil  H.  Berry,  Jr, 
MD,  says  members  are  getting  a bar- 
gain for  their  dues  dollars,  especially 
when  they  consider  legislative  victo- 
ries such  as  last  years  passage  of  health 
maintenance  organization  liability 
and  other  patient  protection  mea- 
sures. “Our  legislative  gains  last  year 
were  worth  more  than  triple  what  we 
pay  for  our  dues  ever)'  year,”  he  said. 
“Legislatively,  we  certainly  get  our 
moneys  worth.”  Other  services  such 
as  regulatory  advocacy,  public  health 
initiatives,  and  library  resources  “are 
icing  on  the  cake.” 

The  association’s  key  objective  is 
to  help  physicians  maintain  their  au- 
tonomy for  making  clinical  decisions 
in  the  best  interests  of  their  patients. 
To  achieve  that  goal,  the  1 998  TMA 
Plan  and  Budget  has  identified  five 
priorities.  They  are: 

• Maintaining  physicians’  responsi- 
bilities for  strengthening  access  to 
and  monitoring  all  aspects  of 
cost-effective,  quality  care. 

• Safeguarding  the  quality  of  pa- 
tient care  through  private  and 
public  sector  advocacy  and  edu- 
cation to  promote  patient  choice 
and  access  under  all  health  care 
delivery  systems. 

• Providing  educational,  consulta- 
tive, and  business  services  to 
physicians/groups. 

• Positioning  TMA  to  positively  in- 
fluence physicians  and  patients  to 
make  sound  decisions  in  the  evolv- 
ing market  for  medical  services. 

• Building  coalitions  with  appro- 
priate groups  to  advocate  for  high 
quality,  cost-effective  patient  care. 

In  the  end.  Dr  Berry  says,  the 
biggest  gain  from  TMA  membership 
is  being  “part  of  a group  with  a com- 


mon purpose  of  being  profe.ssionals, 
of  being  ethical,  of  having  t|uality 
care,  and  speaking  to  those  i.ssues  on 
a utiited  front.  To  tne,  that’s  worth 
every  dues  dollar.” 

Prudential  remains 
TMAIT  underwriter 

After  a lengthy  review  process, 
thel’exas  Medical  Association 
ItisLirance  Trust  ( TMATT)  has 
decided  to  retain  the  Prudential  Insur- 
ance Company  of  America  as  the  un- 
derwriter for  its  insurance  program. 
The  TMAIT  Board  of  Trustees  tnade 
the  decision  because  the  review  con- 
firmed that  Prudential  is  the  best  in- 
surer for  the  program,  says  Albert  E. 
Gunn,  MD,  of  Houston,  the  board 
chair. 

“We  were  looking  for  the  best 
company  to  serve  the  physicians  of 
Texas.  We  had  no  preconceptions  of 
who  that  might  be,  and  we  went  into 
it  with  an  open  mind.  It  came  out 
Prudential,”  Dr  Gunn  said. 

Prudential  has  been  the  TMATT 
underwriter  since  1969,  but  "TMAIT 
officials  decided  to  see  what  other  in- 
surers could  offer.  Requests  for  pro- 
posals — designed  to  make  sure  TMA 
and  TMATT  would  retain  control  of 
the  program  and  that  current  cover- 
ages would  be  maintained  with  mini- 
mal disruption  — were  submitted  to 
12  companies.  Six  of  them  responded, 
while  six  others  declined,  citing  the 
increasing  complexity  of  underwriting 
group  health  insurance  due  to  state 
and  federal  legislation,  problems  in 
underwriting  disability  coverage  for 
physicians,  and  a general  lack  of  inter- 
est in  such  programs. 

The  six  companies  that  responded 
offered  the  insurance  trust  some  inter- 
esting options.  Dr  Gunn  says,  but  Pru- 
dential’s was  the  best.  While  it  might 
be  possible  to  divide  the  program 
among  several  insurers,  he  says,  none 
of  them  offered  benefit  provisions  or 


rates  that  were  not  also  available  from 
Prudential.  An  analysis  by  the  TMATT 
staff  and  atlvisors  showed  there  was 
nothing  that  cotild  be  accomplished 
from  selecting  a new  insurer  that  could 
not  be  gained  by  staying  with  Pruden- 
tial. As  a result,  TMATT  trustees  de- 
cided to  stay  with  Prudential  and  begin 
discussing  proposed  chatiges  in  cover- 
age recommended  by  the  company. 

Dr  Gunn  says  that  with  the  under- 
writing question  resolved,  TMAIT  can 
now  move  forward  with  new  programs 
such  as  medical  savings  accounts  and 
high-limit  term  insurance  and  long- 
term care  policies.  In  addition, 
TMAIT  is  becoming  a third-party  ad- 
ministrator, having  recently  worked 
with  TMA’s  Texas  Physician  Services 
Organization  to  sign  contracts  to  pro- 
vide administrative  services  to  three 
physician  groups  in  Houston  and  Vic- 
toria. Such  deals  are  “a  great  avenue  for 
the  future  to  strengthen  the  trust,”  Dr 
Gunn  said.  “We’re  not  just  going  to 
stand  by  on  the  insurance  products  of 
the  past.  We’re  going  to  use  the  re- 
sources of  the  TMATT  to  bring  in 
more  financial  aid  to  TMA  and 
TMAIT  to  strengthen  both.” 

Physicians  needed  for 
editorial  committee 

Two  physicians  are  needed  to 
fill  upcoming  vacancies  on 
the  Texas  Medicine  Editorial 
Committee.  The  1 4-member  com- 
mittee, which  meets  twice  a year,  sets 
broad  policies  for  Texas  Medicme  ssnA 
reviews  clinical  articles  submitted  for 
publication  in  the  Journal  section  of 
the  magazine. 

Each  new  member  will  serve  a 
3-year  term  and  be  eligible  for  reap- 
pointment. If  you  are  interested, 
please  send  a curriculum  vitae  to 
Larry  BeSaw,  managing  editor,  Texas 
Medicine,  401  W 15th  St,  Austin, 
TX  78701;  fax  (512)  370-1632; 
e-mail  larry_b@texmed.org. 
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By  Larry  BeSaw 

PhyCor  and  MedPartners 
have  canceled  their  plans 
to  merge.  Officials  of  the 
nation’s  two  largest  physi- 
cian practice  manage- 
ment companies  cited 
“significant  operational 
and  strategic  differences.’’ 

Blue  Cross  Blue  Shield  of 
Texas  and  Texas  Health 
Resources  (THR),  of  Dal- 
las, have  signed  a non- 
binding memorandum  of 
understanding  in  an  ef- 
fort to  develop  a closer 
working  relationship  that 
could  lead  to  a merger. 
THR  is  the  merged  orga- 
nization of  Harris 
Methodist  Health  System 
and  Presbyterian  Health- 
care Resources. 

Managed  Care  Solutions, 
of  Phoenix,  says  its  1 998 
fiscal  year  earnings  will  be 
beyond  expectations.  It 
attributes  the  increase  to 
higher-than-expected  en- 
rollment of  Houston-area 
Medicaid  patients  in  Rio 
Grande  HMO  in  the 
state’s  Medicaid  managed 
care  program. 

California-based  Com- 
prehensive Care  has 
signed  a letter  of  intent 


to  provide  behavioral 
health  services  for  Cer- 
tus  Healthcare,  of 
McAllen. 

American  Health  Proper- 
ties, of  Denver,  has  pur- 
chased seven  medical 
office/clinic  facilities  in 
Houston  for  $90  million. 

Pediatric  Services  of 
America,  of  Norcross,  Ga, 
has  purchased  Texas  Air 
Supply  Home  Medical 
Equipment,  of  Fort 
Worth. 

Clinicor,  of  Austin,  has 
signed  a 4-year,  $2.5  mil- 
lion secured  revolving 
credit  agreement  with 
NationsCredit  Commer- 
cial Corp  and  will  use  the 
money  for  general  work- 
ing capital  purposes.  Clin- 
icor provides  clinical 
research  services  for 
pharmaceutical,  biotech- 
nology, and  medical  de- 
vice companies. 

Scott  & White  is  spending 
$1.2  million  to  expand  its 
Gatesville  clinic  to  add  16 
examining  rooms  and  2 
treatment  rooms. 

Four  Houston  ortho- 
paedic groups  have 
merged  to  form  one  of 


the  largest  such  groups  in 
the  country.  The  four  are 
Fondren  Orthopedic 
Group,  Houston  Ortho- 
paedics/Sports Medicine, 
KSS  Orthopaedics,  and 
Clear  Lake  Orthopedics. 
(Houston  Business  Journal) 

Encore  Medical  Corp,  of 
Austin,  has  entered  the 
$110  million  Canadian 
orthopaedic  market  by 
signing  contracts  with 
two  sales  representative 
agents.  Canadian  regula- 
tory authorities  have  ap- 
proved the  company’s 
Foundation  Hip  System 
and  Foundation  Knee 
System. 

Atria  Communities,  of 
Louisville,  Ky,  has  pur- 
chased health  care  facili- 
ties in  Texas  for  $3  1 .7 
million.  They  are  the  Bri- 
arcliffVillage,  an  assisted 
living,  independent  living, 
and  nursing  center  com- 
plex near  Tyler;  the  Vil- 
lage at  Copeland,  an 
assisted  living  center 
near  Tyler;  and  the  Chan- 
dler Health  Care  Center, 
a nursing  center  near 
Chandler,  Tex. 

Dallas’  Harris  Health 
Management  Interna- 
tional, an  offshoot  of  Har- 


ris Methodist  Health 
Plan,  has  closed  its  man- 
aged health  care  consult 
ing  firm  to  concentrate 
on  US  markets.  (Dallas 
Business  Journal) 

Austin-based  Preferred 
Independent  Physicians 
of  America  says  1 00%  of 
the  1997  Medicare  with- 
hold was  returned  to  its 
physician  members  and 
bonus  checks  were 
awarded  to  physicians 
participating  in  its  HMO 
contracts. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub' 
mit  items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,  Austin,TX  78701;  fax 
(512)  370- 1 632;  e-mail 
larry_b@texmed.org. 
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D-SERVE 


Managed  Care 


Designed  for  groups  that  are  taking 
on  risk-based  contracts  such  as  IPA’s, 
MCO’s,  TPA’s,  PHO’s,  etc. 

Handles  all  authorizations,  claims 
adjudication  and  claims  payments 
Extensive  reporting  analysis 
Fully  integrated  with  all  MD-SERVE 


MD-SERVE 


D-SERVE 


Practice  Management 


Fully  scalable  for  all  sizes 
of  practices  and  clinics 
Improves  patient  flow  and 
optimizes  scheduling 
Streamlines  procedures 
and  back  office  functions 
Improves  cash  flow 


Up... 


a single  / total 

mformation 
ent  system! 


jnally,  there  is  a single  answer  toUtyour  medical  practice  software  needs, 

D-SERVE'”  is  a fully  integrated  family  of  Windows-based 

ftware  that  is  revolutionizing  the  healthcare  marketplace. 

MD-SERVE  was  designed  and  developed  with  extensive  input  from  doctors  and  healthcare 
professionals  who  know  how  healthcare  organizations  and  medical  practices  should  run. 

As  healthcare  organizations  move  trom  traditional  fee  for  service  billing  to  full  risk  capitated 
contracts,  the  demand  for  information  will  grow. 

MD-SERVE  is  a fully  integrated  Total  Healthcare  Information  Management 

solution  that  runs  under  Microsoft  Windows  95,  and  Windows  NT  making  MD-SERVE 
flexible,  affordable,  powerful  and  easy  to  use.  We  invite  you  to  see  for  yourself. 


call  toll  free 


1-888-MDS-1441 


MDS  TECHNOLOGIES 


Serving  the  Medical  Industry 


4800  Sugar  Grove  Blvd.  Suite  320 
Stafford,  Texas  77477  USA 


www.mdstechnologies.com 
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Dr  Howe  named  ‘Mr  South  Texas’ 

TMA  President-Elect  John  P. 
Howe  III,  MD,  received  the 
“Mr  South  Texas”  award  for 
1998  this  February  during  the  an- 
nual Washington’s  Birthday  Celebra- 
tion in  Laredo.  Dr  Howe,  president 
of  The  University  of  Texas  Health 
Science  Center  in  San  Antonio,  will 
assume  the  TMA  presidency  at  the 
TexMed  ’98  Educational  Showcase 
& Expo  next  month  in  Austin. 

The  award,  first  presented  in  1952, 
is  given  to  individuals  who  have  im- 
proved the  lives  of  South  Texas  resi- 
dents. Previous  winners  include  Govs 
George  W.  Bush,  Ann  Richards,  Mark 
White,  Dolph  Briscoe,  and  John  B. 
Connally;  Sens  Phil  Gramm,  Lloyd 
Bentsen,  and  John  Tower;  and  Lt  Govs 
Bob  Bullock  and  William  P.  Hobby. 

Dr  Howe  was  honored  for  his  ad- 
vocacy of  expanding  health  educa- 
tion opportunities  in  South  Texas. 
Under  his  leadership,  the  South 
Texas/Border  Region  Health  Educa- 
tion Initiative  has  helped  create  21 
new  education  programs  since  1995. 
The  initiative  is  responsible  for 
about  $30  million  contributed  to 
help  enhance  opportunities  for  stu- 
dents from  Laredo  to  the  Lower  Rio 
Grande  Valley  to  Corpus  Christ!  and 
the  Coastal  Bend. 


New  laws  provide 
better  diabetes  coverage 

New  state  and  federal  laws 
should  give  physicians  and 
their  patients  more  tools  to 
improve  diabetes  treatment.  Both 
Congress  and  the  Texas  Legislature 
have  passed  laws  calling  for  better  di- 
abetes coverage. 

The  Texas  Legislature  passed  two 
laws.  Senate  Bill  163  — also  known 
as  the  Diabetes  Support  Bill  — and 
Senate  Bill  162.  The  Diabetes  Sup- 
port Bill  requires  insurance  compa- 
nies to  cover  supplies  and  equipment, 
including  insulin,  syringes,  insulin 
pumps,  blood  glucose  monitors,  test 
strips,  lancets,  podiatric  appliances, 
and  oral  agents.  The  act  requires  cer- 
tain insurers  to  provide  this  coverage 
beginning  January  1,  1998,  upon  pol- 
icy renewals. 

Under  the  Diabetes  Support  Bill, 
self-management  training  must  be 
provided  by  a licensed,  registered,  or 
certified  health  care  provider  after  the 
initial  diagnosis  of  diabetes,  with  addi- 
tional training  upon  authorization  of  a 
physician  or  a health  care  practitioner. 

SB  162  establishes  standards  of 
benefits  for  insurance  coverage  begin- 
ning January  1,  1999.  The  Texas  De- 
partment of  Insurance,  in  consultation 
with  the  Texas  Diabetes  Council,  will 
develop  these  standards.  The  intent  of 
the  bill  is  to  complement  the  coverage 
requirements  established  by  the  Dia- 
betes Support  Bill. 

The  Diabetes  Support  Bill  does 
not  cover  all  types  of  health  insur- 
ance. For  instance,  self-funded  or 
ERISA  (Employee  Retirement  In- 
come Security  Act)  plans  are  feder- 
ally regulated  and  do  not  fall  under 
state  laws;  therefore,  the  Diabetes 
Support  Bill  does  not  cover  these 
types  of  plans.  The  bill  also  does  not 
cover  Medicaid  or  Medicare.  The 
plan  specifically  covers  non-ERISA 
health  maintenance  organization 
and  indemnity  health  insurance 


plans  that  together  insure  roughly 
25%  of  all  Texans. 

Even  though  state  laws  do  not 
mandate  coverage  for  Medicare  pa- 
tients, improvements  are  on  the  way. 
According  to  the  federal  Balanced 
Budget  Agreement  signed  in  August, 
Medicare  will  start  covering  meters, 
strips,  and  education  beginning  July 
1,  1998. 

Currently,  diabetes  accounts  for 
about  25%  of  Medicare’s  expendi- 
tures. And  according  to  the  National 
Institutes  of  Health,  diabetes’  direct 
costs  are  two  times  greater  than  the 
combined  direct  costs  of  cancer  and 

HIV/AIDS. 

For  more  information,  call  (888) 
DIABETES. 


Scott  & White  twice  named 
top  HMO  plan 

Scott  &:  White  Health  Plan  in 
Temple  is  the  best  health  main- 
tenance organization  plan  in  the 
country,  according  to  a recent  survey 
conducted  by  the  National  Research 
Corporation  (NRG)  in  Lincoln,  Neb. 
And  according  to  a Newsweek  maga- 
zine survey  published  December  15, 
the  Scott  & White  Health  Plan 
ranked  1st  in  the  state  and  29th  in  the 
nation  among  HMO  plans. 

NRG  asked  more  than  400,000 
consumers  nationwide  how  satisfied 
they  were  with  their  health  plans,  and 
Scott  & White  received  the  highest 
overall  satisfaction  rate  (84.9%). 

Newsweek  surveyed  150  health 
plans  on  43  key  activities  ranging 
from  children’s  vaccinations  to  treat- 
ment of  mental  health  problems. 
The  plans  were  rated  on  three  mea- 
sures: keeping  patients  healthy,  treat- 
ing acute  illnesses,  and  managing 
chronic  conditions. 

For  a copy  of  NRC’s  Healthcare 
Market  Guide,  call  (800)  388-4264. 
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County  medical  societies  connect  with  members  online 
By  Johanna  Franke 


* » 


This  installment  of  MedBytes  is  a continuation  of  January  1 998’s  county  med- 
ical society  site  profiles,  which  focused  on  the  Bexar,  Dallas,  and  El  Paso  county 
sites.This  month,  MedBytes  visits  the  Harris, Tarrant,  and  Travis  county  sites, 
as  well  as  an  online  version  of  Wichita  Falls  Medicine  Magazine. 

HCMS  On  Line,  the  Harris  County  Medical  Society  Web  site,  is  located  at 
www.hcms.org  and  offers  a “Members  Only”  section  with  categories  on  leg- 
islative and  socioeconomic  issues  and  frequently  requested  information  from 
the  Harris  County  Medical  Society  offices.  All  physicians  can  explore  the 
“Member  Services”  and  “General  News”  sections  in  the  public  area  of  the 
site.  For  patients,  HCMS  On  Line  provides  information  on  evaluating  managed 
care  plans  under  “Choosing  Your  Medical  Care,”  as  well  as  a childhood  immu- 
nization schedule,  an  area  hospital  directory,  and  several  important  medical 
documents  under  the  “Community  Health”  section. 

The  Tarrant  County  Medical  Society  Web  site  at  www.tcms.org  is  divided 
into  five  main  categories: “Monthly  Magazine,”  “Services,”  “Products,”  “Physi- 
cian Finder,”  and  “Physician  Forum.”  The  “Services”  section  provides  an  area 
hospital  listing,  a local  service  agency  directory,  and  information  on  Tarrant 
County  Medical  Society’s  physician  referral  services,  public  grievance  commit- 
tee, speakers  bureau,  and  scholarships.  The  “Products”  section  provides  infor- 
mation for  ordering  the  Tarrant  County  physician  directory,  while  “Physician 
Finder”  offers  an  online  and  searchable  version  of  the  society’s  directory. 
“Physician  Forum”  houses  links  to  other  medical  organizations  as  well  as  job 
opportunities. 

TCMS  Online  Services,  the  Travis  County  Medical  Society  Web  site,  can  be 
found  at  www.tcms.com.The  searchable  site  includes  a listing  of  area  hospi- 
tals, a continuing  medical  education  calendar,  membership  information,  full 
text  of  the  latest  TC/MS  Journal,  and  a pictorial  physician  directory.  The  section 
called  “Referral”  houses  information  about  the  Medical  Service  Bureau,  which 
is  Travis  County  Medical  Society’s  physician  referral  service.  At  press  time,  an 
interactive  physician  referral  service  was  under  development  for  the  site. 
With  this  service,  site  visitors  will  be  able  to  search  for  a Travis  County  physi- 
cian by  specialty,  location,  and  insurance  program  affiliation. 

Wichita  County  physicians  don’t  have  to  wait  for  their  mail  to  read  Wichita 
Falls  Medicine  Magazine.  The  bimonthly  publication  of  the  Wichita  County  Med- 
ical Society  and  the  North  Central  Texas  Medical  Foundation  is  now  online  at 
www.medmag.org.The  site,  which  contains  useful  links,  subscription  informa- 
tion, a current  table  of  contents,  and  full  text  of  selected  past  features,  has  re- 
ceived the  Orchid  Award  for  Page  Excellence  and  the  Beauty  of  the  Net  Award. 

The  Texas  Medical  Association  Web  site  offers  a directory  of  county  med- 
ical society  officers  for  all  I 1 9 Texas  county  medical  societies.The  directory  is 
updated  regularly  and  can  be  found  in  the  “About  TMA”  section  of  theTMA 
site  at  www.texmed.org. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas 
physicians.The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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11  shouldn’t  be  a hard  transition  from 
being  in  control  in  an  examination  room  or  an 
operating  suite  to  making  a speech  before  a large 
audience.  After  all,  since  we  doctors  exude  confidence 
in  what  we  say  and  do  for  our  pa- 
tients, shouldn’t  the  same  be  true 
when  we  are  called  upon  to  share  our 
expertise  in  a public  forum?  Not  so! 

The  same  stage  fright  that  affects  the 
most  successful  speakers  raises  its  ugly 
head  when  it’s  time  for  physicians  to 
take  center  stage.  Omnipotent  as  we 
may  seem  to  be,  we  still  experience  a 
kind  of  anxiety  that  our  medical  edu- 
cation and  years  of  experience  never 
prepared  us  for. 

My  own  experiences  in  public 
speaking  — as  an  advocate  for  rural 
health,  as  TMA  president,  and  during 
my  tenure  as  a congressional  commis- 
sioner — taught  me  many  things. 

The  most  important  was  that  I nevet 
achieved  a high  level  of  confidence  in 
public  speaking.  Even  after  attending 
three  different  “charm  schools,”  as  Nancy  Dickey  la- 
beled them,  on  the  best  techniques  taught  by  experts, 
I did  not  feel  comfortable  speaking  before  large  audi- 
ences, such  as  the  Alabama  State  Medical  Society,  the 
then  AMA  Auxiliary,  the  American  Association  for  Re- 
tired Persons  in  Washington,  and  other  notable 
groups.  The  intensive  training  sessions  were  designed 
to  transform  a neophyte  into  a dynamic  presenter,  but 
in  my  case,  they  were  not  always  successful. 

Why,  after  68  appearances  before  large  audiences 
and  small  congressional  hearings  in  just  over  6 years, 
did  I not  see  myself  as  a proficient  speaker  on  medical 
economics  topics?  I dressed  correctly  — power  tie, 
blue  blazer,  light  or  white  shirt,  light  trousers,  no  coins 
in  my  pockets  to  jingle.  I expressed  with  my  body  and 
scanned  the  audience  with  eye  contact.  I did  almost 
everything  that  had  been  taught  in  the  charm  schools. 
Still,  after  a presentation  in  San  Diego  for  the  National 
Rural  Health  Association,  I was  shocked  to  be  told  that 
I was  not  the  greatest  speaker  in  the  world. 

From  that  experience,  and  after  a few  years  of  re- 
flection, I offer  here  Brame’s  rules  for  successful  public 
speaking  for  physicians.  I can  now  afford  the  luxury  of 
giving  good  advice  because  I no  longer  can  give  bad  ex- 
amples. Keep  in  mind  that  these  rules  apply  to  those  of 
us  who  are  not  as  gifted  as  Phil  Berry  or  Rob  Tenery. 


1 . Add  humor  but  don’t  overdo  it.  At  one  of  our  lead- 
ership conferences  years  ago,  I planned  a speech 
well  in  advance  to  introduce  four  officers  of  our  as- 
sociation and  then  Mylie  Durham,  the  late  godfa- 
ther of  the  TMA  delegation,  who 
would  introduce  the  AMA  president 
of  that  year.  I had  five  short  jokes,  one 
for  each  introduction.  The  first  two 
were  funny,  but  the  next  two  were  met 
with  diminished  laughter.  By  the  time 
Mylie  was  to  be  introduced,  he  was  al- 
ready at  the  lectern  before  I could  get 
out  of  my  chair. 

2.  Be  the  first  speaker  on  a panel  if 
you  get  the  chance.  Nothing  adds 
more  to  feelings  of  inferiority  than 
following  someone  like  Uwe 
Rhinehart,  Ann  Richards,  or  Jim 
Todd.  They  might  even  use  the  one 
joke  that  you  brought  with  you. 
The  exception  to  this  rule  is  that  if 
there  is  an  attorney,  make  ab- 
solutely certain  you  follow  him  or 
her  so  you  can  use  the  lawyer  jokes. 
Script  your  speech  several  times  and  change  it  to  fit 
your  audience.  By  doing  this,  you  will  avoid  the 
kind  of  mistake  I made  when  I once  said,  “How 
delightful  it  is  to  be  in  Dallas  tonight.  I want  to 
thank  all  the  members  of  the  Tarrant  County  Med- 
ical Society  for  inviting  me  here.” 

4.  Get  to  where  you  are  speaking  in  plenty  of  time  to 
view  the  seating,  lights,  podium,  and  nearest  escape 
route.  Better  yet,  try  to  just  get  there  on  time. 
Don’t  dash  down  the  aisle  at  a House  of  Delegates 
meeting  and  rush  up  to  the  raised  dais  when  you 
are  15  minutes  late  to  deliver  your  well-prepared 
speech  as  I did  when  I was  president-elect.  Fortu- 
nately, Val  Borum  was  speaker  of  the  House  at  the 
time,  so  there  were  plenty  of  jokes  to  kill  time  as 
everyone  waited  for  the  late  Dr  Brame.  A few  of 
them  were  even  funny. 

5.  Don’t  pause  for  applause.  It  may  never  come.  Not 
even  Milton  Davis  got  applause  all  the  time.  Al- 
though our  MD  title  sometimes  denotes  Major 
Deity  or  Minor  Deity,  depending  upon  our  pa- 
tients’ perceptions,  it  offers  no  certainty  of  adora- 
tion when  speaking  publicly. 

6.  If  the  person  who  introduces  you  is  a total  stranger, 
jot  the  name  down  nonchalantly.  But  beware  that 
even  word  associations  play  tricks  on  you.  I once 
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thanked  a Dr  Womack  (rhymes  with  “stomach”) 
(or  his  nice  introduction  in  (ront  o(  the  North  Car- 
olina Medical  Society  by  calling  him  Hr  Kelly 
(rhymes  with  “belly”). 

7.  Have  some  speech  notes  handy.  Some  doctors  must 
use  extensive  notes  or  well-prepared  speeches.  Others 
seem  to  be  able  to  ad-lib.  But,  unless  you  have  the 
skills  of  George  Alexander  or  Gordon  McGee,  it  is 
best  to  use  something  to  guide  you.  A few  3x5  cards 
are  excellent  unless  you  leave  them  in  the  pocket  of 
the  other  coat  in  Eldorado  when  you  get  ready  to  ad- 
dress the  Potter-Randall  Gounty  Medical  Society. 

8.  Accept  the  fact  that  you  will  never  be  a great  speaker 
in  your  own  hometown.  It’s  best  not  to  try  unless 
you  are  e pluribus  umim  in  a metropolitan  area. 

9.  Have  some  good  one-liners  for  the  media  should 
you  be  interviewed  after  your  presentation.  Avoid 
off-the-cuff  remarks  such  as,  “Most  elderly  citizens 
will  be  covered  by  Medicare  when  they  get  older.” 
Nancy  Dickey,  our  AMA  president-elect,  is  a ge- 
nius at  developing  short,  significant  statements, 


and  it  was  Lou  Goodman  who  coined  the  term 
“ha.ssle  factor,”  which  is  now  used  in  sound  bites  by 
doctors  nationwide. 

1 0.  If  you  are  asked  to  speak  and  can’t  make  it,  refer  to 
theTMA  Speakers’  Bureau.  They  can  get  someone  as 
good  as,  or  often  better,  than  you.  There  are  some 
physicians  who  can  speak  well  at  the  drop  of  the  hat, 
like  Bill  Gamel  and  Max  Butler.  Then  there  are  other 
doctors  who  will  speak  at  the  drop  of  anything.  They 
usually  take  more  time  to  tell  of  what  they  know  less. 

The  truism  is  that  our  spouses  are  our  most  ardent 
and  severest  critics.  The  KISS  acronym  (“keep  it  sim- 
ple sweety”)  doesn’t  always  make  sense,  but  if  you  want 
your  audience  to  remember  anything  you  say,  you 
might  follow  the  “Three  B”  advice  of  Holly  Brame, 
“Be  bright.  Be  brief,  and  Be  gone.” 


Family  practitioner  Jim  Bob  Brame,  MD,  of  Eldorado,  is 
a former  president  ofTMA. 


Share  your  knowledge  and  experience  with  a future 
internist!  You  can  introduce  a medical  student 
to  all  aspects  of  medical  practice  during 
a four-week  internal  medicine  preceptorship. 

For  more  information  on  becoming  a 
GIMSPP  preceptor,  call  (800)  880-1300,  ext.  1531. 


GenenI  I 
Inrrmal  I 
Mcdicini-  I 
Sutcwide  I 
Preceptorship  I 
Program  I 


PeeliatKicia*>;: 
Help  Make 

A D]hfe^ey\ce 


become  a preceptor  and  share 
the  “real  world”  office  practice 
experience  with  an  interested 
and  eager  student. 

Preceptorships  are 


- m . w m four  weeks  long  and 
general  pediatri- 
cians  are  needed  in 
, 'j.  all  areas  of  the 

Little  people. 


state. 


For  more  information,  contact: 

General  Pediatric  Preceptorship  Program 

Texas  Pediatric  Society 

401 W.  15th  St.,  Suite  682  Austin  78701-1680 
(512)370-1519 
tpsprecept®  aol.com 
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MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Sendees,  Inc., 
will  provide  yon  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of 
a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Bill  Canipe,  Vice  President 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Croups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • I'nique  Healthcare  Insurance  Requests 


UT-Houston  receives  $3  million 
for  PET  center 

A grateful  heart  patient  has  do- 
nated $3  million  to  The  Uni- 
versity of  Texas-Houston 
Medical  School’s  Department  of  In- 
ternal Medicine  to  establish  a center 
to  help  those  with  severe  coronary 
artery  blockage. 

The  Weatherhead  Positron  Emis- 
sion Tomography  (PET)  Center  for 
Preventing  and  Reversing  Athero- 
sclerosis, a part  of  the  PET  Imaging 
Program,  was  created  out  of  the 
largest  gift  from  an  individual  donor 
the  medical  school  has  ever  received. 
Albert  J.  Weatherhead  III,  of  Cleve- 
land, Ohio,  had  his  heart  disease  re- 
versed without  surgery  while  under 
treatment  at  the  UT-Houston  Med- 
ical School. 

The  funds  will  assist  in  financing 
the  UT-Houston  PET  Center,  the 
leading  institution  in  the  country  for 
preventing  or  reversing  heart  and 
vasculat  disease. 

TCOM  honored  for 
most  family  practitioners 

For  the  fourth  consecutive  year, 
the  Texas  College  of  Osteo- 
pathic Medicine  (TCOM) 
earned  special  recognition  from  the 
Texas  Academy  of  Family  Physicians 
for  having  the  highest  percentage  of 
graduates  to  choose  family  medicine 
residencies  of  the  eight  Texas  med- 
ical schools. 

Nearly  half  of  TCOM’s  1997 
graduating  class  elected  to  pursue 
family  practice  residencies.  Of  the 
92-member  class,  75%  chose  pri- 
mary care  residency  training  pro- 
grams, including  family  practice, 
general  internal  medicine,  obstetrics- 
gynecology,  and  pediatrics. 

TCOM  is  part  of  the  University 
of  North  Texas  Health  Science  Cen- 
tet  in  Fort  Worth. 
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hi  the  jounioifrii^^ 

INJ)S  one  tvl0^  waS 
J what  most  bonAs  olPfm  bffc  / ^ 

this  oe^thcA  fbiirnej^ (^INTTzCARITy,^ 

, ,.<r^  , i » '' 

In  mtiAAIcA  view  anA  clamor  ^ 
it  s easier  4d  ^e  what 

other  than  what  mora^olAA  be. 
you  you  still  strongly  s^  t '■ 
the  goal  once  set  upon  ■ ■ . i-  ♦ 

' boyotiA  the  obscurity^ 

AnA  you  with  all  your  iniellgpt  a'nA  j^pacity  to  reason 
with  scientific  fact,  ^JARCT  stjH 
to  listen  well  withl^t^hj^i^art 

anA  the  stirrings  in  your  ,# 

ABOVE  the  NOISE  of  change  anA  greeA 

for  it  was  NEED  you  pleAgeA  to  heeA  * 

THAT  WAS,  anA  IS,  THE  GOAL 

Hut  one  grows  weary  in  the  task 

UNWAVERING  at  th  e core  but  b ehinJ  the  mas 
So  one  wonAers  how  to  still 

frustrations  that  wrestle  in  the  soul, 

anA  how  to  BALANCE  Aaiiy  toll, 
to  have  CONTROL. 

But,  who  is  there  to  ask? 

One  asks  ONESELE  anA  steps  APART 

from  the  noise  that  Aeafens  minA  anA  heart 
to  a place  where  easily  there 

LAUGHTER  lingers  in  clear  air 
RESOUNDINGLY 

anA  YOU  In  TRUSTED  company 
STRETCH  minA  anA  soul  anA  sinew 
in  mountainous  majestic  venue 

that  RISES  from  the  BALANCE 

of  a Aesert  f 

A place  those  less  gifteA  woulA  not  venture  to  explore. 
AnA  there  in  Aialogue  frienAships  bonA 
in  respecteA  camaraAerie 
anA  one  best  meets  one  s own  neeAs 

anA  listens  to  the  longings  s0i 


It  is  TflERE  that  one  is  EREE 
UNOBSTRUCTEDLY 
< '^to  ENVISION 
AnA  His  THERE- STR^a^ 
To  finish  NO  a jour^ 


Tke  Atwill-Ross  Institute 


tased.  at 
on  tke  Rio  O rande 


BIG  BEND'S  COMPLETE  RESORT 

CATERING  TO  THE  NEEDS  OF  PHYSICIANS  AND  THEIR  FAMILIES 

rKc  Atwill-Ross  Institute  provides  multi-day  adventurous  jc>urneys,  a meeting  of 
minds  witli  equals  in  a tliink-tanL  environment,  wliicli  focus  on  perspective,  cjuality 
of  life,  leadership,  and  conflict  resolution.  I he  Institute  was  made  possible 
hv  iT'amuel  Tulloch  Ross,  M.l).,  and  his  granddaughter,  Linda  Lduise  Alwill,  I’li.D. 


Dr.  Linda  Atwill  The  Atwill-Ross  Institute  531 1 Drane  Drive  Dallas,  Texas  75209  Tel  (214)  357-8803  Fax  (214)  357-401 1 
LAJITAS  HC70,  Box  400  Terlingua,  Texas  79852  Tel  (915)  424-3471  Fax  (915)  424-3277  Reservations  (800)  944-9907 


World  of  Medicine 

at  Your  Fingertips. 

TM4 

Librarian.s  travel  the  world  of  medical  information  daily 

LiEPai?Y 

to  get  the  latest  knowledge  into  your  hands.  TMA  Library 

• • • 

.staff  use  clinical  databases,  the  Internet,  and  print  resources 

cuecK 

to  search  for  answers  to  your  clinical  questions.  What  do 

it  fiUt! 

\<ou  )ieed  to  know  today?  Reference  services  are  a benefit  of 
membership  and  are  free  of  charge  to  I’MA  members. 

For  more  information:  (800)  880-1300,  ext.  1550, 
or  (512)  370-1550,  tma_lihrary@texmed.org. 

medical  management 

education 

he  Alliance  for  Medical  Management  Education  is  a 
strategic  partnership  between  The  University  of  Texas  at  Dallas  School  of 
Management  and  The  University  of  Texas  Southwestern  Medical  Center  at 
Dallas.  The  mission  of  the  Alliance  is  to: 


Prepare  physicians  to  assume  a more  effective  roie 
in  the  ieadershrp  and  management  of  medicine. 

Beginning  in  May  1998,  the  Alliance  will  offer  a Master's  of 
Science  in  Medical  Management  for  physicians  only.  The  curriculum  will  be 
jointly  taught  by  both  management  and  medical  school  faculties,  fully 
integrating  managerial  and  clinical  decisionmaking. 

Ooursework  is  eligible  for  both  graduate  academic  credit  and 
Category  I CME  credit.  Both  format  and  content  reflect  the  unique  needs  of 
physicians.  Eor  information  and  a program  bulletin  contact: 

Dr.  John  McCracken,  Executive  Director,  AMME 
Phone:  972-883-6202  • Eax:  972-883-6381*  E-mail:  jfm@utdallas.edu 

"Bringing  Medicine  and  Management  Together” 

SOanWESTERN 

U.T.  Dallas  is  an  equal  opportunity/affirmative  action  university. 


UT^San  Antonio  conducts 
depression  treatment  study 

The  effectiveness  of  new  drug 
treatments  for  depression  will 
be  studied  this  year  by  faculty 
from  The  University  of  Texas  Health 
Science  Center  at  San  Antonio  and 
staff  physicians  at  the  Audie  L.  Mur- 
phy Memorial  Veterans  Hospital  in 
San  Antonio. 

Researchers  will  review  several 
hundred  scientific  articles  from 
around  the  world  on  depression 
medications  developed  within  the 
past  10  years.  An  evidence-based 
summary  of  the  results  outlining 
which  drugs  are  effective  will  be 
published  in  late  1998. 

The  Agency  for  Health  Care  Pol- 
icy and  Research  is  funding  the  pro- 
ject, which  began  last  October. 

New  federal  program  funds 
AIDS  research  at  UT-Southwestern 

The  University  of  Texas  South- 
western Medical  Center  at 
Dallas  received  $900,000  in 
grants  from  the  INNOVATION 
Grant  Program  for  Approaches  in 
HIV  Vaccine  Research. 

The  program  was  established  this 
year  by  the  National  Institute  of  Al- 
lergy and  Infectious  Disease  (NI- 
AID),  a component  of  the  National 
Institutes  of  Health  (NIH),  to  en- 
courage novel  ideas  and  approaches  in 
the  development  of  AIDS  vaccines. 

The  grants  will  fund  UT  South- 
western research  on  HIV  entry  into 
cells,  a genomic  HIV  vaccine,  and  a 
live  Salmonella-hnsed  vaccine  for  de- 
livery of  HIV  antigens. 

“No  one  can  predict  when  we’ll 
have  an  AIDS  vaccine,  but  this  spe- 
cial grant  project  illustrates  that  the 
NIH  has  made  vaccine  research  a 
real  priority,”  said  Richard  Koup, 
MD,  chief  of  infectious  diseases  at 
UT  Southwestern. 
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Baylor  sheds  light  on  body  clock 

Research  at  Baylor  College  of 
Medicine  may  lead  to  better 
treatments  for  sleep  problems 
and  the  regulation  of  hormone  secre- 
tion and  other  bodily  functions  that 
occur  during  a 24-hour  cycle. 

Scientists  have  identified  a second 
gene,  mper2,  that  regulates  the 
body’s  wake-sleep  cycle.  The  gene 
turns  on  4 hours  after  mperl,  the 
first  sleep  gene,  which  was  discov- 
ered last  year.  The  two  genes  are  in- 
volved with  circadian  rhythms  and 
act  as  a relay  team  in  the  sense  that 
the  mper2  turns  on  just  as  the  mperl 
turns  off. 

Baylor  researchers  discovered  that 
one  of  the  two  genes  is  turned  on 
when  exposed  to  a short  pulse  of 
light  during  early  morning  hours. 
This  response  to  light  could  be  criti- 
cal in  the  body’s  ability  to  adapt  to 
changes  in  environmental  light,  such 
as  different  night-and-day  cycles 
people  experience  traveling  to  for- 
eign countries. 

When  kept  in  the  dark  for  several 
days,  the  genes  continue  to  turn  on 
and  off,  but  scientists  observed  dif- 
ferences between  the  two  genes’  abil- 
ity to  reset  their  clocks  during  early 
morning  hours. 

The  study’s  findings  were  pub- 
lished in  the  December  26  issue  of 
the  journal  Cell. 

Boomers  assess  health  care 

Baby  boomers  are  less  satisfied 
with  health  care  than  their  older 
cohorts,  according  to  a Press, 
Ganey  Associates,  Inc,  survey  of  more 
than  1 million  patients.  Baby  Boomers 
(born  between  1946  and  1964)  had  a 
mean  satisfaction  score  of  83.1,  fol- 
lowed by  War  Babies  (born  between 
1940  and  1945)  with  a score  of  84.5, 
and  depressioners  (born  between  1930 
and  1939)  with  a score  of  85.5. 


New  publicatioii  from  TMAll 


STARTING  A MEDICAL  PRACTICE  IN  TEXAS 

by  Donald  P.  Wilcox,  JD  and  Christopher  K.  Davis,  JD 

Learn  hoiv  federal  and  state  laws  regulate  the  practice  of  medicine  in  Texas, 
pins  practical  business,  legal,  tax,  and  managed  care  information  for  starting 
a practicel 

$19  - TMA  members 
$29  - Nonmembers 

To  order,  mail  payment  to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701; 
call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  fax  (512)  370-1632. 


Wood/  Menna  & Company  has 
built  a reputation  for  our  integrity 
and  strong  knowledge  of  the  current 

marketplace. 

We  represent  the  majority  of 
carriers  writing  malpractice  insurance 
in  Texas.  Whether  you  are  in  solo  or 
group  practice  we  have  the  solution  to 
your  insurance  needs,  regardless 
of  your  specialty  or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons 
Liability  • Clinics  • Surgery  Centers  • Hospitals  • IPA's 
SOl's  • MSO's  • Multiple  Specialty  Practices* 

Individual  or  Group  Disability  Insurance 

Wood  / Menna  & Company 
(713)  358-9782 
(800)  856-9782 

wood/menm@malpractice.com 
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You’re  still  in  control 

History  speaks  to  professionalism  today 

An  interview  with  medical  ethicist  Laurence  B.  McCullough,  PhD 

By  Teri  Moran,  Senior  editor 


Luckily  for  patients,  todays  physicians  reject  some 
Hippocratic  doctrine;  otherwise,  they  just  might 
abandon  their  sickest  patients.  The  Hippocratic 
tenet,  some  scholars  say,  advised  physicians  not  to 
aggressively  treat  patients  who  had  little  hope  of  recovery. 


Although  Hippocrates  acknowledged  the  tension  be- 
tween medicine  as  art  and  medicine  as  business,  it  would 
be  centuries  before  physicians  were  called  to  their  highest 
fiduciary  role.  Mainstream  thinking  credits  Hippocrates 
for  founding  Western  medical  ethics.  But  others,  including 
Laurence  B.  McCullough,  PhD,  a professor  of  medical 
ethics  at  Baylor  College  of  Medicine  in  Houston,  argue 
that  ethics  in  medicine  as  a profession  originated  with  John 
Gregory,  an  18th-century  Scottish  physician.  It  was  Dr 


Gregory  who  first  called  upon  physi- 
cians to  put  their  patients’  self-inter- 
ests before  their  own,  even  if  it  meant 
economic  sacrifice. 

Dr  Gregory  formed  a new  concept 
of  medical  ethics  in  response  to  an  en- 
vironment that  did  not  put  patients 
first.  And  the  era  in  which  Dr  Gregory  practiced  also  hap- 
pens to  be  the  period  of  British  medical  history  that  most 
deeply  influenced  American  medicine.  Because  today’s 
health  care  environment  is  looking  more  and  more  like  Dr 
Gregory’s,  both  deserve  a critical  look,  says  Dr  McGullough. 

Dr  McGullough  will  be  one  of  the  featured  speakers 
during  the  general  session  of  TexMed  ’98  Educational 
Showcase  & Expo  on  April  23.  He  shared  his  thoughts  on 
ethics  issues  with  Texas  Medicine. 


★ 


Texas  Medicine:  Why  is  it  beneficial 
for  physicians  today  to  understand 
John  Gregory’s  concept  of  medical 
ethics  and  why  he  developed  it? 

Dr  McCullough:  What  we  are  experi- 
encing today  with  managed  care  is  a 
big  social  experiment  that  could 
blow  up  in  the  laboratory  — we  just 
don’t  know  how  it’s  going  to  turn  out.  But  we  can  study 
history  to  try  to  figure  out  what  hasn’t  changed.  Dr  Gre- 
gory said  the  one  thing  we  all  should  be  able  to  count  on 
is  tbe  integrity  of  doctors,  intellectually  and  morally.  We 
should  be  able  to  trust  them  to  practice  by  high  intellectual 
standards,  to  systematically  put  patients  first,  and  to  be 
willing  to  sacrifice  economically.  That’s  what  distinguishes 
a true  professional  from  a businessman,  and  that’s  one 
thing  that  hasn’t  changed  since  Dr  Gregory’s  day. 

It’s  also  important  to  appreciate  historically  that  by  the 
18th  century,  whatever  there  had  been  of  a medical  profes- 
sion was  gone  and  had  been  replaced  by  rampant  entrepre- 
neurship, at  least  in  the  English-speaking  world.  Dr  Gregory 
thought  the  situation  was  appalling,  and  he  set  out  to  try  to 


change  it  by  giving  us  the  concept  of  the  profession  in  its  eth- 
ical sense.  He  said  medicine  should  first  and  foremost  be  a 
life  of  service  to  patients,  and  that  started  the  process  of  med- 
icine truly  becoming  a profession,  maybe  for  the  first  time. 

As  it  turns  out,  we  ate  re-creating  the  world  Gregory  re- 
acted to  — an  oversupply  of  doctors,  fierce  competition  for 
patients,  control  of  resources  by  lay  managers,  and  ac- 
countability to  lay  managers.  We  think  this  is  all  new,  but 
it  isn’t.  It  was  all  invented  in  the  18th  century. 

Texas  Medicine:  What  was  that  environment  like? 

Dr  McCullough:  As  for  the  practice  of  medicine,  there  was 
no  uniform  pathway  into  the  profession,  nor  were  scientific 
standards  very  high.  There  was  an  oversupply  of  health  care 
practitioners  who  competed  fiercely  — very  fiercely  — in 
the  medical  marketplace.  Physicians  competed  with  other 
physicians,  with  apothecaries,  with  surgeons,  with  mid- 
wives, and  with  other  practitioners  for  market  share,  suc- 
cess, money,  power,  and  prestige.  The  profession  of 
medicine  did  not  yet  exist  because  this  competition  made 
self-interest,  not  service  to  others,  paramount.  Physicians 
were  encouraged  to  leave  off  the  care  of  dying  patients. 
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1 hey  would  pronounce  a patient  in- 
curable and  turn  matters  over  to 
clergy. 

There  was  no  physician-patient  re- 
lationship as  we  know  it  today.  Rich 
patients  could  summon  and  dispose  of 
practitioners  as  they  chose,  and  in  that 
sense,  it  was  a patient-physician  rela- 
tionship. The  deserving,  working  poor 
could  seek  treatment  at  the  Royal  Infir- 
mary of  Edinburgh,  but  first  they  had 
to  get  a ticket  of  admission  from  one  of 
the  infirmary’s  benefactors.  Then,  they 
had  to  pass  screening  by  the  institu- 
tion’s lay  managers,  who  selected 
against  patients  with  fever  or  any  other 
sign  of  life-threatening  illness. 

Market  segmentation  out  of  institu- 
tional self-interest  was  invented  more 
than  200  years  ago,  and  lay  managers 
complained  regularly  of  the  overuse  of 
resources  and  high  mortality  rates  on 
the  teaching  ward.  At  this  first  not-for- 
profit  hospital,  lay  managers  strictly  ra- 
tioned resources  and  didn’t  trust 
doctors  to  do  it.  For  example,  if  you 
had  been  a patient  at  the  infirmary  and 
your  doctor  prescribed  fortified  wine 
and  you  went  to  the  apothecary,  the 
apothecary  would  reach  an  indepen- 
dent judgment  about  whether  you 
needed  it  or  not.  And  if  it  was  too  ex- 
pensive, you  wouldn’t  get  it;  you’d  get  a 
substitute.  Does  that  sound  familiar? 

Texas  Medicine:  It  sounds  a lot  like 
managed  care. 

Dr  McCullough:  Exactly.  And  we  think 
this  is  all  happening  for  the  first  time 
and  that  it’s  an  attack  on  doctors.  But 
it’s  not  happening  for  the  first  time,  and 
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the  reason  it’s  happening  again  is  be- 
cause of  vast  macroeconomic  changes. 
Our  economy  is  just  not  growing  as  fast 
as  it  grew  for  two  or  three  decades  after 
World  War  II,  and  physicians  are  one  of 
the  last  groups  in  our  society  to  face  the 
economic  constraints  of  that  slower 
economic  growth. 

If  we  want  to  be  ethical,  we’ve  got 
to  describe  the  world  as  it  is  and  try  to 


avoid  looking  at  it  through  rose-col- 
ored glasses.  And  every  critic  of  fee- 
for-service  medicine  recognized  the 
perverse  aspect  that  the  more  you  did, 
the  more  you  got.  And  it’s  sometimes 
not  true  that  the  more  you  do,  the 
better  it  is  for  patients. 

The  real  problem  is  that  in  the  cen- 
turies since  Dr  Gregory,  not  enough 
doctors  embraced  his  concept  of  pro- 


Economic  incentives 
don’t  function  like 
loaded  shotguns 
pointed  at  your  h^ad 
They  are  extremely..^ 
powerful,  but  nbt 
one  . has- 


Laurence  B.  McCullough,  PhD,  ivill  discuss  medical  ethics  issues  in  his  address  enti- 
tled “The  Caring  Physician:  A Moral  Life  of  Service  as  a Fiduciary  Professioftal” 
during  the  general  session  of  TexMed  ’98  Educational  Showcase  & Expo  in  Ballroom 
A of  the  Austin  Convention  Center  at  1:30  pm  on  Thursday,  April  23. 
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fessionalism  — that  medicine  should 
be  a life  of  service  to  patients.  As  one 
of  my  deans  once  put  it  years  ago, 
there  are  too  many  “banker  doctors.” 
And  when  the  economic  crunch  came 
in  the  form  of  managed  care,  too 
many  physicians  were  willing  to  put 
self-interest  first  and  patients  second. 

Texas  Medicine:  But  don’t  physicians 
have  good  reason  to  distrust  or  dislike 
aspects  of  managed  care? 

Dr  McCullough:  Of  course,  because 
managed  care  uses  manipulation  of 
economic  self-interest  as  a manage- 
ment tool.  It’s  called  conflict  of  inter- 
est. You  put  physicians’  incomes  at 
risk  and  punish  them  economically  if 
they  don’t  behave  the  way  you  want 
them  to  behave. 

But  if  professionalism  wasn’t  as  ro- 
bust as  it  should  have  been  and  now 
medicine  hits  these  kinds  of  incen- 
tives, you  can  see  how  self-interest  can 
move  to  the  front  burner.  Doctors 
start  worrying  about  having  enough 
income  to  educate  their  kids  and  live 
the  way  they  want  to  live  and  even  to 
have  jobs,  because  doctors  are  getting 
laid  off  now  in  different  parts  of  the 
country.  But  Dr  Gregory  tried  to  warn 
doctors  not  to  let  self-interest  move  to 
the  front  burner.  He  warned  that  it 
would  destroy  the  profession. 

Texas  Medicine:  How  can  medicine 
maintain  its  professionalism? 

Dr  McCullough:  Physicians  need  to 
manage  these  conflicts  of  interest  and 
resource  issues,  first  of  all,  by  insisting 
on  the  highest  scientific  standards. 
Large  institutions  give  physicians  the 
advantage  of  monitoring  one  another, 
which  they  couldn’t  do  as  easily  under 
fee-for-service.  They  can  now  analyze 
usable  data  in  terms  of  quality  instead 
of  having  little  or  no  evidence  to  eval- 
uate quality.  Physicians  can  now  iden- 
tify what  the  best  practice  standards 
are  and  start  to  follow  them.  Fee-for- 
performance  is  emerging  now  because 
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if  we  have  reliable  quality  standards, 
then  we  can  reward  performance. 

Some  managed  care  organizations 
now  manage  just  hy  price,  with  little 
interest  in  quality.  Fhat  has  to  he  dealt 
with  and  exposed  and  those  compa- 
nies should  be  put  otit  of  business. 
That  process  may  he  moving  forward 
in  American  courtrooms. 

Texas  /Vied/cine:  What  can  individual 
physicians  do? 

Dr  McCullough:  Physicians  are  losing 
some  autonomy,  and  their  incomes  are 
at  risk  of  going  down.  They  can  re- 
spond to  the  loss  of  control  with  anger, 
and  they  can  respond  to  the  loss  of  in- 
come with  fear.  Those  are  two  of  the 
most  powerful  and  corrosive  human 
emotions,  and  when  they’re  in  combi- 
nation, they  tend  to  be  synergistic.  You 
can  lose  sight  of  what’s  important.  But 
what  are  physicians  still  in  control  of? 
The  decision  to  put  the  interests  of  the 
patient  first  — they  haven’t  lost  control 
of  that,  and  that’s  the  first  thing  they’ve 
got  to  realize.  They  still  are  in  control 
of  what’s  important.  They  may  have  to 
make  some  economic  self-sacrifice  to 
do  that,  and  sometimes  it’s  not  a trivial 
sacrifice.  But  that  decision  remains  un- 
der their  free  control. 

Economic  incentives  don’t  func- 
tion like  loaded  shotguns  pointed  at 
your  head.  They  are  extremely  power- 
ful, but  no  one  has  taken  away  physi- 
cians’ control  of  deciding  to  put  their 
patients  first. 

Dr  Gregory  said  physicians  have  to 
be  intellectually,  morally,  and  ethically 
disciplined  and  be  willing  to  choose 
their  patients’  interests  over  their  own. 
In  his  day,  “’Whom  can  I trust?”  was  a 
question  not  far  from  the  mind  or  lips 
of  any  sick  person.  In  order  to  uphold 
professionalism  today,  physicians  must 
be  willing  to  make  some  reasonable  self- 
sacrifice  and  appreciate  that  it  hasn’t 
gotten  bad  yet  — it’s  probably  going  to 
get  worse  economically  — but  loss  of 
patients’  trust  would  be  worse  still.  ★ 
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When  35 

Texas  physicians 
gathered  at  an 
Austin  Methodist  church  in 
1853  to  organize  the  basis  of 
a state  medicai  association, 
they  couidn’t  have  foreseen  the 
changes  their  profession  wouid 
endure  or  the  significance  of 
that  first  meeting. 
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Nearly  150  years  later,  the 
Texas  Medical  Association 
Is  preparing  for  a meeting 
as  important  as  the  first  one. 
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TMA’s  new  annual  meeting 
has  something  for  everyone. 
By  Johanna  Franke, 
Associate  editor 


exMed  ’98:  Educational  Showcase 
& Expo  is  a vision  of  the  TMA  Board  of 
Trustees  and  will  set  the  tone  for  future 
TMA  annual  meetings  in  the  next  cen- 
tury. This  year’s  meeting  will  be  held 
Thursday  through  Sunday,  April  23—26, 
at  the  Austin  Convention  Center.  Orga- 
nizers hope  the  earlier  date  will  attract 
more  medical  students,  who  could  not 
attend  previous  annual  sessions  held  in 
May  because  of  final  exams,  says  Dallas  obstetrician-gyne- 
cologist Dennis  Factor,  MD,  secretary  of  the  Board  of 
Trustees  and  former  chair  of  the  Council  on  Annual  Ses- 
sion and  Scientific  Programming. 

The  Texas  State  Board  of  Medical  Examiners  (TSBME) 
requires  physicians  to  earn  24  hours,  including  12  formal 
hours,  of  continuing  medical  education  (CME)  to  renew 
their  medical  licenses  every  year.  Beginning  in  January 
1999,  TSBME  will  require  physicians  to  obtain  1 of  their 
12  formal  CME  hours  in  medical  ethics  and/or  profes- 
sional responsibility.  Because  nearly  200  hours  of  free 
CME  will  be  offered  during  TexMed  ’98,  physicians  can 
fulfill  these  obligations  by  attending  just  one  meeting. 

With  the  theme  “Celebrate  the  Family  of  Medicine,” 
TexMed  ’98  offers  physicians  opportunities  to  consult  with 
their  peers  and  to  participate  in  activities  for  the  whole  family. 


“We  want  to  save  physicians  money  and  time,  and  in- 
crease the  importance  of  the  meeting  to  them,”  said  McAllen 
family  practitioner  Rafael  Garza,  MD,  chair  of  the  Council 
on  Annual  Session  and  Scientific  Programming.  “Our  goal  is 
to  make  this  meeting  the  medical  meeting  in  Texas.” 

TexMed  ’98  is  a valuable  member  benefit  during  a time 
when  physicians  are  “intensely  examining  medical  associa- 
tions for  professional  and  ethical  support  in  a very  complex 
medical  environment,”  said  Dallas  psychiatrist  Byron 
Howard,  MD,  chair  of  the  TMA  Board  of  Trustees.  “Texas 
physicians  are  not  only  looking  for  educational  programs  on 
ethics,  socioeconomics,  and  the  advancement  of  medical 
technology,  but  also  association  representation  and  services 
that  help  them  minimize  the  hassles  of  their  practices.” 

One-Stop  CME  shopping 

Even  with  their  commitments  to  council,  com- 
mittee,  and  House  of  Delegates  activities,  physicians  can 
potentially  complete  all  their  annual  CME  requirements  at 
TexMed  ’98  through  scientific  programming  and  the  new 
CME  on  Demand  Center. 

TMA  is  certified  by  the  Accreditation  Council  for  Con- 
tinuing Medical  Education  to  sponsor  CME  for  physicians, 
and  TexMed  ’98  scientific  programming  counts  for  24.25 
American  Academy  of  Family  Physicians  Prescribed  hours. 
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[ A rSBME  ruling  allows  physicians  to  apply  excess  hours 
earned  in  one  reporting  period  toward  the  next  2 years’  re- 
quirements. Up  to  48  excess  credit  hours  can  he  applied 
during  the  2 years  after  they  are  earned. 

Scientific  programming  at  FexMed  ’98  will  appeal  to  the 
broad  family  of  medicine,  says  Houston  pathologist  P. 
Ridgway  Gilmer,  Jr,  MD,  a member  of  the  Council  on  An- 
nual Session  and  Scientific  Programming.  “We’re  trying  to 
coordinate  the  content  of  the  programs  so  they  are  relevant 
to  both  specialists  and  primary  care  physicians,’’  he  said. 

PexMed  ’98  attendees  can  fulfill  their  medical  ethics 
CME  requirement  bv  attending  the  presentation  “The  Car- 
ing Physician:  A Moral  Life  of  Service  as  a Eiduciary  Profes- 
sional ” by  Laurence  McCullough,  PhD,  of  Baylor  College  of 
Medicine’s  Center  for  Ethics  and  Public  Health  (see  related 
story  on  pp  28-31).  Physicians  should  look  in  the  TexMed 
’98  final  program  for  a magnifying  glass  with  the  letter  ‘E’ 
for  ethics  to  identify  other  CME  opportunities  in  this  area. 

Dr  McCullough  will  join  two  other  speakers  at  the  general 
session  on  Thursday,  from  1:30  to  4:30  pm,  in  the  conven- 
tion center  ballroom.  During  the  keynote  address,  Dallas 
pathologist  Beck  Weathers,  MD,  (see  related  story  on  pp  38- 
42)  will  share  his  experience  of  nearly  dying  twice  during  an 
expedition  to  Mount  Everest  in  1996  and  his  renewed  focus 
, on  family.  And,  as  part  of  TMA’s  Live  & Then  Give  program 
j and  National  Organ  and  Tissue  Donor  Awareness  Week,  Su- 
san Kearns  Benner  (see  related  story  on  pp  48-50),  who  do- 
nated a kidney  to  a former  high  school  classmate  whom  she 
had  not  seen  in  more  than  33  years,  rounds  out  the  list  of 
j speakers. 

Physicians  who  cannot  attend  these  programs  can  earn 
CME  hours  through  the  CME  on  Demand  Center,  which 
features  CME  to  Go  and  CME  on  the  Run.  The  center,  a 
miniature  version  of  the  TMA  Library,  will  be  located  out- 
side the  south  exhibit  hall  on  the  convention  center’s  first 
floor.  It  will  be  open  from  7 am  to  6 pm  on  Thursday  and 
Friday,  and  from  7 am  to  1 pm  on  Saturday. 

TMA’s  Practice  Management  Services  Department  will 
offer  CME  to  Go  in  the  form  ofTMA/Texas  Medical  Lia- 
bility Trust  risk  management  home  study  programs.  The 
programs,  which  physicians  can  purchase,  range  from  3 to 
12  hours  in  length. 

For  CME  on  the  Run,  physicians  can  check  out  the  lat- 
est videos  and  CD-ROMs  produced  by  the  Network  for 
Continuing  Medical  Education  and  audiocassettes  pro- 
duced by  the  AudioDigest  Foundation.  Independent  study 
carrels  with  computers,  videocassette  recorders,  and  audio- 
cassette players  will  be  available  for  physicians  to  complete 
modules  on  specialty-specific  subjects,  as  well  as  topics  such 
as  domestic  violence,  obesity  treatment,  aging,  and  the  le- 
gal and  ethical  dilemmas  of  current  clinical  practice. 

From  3 to  5 pm  on  Friday,  Teresa  B.  Habel,  director  of 
education,  and  Eileen  Horka,  RN,  nurse  trainer,  both  of 


the  Texas  Health  and  Human  Services  Commission’s  Of- 
fice of  Investigation  and  Enforcement,  will  discuss  “Klenti- 
fying  Potential  Cases  of  Fraud,  Waste,  or  Abuse  in  the  State 
Medicaid  Program.”  1 here  will  be  no  charge  for  admission. 

Victoria  obstetrician-gynecologist  Philip  Suarez,  MD, 
president  of  Internet  Connect  Services,  Inc,  and  Patrick 
Suarez,  Internet  development  manager  at  Knowledge 
Links,  Inc,  in  Springfield,  Ohio,  will  offer  the  Internet 
seminar  “Getting  Online@l’MA,”  Thursday  through  Sat- 
urday, from  9 am  to  noon.  The  seminar  will  be  presented 
in  the  Independence  Room  on  the  first  Boor  of  the  con- 
vention center  for  $50  per  person. 

The  TMA  Library’s  popular  Internet  Gateway,  where 
physicians  can  explore  the  Internet  for  free,  will  be  located 
in  the  exhibit  hall,  the  hub  of  activity  for  TexMed  ’98. 

Where  it’s  at 

“TMA  MEMBERS  ARE  LOOKING  FOR  A WAY  TO  COMMUNl- 
cate  better  with  their  peers  at  association  meetings  — to 
find  out  what’s  happening  to  others  and  to  know  they’re 
not  alone,”  said  TMA  President  Phil  H.  Berry,  Jr,  MD. 

CME  research  shows  that  physicians  rank  “curbside  con- 
sults,” or  impromptu  consultations  with  fellow  physicians, 
as  highly  as  didactic  classroom  experiences.  Dr  Garza  says. 
The  Physicians’  Lounge,  a new  addition  in  the  center  of  the 
exhibit  hall,  provides  an  area  for  meeting  and  consulting 
with  colleagues.  Afternoon  snacks  will  be  provided  in  the 
lounge  Thursday  and  Friday,  and  complimentary  continen- 
tal breakfasts  will  be  served  on  Friday  and  Saturday. 

The  Member  Service  Pavilion,  which  includes  booths 
manned  by  TMA  staff  and  TMA-endorsed  vendors  and 
consultants,  will  surround  the  Physicians’  Lounge  to  offer 
information  on  the  benefits  ofTMA  membership. 

TMA  experts  will  also  be  on  hand  in  the  exhibit  hall  to 
provide  free  informal  lectures  and  non-CME-credit  pre- 
sentations, ranging  from  15  to  30  minutes,  on  topics  such 
as  capitation,  coding,  and  workers’  compensation.  Presen- 
tations geared  toward  medical  students,  residents,  and 
physicians  entering  practice,  as  well  as  medical  couples, 
will  be  offered.  Check  the  TexMed  ’98  final  program  for 
presentation  titles,  exact  dates,  and  times. 

The  registration  area,  message  center,  and  the  entrance 
to  the  House  of  Delegates,  as  well  as  the  concierge  desk, 
where  attendees  can  get  help  with  dinner,  hotel,  and 
TexMed  ’98  event  arrangements,  will  all  be  in  the  exhibit 
hall.  A silent  auction,  where  physicians  can  bid  on  items  if 
they’re  not  able  to  attend  the  TMA  Foundation’s  “Magic” 
Benefit  (see  related  story  on  p 16)  on  Friday  night,  also  will 
be  available  there.  And  the  complimentary  “Meet  the  Can- 
didates” reception,  hosted  by  the  county  medical  societies, 
will  kick  off  TexMed  ’98  in  the  exhibit  hall  immediately 
following  the  general  session  on  Thursday. 
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Dr  Garza  says  the  exhibits  will  have  a little  different 
look  this  year.  “We  are  encouraging  the  exhibitors  to  be 
more  creative  with  their  displays,”  he  said.  “For  instance, 
exhibits  might  include  games  physicians  can  play  to  learn 
more  about  the  products.” 

And  for  the  first  time  in  TMA  history,  nonmedical  ex- 
hibitors, such  as  travel  groups,  will  display  their  products 
and  services. 

We  are  family 

In  addition  to  reuniting  the  state’s  family  of 
medicine,  TexMed  ’98  will  bring  together  physicians’  fam- 
ilies by  providing  child  care  and  a variety  of  activities  at  a 
wide  range  of  prices.  TexMed  ’98  organizers  are  hoping 
these  features  will  enable  more  young  TMA  members  to  at- 
tend the  annual  meeting  and  take  advantage  of  its  educa- 
tional and  entertaining  opportunities. 

“We  feel  like  this  is  a family  event  in  every  sense  of  the 
word,”  Dr  Berry  said.  “Physicians  will  be  able  to  commu- 
nicate with  each  other  as  well  as  celebrate  the  commitment 
they  have  to  their  families.” 

TMA  is  subsidizing  child  care  from  7 am  to  5 pm  on 
Thursday  and  Friday,  and  from  7 am  to  noon  on  Saturday  at 
the  convention  center.  Rates  for  full-day  care  range  from  $24 
to  $34  per  child.  From  5:30  to  1 1:30  pm  on  Friday  night, 
child  care  ranging  from  $29  to  $39  will  be  provided  at  the 
Four  Seasons  F3otel  during  the  TMA  Foundation  benefit. 

Kids  Konventions  of  Texas,  an  Austin  firm  specializing 
in  child  care  for  meetings  and  conventions,  will  offer  age- 
appropriate  activities  such  as  games,  educational  materials, 
and  arts  and  crafts  for  the  children.  Child  care  providers, 
who  undergo  criminal  background  checks,  are  certified  in 
first  aid  and  cardiopulmonary  resuscitation. 

Kids  Konventions  enforces  entrance  and  exit  precau- 
tions. When  a family  leaves  a child,  a Polaroid  picture  is 
taken  of  family  members  so  a photo  identification  match 
can  be  made  when  they  return  for  the  child.  Physicians  can 
give  pager  numbers  to  child  care  workers  in  case  any  prob- 
lems arise.  TMA  will  provide  a light  breakfast,  two  snacks, 
and  a light  lunch  for  the  children. 

But  to  celebrate  the  family  of  medicine,  TMA  encour- 
ages all  family  members  to  attend  many  of  the  TexMed  ’98 
activities.  “We  want  this  to  be  a vacation  for  the  whole  fam- 
ily, not  just  a meeting  for  the  physician,”  Dr  Garza  said. 

The  TMA  Alliance  invites  physicians  and  their  families  to 
an  evening  at  the  Lady  Bird  Johnson  Wildflower  Center  on 
Thursday,  from  6:30  to  10  pm.  Adult  tickets  are  $45  each, 
and  child  tickets  are  $5.  The  evening  includes  guided  tours 
of  the  center,  a seated  dinner,  and  a presentation  by  Reverend 
Chuck  Meyer,  vice  president  of  operations  at  St  David’s  FIos- 
pital  in  Austin.  A separate  children’s  program  includes  their 
own  tour,  activities,  and  dinner  in  the  children’s  area. 


An  alternative  for  families  to  the  TMA  Foundation  ben- 
efit on  Friday  is  the  Riverboat  Bat  Cruise  from  6:30  to  8:30 
pm.  For  $15  per  person,  families  can  see  Austin’s  famous 
Mexican  free-tailed  bat  colony  from  the  old-fashioned  pad- 
dle wheel  Lone  Star  Riverboat  as  it  cruises  Town  Lake. 
Snacks  and  beverages  will  be  served  on  the  boat. 

For  $5  per  person,  physicians  and  their  families  can  ex- 
perience Fiill  Country  wildlife  at  the  Barton  Creek  Flabitat 
Preserve  on  Saturday  from  9 am  to  noon.  The  guided  walk- 
ing tour  ends  at  a covered  pavilion  where  refreshments  will 
be  served.  The  4,000-acre  preserve  in  the  hills  of  southwest 
Austin  is  normally  closed  to  the  public,  so  attendees  should- 
n’t pass  up  these  special  arrangements  made  by  Wichita  Falls 
anesthesiologist  James  Godwin,  MD,  a member  of  the  TMA 
Council  on  Annual  Session  and  Scientific  Programming. 

On  Thursday  and  Friday  nights,  the  TexMed  Dinner 
Club  offers  an  informal  and  fun  way  for  both  singles  and 
couples  to  experience  some  of  Austin’s  best  cuisine  on  short 
notice.  TMA  will  make  reservations  for  tables  of  up  to  10 
people,  and  physicians  can  sign  up  for  a restaurant  with  the 
concierge  before  6 pm  on  the  evenings  they  wish  to  partic- 
ipate. They’ll  receive  place  cards  complete  with  directions 
to  the  restaurant  when  they  make  reservations. 

Sports  enthusiasts  can  participate  in  TexMed  ’98  activi- 
ties beginning  with  Wednesday’s  C.  Lincoln  Williston  Golf 
Tournament  for  $125  per  person.  The  tournament  benefits 
the  TMA  Foundation  (see  related  story  on  p 16).  Wednes- 
day evening’s  casual  5K  Bat  Run  along  Town  Lake’s  hike- 
and-bike  trail  costs  $20  per  person.  Two-hour  fly-fishing 
clinics,  conducted  by  the  Austin  Angler,  are  $40  per  person 
and  will  be  held  on  the  Town  Lake  shores  Friday  and  Sat- 
urday mornings.  TMA  also  has  reserved  tennis  courts  at  the 
Westwood  Country  Club  on  Saturday  from  2 to  4 pm,  for 
both  singles  and  doubles  players,  at  $10  per  person. 

Old  standards  of  TMA’s  annual  meeting  will  still  be 
around,  such  as  the  Fifty  Year  Club  reception  and  dinner 
meeting,  and  the  Oenological  Society  dinner  and  wine  tast- 
ing, both  scheduled  for  Thursday.  Alumni  groups  will 
gather  on  Thursday,  Friday,  and  Saturday  nights.  And,  as 
always,  the  TMA  House  of  Delegates  will  meet  Thursday 
and  Friday  to  make  important  policy  decisions  that  will  af- 
fect the  health  care  of  all  Texans. 

More  significant  changes  will  be  made  for  TexMed  ’99 
and  21st  century  annual  meetings  to  bring  programming 
into  line  with  member  needs  and  current  trends,  Dr  Factor 
says.  “There  are  a lot  of  things  in  transition  right  now,  but 
we  hope  our  inaugural  year  of  really  trying  to  make  the  an- 
nual meeting  more  attractive  to  physicians  and  their  fami- 
lies is  successful.” 

For  more  information  on  TexMed  ’98,  contact  Paula 
Rigling  at  (800)  880-1300,  ext  1450,  or  (512)  370-1450; 
e-mail  her  at  paula_r@texmed.org;  or  visit  TMA’s  Web  site 
at  www.texmed.org.  ★ 
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TexMed  ’98  at  a Glance  • April  23-26, 1998  • Austin 


WEDNESDAY  - April  22 

FRIDAY  - APRIL  24 

SATURDAY  - APRIL  25 

Sports  Events 

Sports  Events 

Sports  Events 

Golf  ( 1 ;30  pm) 

Fly-fishing  Clinic  (7-9  am) 

Fly-fishing  Clinic  (7-9  am) 

Fun  Run  (6  pm) 

7-9  am 

Tennis  (2-4  pm) 

Continental  Breakfast  in  the  Exhibit  Hall 

7 am-noon 

THURSDAY  - April  23 

7 am-5:30  pm 

Exhibits 

8-9:30  am 

Exhibits 

9 am-noon 

House  of  [delegates 

9 am-noon;  1:30-4  pm 

Barton  Creek  Habitar  Preserve  Tour 

9 am-noon 

House  of  Delegates 

9 am-noon 

Internet  Seminars 

Scientific  Sections 

Interner  Seminar 

11  am-6  pm 

9 am-5  pm 

Specialty  Societies 

Exhibirs 

Diseases  of  the  Chest  (8;  15  am-4  pm) 

Texas  Dermatological  Society  (8:30  am- 12:30  pm) 

Endocrinology  (8:30  am-12:30  pm) 

Texas  Orthopaedic  Association  (8  am-5  pm) 

7:55  am-4:15  pm 

Family  Practice 

Texas  Society  of  Anesthesiologists  (7:50  am-5  pm) 

Texas  Academy  of  Family  Physicians 

Neurological  Surgery  (8:30  am-4:45  pm) 

Obstetrics  and  Gynecology 

Scientific  Sections 

10  am-1  pm 

Ophthalmology 

9 am-5  pm 

Reference  Committees 

Otolaryngology  (8  am-5  pm) 

Allergy,  Asthma  and  Clinical  Immunology 

Plastic,  Reconstructive  and 

Colon  and  Rectal  Surgery  (8  am-noon) 

Scientific  Sections 

Maxillofacial  Surgery  (9  am-4:30  pm) 

Internal  Medicine  (9  am-4: 15  pm) 

Digestive  Diseases  (9  am-noon) 

Psychiatry 

Neurological  Surgery 

Public  Health 

Neurolog)’  (9  am-1 2:45  pm) 

Symposia 

Surgery 

Ophthalmology 

Blood  and  Tissue  Usage  (2-5  pm) 

Otolaryngology  (8:30  am-noon) 

Emergency  Medicine  (9  am-f  pm) 

Symposia 

Pathology 

Diabetes  (2-5  pm) 

Pediatrics  (8:30  am-noon) 

1:30-4:30  pm 

Dual  Diagnosis  (9  am-noon) 

Physical  Medicine  and 

General  Session 

Geriatrics  (9  am-5  pm) 

Nuclear  Waste  and  Border  Health  (1:30-5  pm) 

Rehabilitation  (8  am-noon) 

4:30-6  pm 

Pain  ( 1-5:30  pm) 

Symposia 

CMS  “Meet  the  Candidates”  Reception 

Sports  Medicine  (8  am-noon) 

Addictions  (8  am-3  pm) 

in  rhe  Exhibit  Hall 

Cardiovascular  Diseases  (9-1 1 am) 

Specialty  Societies 

Diabetes  (9  am-noon) 

After  6 pm 

Texas  Dermatological  Society  (1:30-5  pm) 

Alumni  Events 

Texas  Orthopaedic  Association  (1-5  pm) 

House  of  Delegates  Sections 

Alliance  Event  at  the  Lady  Bird  Johnson 

Organized  Medical  Staff 

Wildflower  Center 

Noon-1:30  pm 

Medical  Student 

1 MA/’FMAA  Installation  Luncheon 

2-5  pm 

Resident  Physician 

Young  Physician 

Risk  Management  Workshop 

After  6 pm 

Alumni  Events 

3-5  pm 

HHS  Medicaid  Fraud  and  Abuse  Program 

Specialty  Society  Functions 

6-11  pm 

TMA  Foundation  Benefit 

After  6 pm 

Specialty  Society  Functions 

Riverboat  Bat  Cruise 

SUNDAY  - APRIL  26 

Texas  Dermatological  Society  (8:30  am-noon) 

FACILITIES 


Austin  Convention  Center 

House  of  Delegates,  scientific  and  general  sessions, 
exhibits 

Four  Seasons  Hotel 

General  housing 


Hyatt  Regency  Austin  on  Town  Lake 

Delegates’  housing;  boards,  councils,  committees 

Marriott  at  the  Capitol 

Scientific  program  participants’  housing, 
general  housing 


Omni  Austin  Hotel 

TMA  Alliance  headquarters,  general  housing 

Driskill,  Embassy  Suites,  Doubletree  Suites, 
Radisson,  Sheraton,  Holiday  Inn-Town  Lake, 

General  housing 


VOLUME  94  ★ NUMBER  3 


37 


TexMed  ’98 


Sense  of  grace 

Dallas  physician  savors  life  afier  near-death  on  Mount  Everest 

By  Laura  J.  Albrecht,  Photo  editor 


he  night  was  magnificent  at  26, 100  feet.  A day  of 
blistering  winds  had  ended.  The  temperature  was 
an  invigorating  1 0 degrees  below  zero.  The  stars 
were  close  enough  to  grab  and  pocket.  A heav- 
enly moment  to  head  to  the  top  of  the  world.  But  in  high- 
altitude  climbing,  the  game  can  change  within  seconds. 

On  May  10,  1996,  nine  climbers,  including  two  world- 
class  guides,  perished  in  the  Death  Zone  (above  25,000 
leet)  on  Mount  Everest.  One  climber  — Dallas  pathologist 
Beck  Weathers,  MD  — was  given  a second  chance.  His  re- 
turn Irom  the  darkness  of  near-death  remains  a marvel 
even  today  to  those  in  the  climbing  and  medical  commu- 
nity. And  to  himself. 

“I  managed  to  get  a pretty  good  wake-up  call,  ” said  Dr 
Weathers,  who  will  tell  his  riveting  tale  of  tragedy  and  rev- 
elation during  the  TexMed  ’98  Educational  Showcase  & 

Expo  general  session.  “It  causes  you  to  think  through  what 
is  really  important  in  your  life.  It’s  not  that  you  don’t  know 
what  those  values  are,  but  it’s  that  you  haven’t  stopped  long 
enough  to  question  what  you  are  doing.  You  somehow 
think  that  those  people  and  those  moments  will  still  be 
there  later  when  you  have  time  to  slow  down.” 

When  he  left  for  the  chance  to  climb  the 
world’s  highest  peak.  Dr  Weathers  didn’t  know 
what  lile  would  be  like  upon  his  return  to 
Texas.  He  had  pushed  his  family  and  col- 
leagues so  far  away  he  wasn’t  sure  if  they 
would  be  around.  “There  are  no  easy  mar- 
riages,” Dr  Weathers  said.  “It’s  not 
enough  just  to  love  someone.  You  have 
to  be  there  when  they  need  you.” 

Dr  Weathers  thought  his  final 
climb  would  take  pressure  off  his 
lamily.  “I  don’t  think  I realized  my 
personal  relationships  were  so  far 
gone.  Win,  lose,  or  draw 
on  my  Everest  climb,  I 
thought  it  being  my  last 
would  relieve  the  enor- 


family.  The  only  problem  is  by  that 
point,  they  didn’t  believe  it.” 

Like  high-altitude  climbers,  physi- 
cians are  not  immune  to  the  drive  and 
dedication  that  can  consume  them. 
“It’s  important  as  doctors  that  we 
don’t  lose  track  that  we  are  healers,” 
Dr  Weathers  said.  “I  traveled  all  over 
the  world  seeking  something  to  make  me  whole  and  all 
along  it  was  in  my  own  backyard.  In  the  end,  the  only  thing 
that  matters  are  the  people  you  hold  in  your  heart  and  those 
who  hold  you  in  theirs.” 


At  home  in  Dallas,  Beck  Weathers, 
MD,  has  time  to  reflect  on  his  near- 
death experience  on  Mount  Everest. 
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mous  pressure  on  my 
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a supreme  act  of  faith  the 
first  time  you  step  out  on  one  of 
those  ladders  with  a full  pack  and 
steel  crampons.There  is  nothing 
but  air  underneath  you,  and  anxiety 
transforms  into  stark  terror.” 

After  sticcessfilly  crossing  a crevasse. 

Beck  Weathers,  MD,  aids  a fellow  climber. 

PHOTO  COURTESY  BECK  WEATHERS,  MD 


Getting  up  the  big  rascal 

The  trick  to  reaching  the  29,028-foot 
summit  of  Mount  Everest,  located  in 
the  Himalayas  that  separate  China 
and  Nepal,  is  fairly  straightforward. 
Through  a series  of  five  camps  placed 
on  the  mountain,  climbers  move 
themselves  up  and  down  over  a period 
of  several  weeks,  allowing  their  bodies 
to  adjust  to  headaches,  nausea,  cough, 
and  the  ever-present  cold.  In  addition, 
there  is  the  danger  of  frostbite,  pul- 
monary edema,  or  cerebral  edema. 
And  then  there  is  also  the  possibility 
of  falling  off  the  face  of  the  mountain. 

“You  are  gradually  convincing  your 
body  you  are  not  kidding,”  Dr  Weath- 
ers said.  “In  fact,  you  are  going  to  take 
it  higher  and  higher  and  higher  and  it 
had  better  get  used  to  the  idea.  It  is 
amazing  how  the  body  is  able  to  adapt.” 

Just  outside  their  front  tent  flaps  at 
Everest  Base  Camp  (17,600  feet), 
climbers  are  introduced  to  the  infa- 
mous Khumbu  Ice  Fall.  Ifs  a treacher- 
ous front  yard  where  ice  and  snow 
funnel  into  a valley  from  three  peaks 


— Everest,  Lhotse,  and  Nuptse.  To 
cross  the  crevasses,  one  to  four  alu- 
minum ladders  are  lashed  together, 
providing  a bridge  to  the  other  side. 
Climbers  can  only  imagine  that  some- 
where below  a solid  surface  exists. 

“It’s  a supreme  act  of  faith  the  first 
time  you  step  out  on  one  of  those  lad- 
ders with  a full  pack  and  steel  cram- 
pons,” he  said.  “There  is  nothing  but 
air  underneath  you,  and  anxiety  trans- 
forms into  stark  terror.” 

The  use  of  oxygen  comes  into  play 
once  climbers  have  reached  Camp  4 
(26,000  feet)  at  the  South  Col.  Dr 
Weathers  calls  the  High  Camp  “one  of 
the  most  miserable  places  on  Earth.” 
Once  there,  climbers  find  a landscape 
of  rocks  and  hard  ice  sprinkled  with 
thousands  of  spent  oxygen  bottles  left 
from  previous  expeditions.  Add  to 


that  the  occasional  body  of  a climber 
whose  final  resting  place  is  where  he 
or  she  struggled  for  the  last  gulp  of  air. 

“As  you  move  into  the  Death  Zone 
your  body  is  consuming  itself  at  an 
enormous  pace,”  Dr  Weathers  said. 
“You  are  not  able  to  eat,  drink,  or  sleep.” 
From  this  point,  climbers  make  their  fi- 
nal push  to  the  summit  of  Everest. 

“Climbers  say  fear  brings  caution,” 
Dr  Weathers  said.  “Being  afraid  is  not 
the  issue.  It’s,  do  you  still  function 
while  you  are  afraid?” 

Perversion  of  Mother  Nature 

The  wind  was  blowing  fairly  hard 
when  Dr  Weathers  and  his  teammates 
reached  Camp  4. 

They  were  looking  forward  to  the 
confines  of  their  tents  before  the  final 
quest  to  the  summit.  Dr  Weathers,  tired 


Beck  Weathers,  MD,  will  discuss  how  his  near-death  experience  on  Mount  Everest 
changed  his  life  and  his  relationship  with  his  family  during  the  general  session  of 
TexMed  98  Educational  Showcase  dr  Expo  in  Ballroom  A of  the  Austin  Convention 
Center  at  1:30  pm  on  Thursday,  April  23. 
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from  a full  day  ol  climbing,  crawled 
into  his  tent  and  was  confident  that  af- 
ter a full  day  ol  rest  he  woulci  soon  be  at 
the  highest  point  in  the  world. 

“Then  Mother  Nature  did  some- 
thing that  was  rather  perverse,”  Dr 
Weathers  said.  “The  wind  stopped.”  It 
was  then  that  Adventure  Consultants 
guide  Rob  Hall  yelled  into  the  tents, 
“Guys,  we  are  rolling.” 


Dr  Weathers  made  a promise  he  now 
calls  “stupid.”  “I  promised  [Rob]  Hall  I 
would  stick  to  this  spot.  It  never  oc- 
curred to  me  that  he  would  never  come 
back.”  Mr  Hall  died  high  on  the  moun- 
tain after  talking  to  his  pregnant  wife  via 
a phone  patch  from  New  Zealand. 

“I  stayed  too  long  at  the  party,” 
said  Dr  Weathers,  who  was  stranded 
at  22,000  feet. 


team.  The  climbers  fought  to  stay 
warm.  They  huddled  together,  belly- 
to-belly,  slapping  one  another  to  gener- 
ate heat.  At  this  point.  Dr  Weathers 
found  himself  slipping  into  a hy- 
pothermic coma.  “I  felt  like  I was  float- 
ing and  someone  was  pulling  me  across 
the  ice.  I was  not  cold  anymore,  and 
even  in  my  state,  I recognized  this  was 
probably  not  a good  thing,”  he  said. 


“I  traveled  ail  over  the  world  seeking 
something  to  make  me  whole  and  all 
along  it  was  in  my  own  backyard.  In 
the  end,  the  only  thing  that  matters 
are  the  people  you  hold  in  your  heart 
and  those  who  hold  you  in  theirs.** 

Beck  Weathers,  MD,  beneath  Tibetan  prayer  flags 
at  Mount  Everest  Base  Camp. 

PHOTO  COURTESY  BECK  WEATHERS,  MD 


The  team  was  on  its  way.  With  the 
aid  of  oxygen.  Dr  Weathers  resorted 
to  his  “zombie  routine.”  To  make  the 
labored  hike  (where  every  step  and 
breath  is  a struggle)  bearable,  be 
turned  his  mind  off.  Literally  “zoning 
out,”  he  would  watch  the  heels  of  the 
climber  in  front  of  him.  Forward 
progress  was  gradual,  and  it  worked 
well  going  straight  up.  But  Dr  Weath- 
ers realized  he  had  a problem  when  he 
began  a traverse  at  the  bottom  of  the 
Southeast  Ridge.  His  vision  was  be- 
coming blurred. 

He  had  undergone  radial  kerato- 
tomy  (RK)  surgery  to  be  safer  in  the 
mountains,  but  what  he  didn’t  know 
was  that  some  RK  surgery  patients 
have  unexplained  vision  shifts  at  high 
altitude.  His  right  eye  was  completely 
blurred  and  his  left  eye  was  not  much 
better.  He  realized  he  had  lost  his  depth 
perception  and  could  climb  no  higher. 
Dr  Weathers  relayed  his  problem  to  his 
guide,  who  told  him  to  stay  put  and  he 
would  guide  him  down  after  the  rest  of 
the  team  had  reached  the  summit. 


Cheating  death 

Help  did  come  to  the  mountain.  But 
not  before  a living  and  dying  hell 
erupted. 

Another  guide,  Australian  Mike 
Groom,  arrived,  and  Dr  Weathers’  team 
began  the  descent  to  Camp  4.  They 
made  it  to  the  South  Col  and  were 
“home  free”  and  only  a few  hundred 
yards  from  camp,  says  Dr  Weathers. 

“About  this  time,  we  heard  this 
sound  that  was  like  a squadron  of  747s 
coming  in  on  you,”  Dr  Weathers  said. 
The  storm  that  had  been  below  was 
now  roaring  up  the  Lhotse  face,  com- 
pressing over  the  South  Col  and  slam- 
ming into  the  climbers.  They  were 
caged  in  a whiteout  with  winds  blow- 
ing at  70  knots.  Even  with  the  temper- 
atures dropping  to  50  below  zero,  Dr 
Weathers  said,  “it  didn’t  seem  that  aw- 
ful.” He  knew  camp  was  “right  over 
there,”  and  if  he  threw  a stone  he  could 
hit  it.  The  only  problem  was  he  didn’t 
know  which  way  to  throw  the  stone. 

Mother  Nature  and  Mount  Everest 
had  joined  to  destroy  the  stranded 


“There  is  something  we  all  know  in  the 
high  mountains  — if  you  go  into  hy- 
pothermic coma,  you’ll  never,  ever,  ever 
wake  up.  It’s  a truth  we  all  accept.” 

What  occurred  next  was  certainly 
not  found  in  any  textbook  or  moun- 
tain guidebook.  Erozen,  buried  in 
snow,  and  barely  breathing,  Dr  Weath- 
ers emerged  from  his  mountain  grave. 
He  returned  to  a sense  of  conscious- 
ness and  looked  at  his  gloveless  right 
hand  sticking  out  of  his  parka  sleeve. 
He  hit  the  “gray,  dead  thing”  on  the  ice 
and  it  made  a thud  like  a block  of 
wood.  That  sound  grabbed  his  atten- 
tion enough  to  know  he  was  some- 
where on  the  mountain,  and  alive. 

“I  did  know  that  the  cavalry  was  not 
going  to  show  up,”  Dr  Weathers  said. 
“I  could  see  my  family  in  front  of  me  as 
clearly  as  if  they  were  standing  there, 
and  I knew  if  I didn’t  get  up  I would  be 
spending  eternity  in  that  spot.” 

He  did  get  up  and  willed  his  way  to 
camp.  Once  there,  he  was  placed  in 
American  guide  Scott  Fisher’s  tent  and 
left  to  “get  on  with  the  business  of 
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completing  his  journey  |to  die|.'’ 

Meanwhile  hack  in  Dallas,  Peach 
Weathers,  who  had  been  informed  her 
husband  was  dead  and  now  learned  he 
was  alive,  started  a monumental  eflort 
to  launch  a helicopter  rescue.  A mili- 
tary pilot  in  Nepal  who  “believed  he 
possessed  a brave  heart”  but  had  never 
been  challenged,  agreed  to  the  rescue, 
says  l^r  Weathers.  In  a daring,  never- 
belore-attempted  rescue  during  which 
the  pilot  Hew  his  helicopter  into  thin 
air  far  above  its  normal  operating  alti- 
tude, Dr  Weathers  and  another  climber 
were  grabbed  from  the  jaws  of  Everest 
and  taken  to  safety. 

The  mountain  was  the  easy  part 

When  he  returned  home,  Dr  Weathers 
was  not  sure  who  or  what  would  be 
there  for  him. 

“I  had  no  idea  whether  the  rela- 
tionships with  my  family  [wife,  son. 
Beck  II,  and  daughter,  Meg]  and  col- 
leagues had  been  pushed  to  the  point 
of  no  return,”  he  said.  “I  didn’t  know 
if  I would  work  again  or  the  severity  of 
my  injuries.” 

Even  though  he  lost  both  hands  to 
frostbite.  Dr  Weathers  has  returned  to 
practicing  medicine  with  the  aid  of  a 
specially  trained  assistant.  “Fortu- 
nately, I have  my  eyes  and  mind,”  he 
said.  He  also  is  involved  in  computer 
programming  at  the  office  and  home. 

The  greatest  turnaround  after 
Mount  Everest  for  Dr  Weathers  has 
been  his  reconnection  to  his  family  and 
to  himself  He  admits  his  marriage  be- 
fore his  last  climb  “was  as  dead  as  I was 
on  that  ice.”  He  is  now  making  himself 
available  anytime  his  family  needs  him. 
His  daughter  is  a musician,  and  he  re- 
cently taught  her  how  to  drive.  His  son 
is  enrolled  at  Duke  University. 

“I  had  shut  my  family  out,”  he 
said.  “The  time  I spent  working  and 
climbing  was  so  great  there  was  really 
nothing  else  left.”  Ironically,  the  50- 
year-old  Dr  Weathers  was  lured  to 
mountaineering  while  on  family  vaca- 
tions in  Colorado.  He  discovered  he 
loved  the  physical  challenge  and  soon 
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physicians,  you  know  the  greatest  calling  in 
life  is  to  help  those  in  need. The  PHR  Assistance 
Fund  of  Texas  Medical  Association  does  just 
that.  The  fund  provides  loans  for  medical 
and/or  rehabilitative  services  to  physicians 
experiencing  depression,  chemical  dependency, 
and  other  conditions  that  impair  their  ability  to 
lead  productive  lives.  Funds  may  also  be  used 
for  family  living  expenses. 

Please  help  physicians  who  are  in  recovery  and 
need  financial  assistance.  We  rely  on  donations 
to  help  us  continue  this  important  work. 
Send  your  Valentine  donations  to  the  PHR 
Assistance  Fund  at  40 1 West  1 5th  Street, 
Austin,  TX  78701-1680.  Or  call  Linda  Kuhn 
at  TMA  at  (800)  880-1300,  ext.  1342,  or 
(5 1 2)  370- 1 342  for  more  information. 


Have^Heart 


FOR  PHYSICIANS 


A statewide  fund-raising  campaign  for  the 
Physician  Health  and  Rehabilitation  Assista)2ce  Fufid 


found  himself  taking  on  volcanoes  in 
Mexico,  sheets  of  ice  in  New  England, 
and  peaks  around  the  world  that 
stretched  forever  into  the  clouds. 

“Physicians  tend  to  be  pretty  dri- 
ven individuals  who  can  sometimes  be 
on  the  verge  of  obsession,”  Dr  Weath- 
ers said.  “We  channel  an  awful  lot  of 
those  energies  into  work  and  our  ac- 
tivities. Of  course,  when  we  do  it  for 
work,  we  have  the  excuse  that  we  are 
doing  it  for  our  family.” 

Dr.  Weathers  says  his  wife  of  21 
years  realized  her  husband  had  changed. 
“My  values  now  are  much  more  encom- 
passing ol  people  rather  than  external 
type  of  goals.  Peach  has  been  willing  to 
stay  and  give  me  a second  chance.  She  is 
an  amazing  woman,”  he  said. 

“I  resolved  I would  not  allow  my- 
self to  slip  into  self-pity  or  blame  any- 
body else  for  what  happened  to  me,” 
Dr  Weathers  said.  “I  truly  believed 
that  my  family  and  the  people  around 
me  were  the  most  important  part  of 
my  life  and  I was  going  to  do  whatever 
it  took  to  redeem  myself  to  them.” 

Climbing  is  much  like  medicine 
since  it  involves  the  same  type  of  com- 
mitment and  dedication.  Dr  Weathers 
says.  “I  was  the  climbing.  I was  the 
work.  Everything  else  around  me  was 
secondary. 

“You  can’t  change  the  person  you 
were  overnight,”  he  said.  “You  can’t  let 
yourself  slide  right  back  into  what  you 
were  doing  before.”  Dr  Weathers  is 
now  finding  interests  with  merit  that 
he  can  accomplish  with  a “sense  of 
grace.” 

Does  it  haunt  him  that  he  never 
reached  the  summit  of  Mount  Everest? 

“Summits  are  ways  you  keep  score,” 
Dr  Weathers  said.  “The  reason  you 
climb  has  almost  nothing  to  do  with 
reaching  the  top.  Nobody  ever  con- 
quers a mountain  anymore  than  a flea 
crawling  up  an  elephant’s  back  con- 
quers the  elephant.  The  whole  point  is 
to  conduct  yourself  honorably  and  do 
the  best  you  can.”  ★ 
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"Celebrate  the  Fa/yiily  of  Medicine" 


April  23-26,  1998  ■ Austin,  Texas  ■ Austin  Convention  Center 

Big  Improvements  in  Store 
for  New  TMA  Annual  Meeting 

Now  Called  TexMed  ’98:  Educational  Showcase  & Expo 

T 0 meet  the  evolving  needs  of  TMA  members,  many  exciting  new  features  meant 
to  attract  all  specialty  groups  and  create  a lively  “big  tent”  mediciil  meeting 
will  be  in  place  for  TexMed’98,  making  it  a dynamic  event  you  won’t  want  to  miss! 

TexMed  ’98’s  restructured  exliibit  hall  will  serve  as  the  central  hub  of  the  meeting, 
offering  valuable  networking  within  the  family  of  organized  medicine. 

You’ll  have  plenty  of  time  and  opportunity  to  visit  with  colleagues  in  a relaxed 
and  comfortable  atmosphere  and  discuss  issues  of  importance  to  you. 

The  exhibit  hall  will  display  state-of-the-art  medical  equipment  and  products,  plus: 

Complimentary  Continental  breakfast  ■ Physicians’  Lounge  ■ Door  prizes  ■ Silent  auction 
Free  Internet  Gateway  ■ Comphmentary  snacks  ■ Informal  presentations  on 
“best  practices”  for  managing  your  medical  practice  and  your  life 

All  this  in  addition  to  a compeUing  general  session  on  Thursday  afternoon, 
almost  200  accredited  hours  of  CME  at  no  charge,  child  care  subsidized  by  TMA, 
family  activities,  sports  events,  and  a TMA  Foundation  Benefit, 

Magic,  that  is  sure  to  delight  and  amaze  you!! 

This  is  the  medical  meeting  you  can’t  afford  to  miss!  Register  today! 

Take  time  to  register  now!  You’ll  be  glad  you  did. 


'leiiMecl98 


REGISTRATION  FORM 

April  23-26,  1998  ■ Austin  Convention  Center 

One  form  per  person.  Duplicate  as  needed. 

^ Complete  registration  form  following  steps  I through  I I and  return  by  mail  with  check  or  credit  card  information. 
Pick  up  tickets  and  badges  at  the  registration  area  in  the  Austin  Convention  Center. 

Name Member  License  # □ □□□□ 


Educational  Showcase  & Expo 


Address 
City  


State 


Zip 


Specialty, 


Phone  # (_ 


-) 


Fax  # (_ 


Please  check  all  applicable  spaces  below: 


O Physician 
O Intern/Resident/Fellow 

□ Medical  Student 

□ TMA  Officer 
D TMA  Delegate 

3 TMA  Alternate  Delegate 


TMA  Councilor 
CJ  TMA  Vice  Councilor 
O TMA  Board  Member  Chair 

□ TMA  Council  Member  Chair 

□ TMA  Committee  Member  Chair 
Cl  TMA  Trustee 


-I  TMA  Foundation  Donor 
□ AMA  Member 
Cl  AMA  Delegate 
Cl  AMA  Alternate  Delegate 
Cl  Speaker 

Cl  Scientific  Exhibitor 


□ Past  President 

Cl  OMSS  Representative 

□ TEXPAC 

□ TEXPAC  300  Club 

□ MSS  Executive  Council 

□ MSS  Chapter  Officer 


□ MSS  Chair 

Cl  RPS  Executive  Council 

□ RPS  Chair 

□ YPS  Chair 

Cl  YPS  Governing  Board 

□ CMS  Officer 


REGISTRATION  TOTAL  $ 


Registration  Fees 

TMA  MEMBERS  □ Physician  @$0  □ Medical  Student  @$0  □ Intern,  Resident,  Fellow  @$0  □ TMA  Member’s  Family  - waived  (attach  names) 

NONMEMBERS  □ Physician  @$200  □ Intern,  Resident,  Fellow  @$  10  □ Medical  Student  @ $10 

□ Allied  Health  Personnel  @$I0  □ Approved  Visitor  @$S0  □ Nonmember’s  family  over  age  21  (attach  names)  @$I0 

□ County  Medical  Society  Staff  & Family  (attach  names)  - waived  □ Speaker  - waived 


Advance  Copy  of  Final  Program  with  presentation  summaries  and  complete  details  (available  late  March)  @ $9 


$ 


Medical  Student/Resident  Sponsorships 

Help  defray  expenses  for  medical  student/resident  scientific  poster  displays  by  donation  of  $100,  $50,  or  $25 


Seminars  All  seminars  9 am  - 12  noon 

Internet  Seminars  (check  please)  □ Thursday,  April  23  □ Friday,  April  24  □ Saturday,  April  25  @$65  each 


Installation  Luncheon  Friday,  April  24,  noon- 1:30  pm  Exhibit  Hall,  Convention  Center  @$I0  each 


Q MAGIC  - TMAF  Benefit  ■ Friday,  April  24,  6- 1 
Option  I : Regular  Tickets  @$  1 00  per  ticket  x 


I pm.  Four  Seasons  Hotel  Austin 
= Regular  Ticket  total  $ 


Option  2:  Magician  Sponsor  @$  1 2S  per  ticket  x = Magician  Sponsor  total  $ 


Sports  Events  (Please  check  the  activities  you’re  participating  in) 

C.  Lincoln  Williston TMAF  Golf  Tournament  Wed.,  April  22,  1:30  pm  "Green  Fee:  $125  per  golfer 
□ My  partner  is: □ Assign  me  a partner 


□ Tennis  Tournament  "Saturday,  April  25  "2-4  pm  " Westwood  Country  Club  " $10  per  player 

□ Bat  Run  "Wednesday,  April  22,  6 pm  " Hyatt  Hotel  " $20  per  runner 

□ Fly-Fishing  Clinic  " Friday  and  Saturday,  April  24  and  25,  7-9  am  " Four  Seasons  Hotel  " $40  per  student 


T 

T 

T 


' On-site  Child  Care  Child  care  will  be  offered  at  the  convention  center  for  Thurs.-Sat.  daytime  functions  and  at 
the  Four  Seasons  Hotel  for  Fri.  evening’s  Benefit.  Daily  rates  reflect  a partial  subsidy  by  TMA. 


Kids  Konvention 

(Magic  Benefit) 

Thurs.,  April  23 

6 wks.- 1 8 mos. 

kids  X $34  = $ 

Fri.,  April  24 

6 wks.- 18  mos. 

kids  X $39 

7 am-5  pm 

18  mos.-3yrs. 

kids  X $30  = $ 

5:30  pm- 

18  mos.-3yrs. 

kids  X $35 

3 yrs.  & up 

kids  X $24  = $ 

1 1 :30  pm 

3 yrs.  & up 

kids  X $29 

Fri.,  April  24 

6 wks.- 18  mos. 

kids  X $34  = $ 

Sat.,  April  25 

6 wks.- 18  mos. 

kids  X $24 

7 am-5  pm 

18  mos.-3yrs. 

kids  X $30  = $ 

7 am- 12:30  pm 

18  mos.-3yrs. 

kids  X $20 

3 yrs.  & up 

kids  X $24  = $ 

3 yrs.  & up 

kids  X $14 

Family  Activities  (Please  check  the  activities  you’re  participating  in) 


□ An  Evening  at  the  Lady  Bird  Johnson  Wildflower  Center 

$45/adult  ticket  x = $ $5/child  ticket  x 


Thursday,  April  23,6:30  - 10  pm 

__  = $ 


□ Meet  the  Candidates  Reception 

# @ $0 

□ Riverboat  Bat  Cruise  " Friday,  April  24,  6:30-  8:30  pm 

□ Barton  Creek  Habitat  Preserve  Tour  "Sat.,  April  25 


Thursday,  April  23, 4:30-6  pm.  Exhibit  Hall  (attendees  & registered  guests) 

_ = $ 


' $ 1 5/person  x 

' 9 am  - noon  " $5  each  x 


= $_ 


± 

T 


(No  refunds  after  March  31,  1998) 


0 TOTAL  FEES  (Steps  2- 1 0)  = $ 

□ Enclosed  is  my  check  # for  $ 

Acct,No.  □□□□□□□□□□□□□□□□  Exp.D,t,  □□□□□□ 


payable  to  TMA.  Charge  to  my  GVisa  GAmex  □ MasterCard  Amount  $_ 


Name  on  Card 


Signature 


Return  form  and  registration  fees  or  credit  card  information  to  TMA  Conference  and  Meeting  Management  Department,  401  West  15th  Street,  Austin.TX  78701-1680. 
f □ Check  here  if  special  assistance  is  required  to  fully  participate.  We  will  contact  you  to  discuss  your  needs. We  cannot  assure  the  availability  of  disability  assistance 
without  prior  notification  of  need.  Questions?  Call  TMA  Conference  and  Meeting  Management  Department,  (800)  880-1300  or  (512)  370-1300.  ext.  1452  or  1453. 
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OFFICIAL  HOUSING  REQUEST  FORM 

Reservations  Deadline:  March  24,  1 998 


♦PLEASE  PRINT  OR  TYPE  ALL  ITEMS  TO  ASSURE  ACCURACY. 

l*COMPLETE  EACH  PART  BELOW  IN  DETAIL  FOR  CORRECT  AND  RAPID  PROCESSING. 


j*CONFIRMATIONSWILL  BE  SENT  TO  THE  FIRST  INDIVIDUAL  INDICATED  IN  EACH  ROOM  REQUESTED. 


Street 

'^‘'st'n,T>Mrtjr7870| 
404-4385 

( Telephone  requests 
not  accepted) 


NAME  OF  PERSON  REQUESTING  ROOMS 




|(First  Name)  (M.  Initial)  (Last  Name) 


(Name  of  Company) 


(Street  Address  or  RO.  Box  Number) 

(Area  Code)  Phone  # 

FAX# 

(City) 

(State) 

(Zip) 

(Name  of  Credit  Card) 

(Number) 

(Expiration  Date) 

(E-Mail  Address) 

INSTRUCTIONS;  Select  THREE  hotels  of  your  choice  in  order  of  preference.  No  request  will  be  processed  without  THREE  choices. 
If  choices  are  not  available,  which  is  more  important?  G Room  Rate  G Location  (please  check  one) 


(First  Choice)  (Second  Choice)  (Third  Choice) 

(If  choosing  Four  Seasons,  please  note  City  View  and  Lake  View  rates.) 


INSTRUCTIONS:  Q Print  or  type  names  of  all  persons  occupying  each  room. 

0 Select  type  of  room  desired  with  arrival  and  departure  dates.  Note:  Room  type  requested  is  not  guaranteed. 
♦ Rooms  with  two  beds  are  limited;  therefore,  priority  will  be  given  to  rooms  with  3 or  more  occupants. 


OCCUPANT’S  NAME/S  (PRINT  LAST  NAME  FIRST) 


ARRIVAL  DATE 

CHECK  ONE 

□ SINGLE  (1  ROOM- 1 PER- 1 BED) 

□ DOUBLE  (1  RM-2  PPL-I  BED) 

□ DBL/DBL  (1  RM-2  PPL-2  BEDS) 

□ TRIPLE  (1  RM-3  PPL-2  BEDS) 

□ QUAD  (1  RM-4  PPL-2  BEDS) 

□ SUITE  (SUBJECT  TO  AVAILABILITY) 

ARRIVAL  TIME 

DEPARTURE  DATE 

SMOKING:  QYES  GNO 

L □ Check  here  if  handicap  services  are  required 

Specifv 

IF  A SECOND  ROOM  IS  REQUIRED,  PLEASE  COMPLETE  THE  BOX  BELOW. 


ROOM  2 


OCCUPANT’S  NAME/S  (PRINT  LAST  NAME  FIRST) 


o 


ARRIVAL  DATE 

CHECK  ONE 

□ SINGLE  (1  ROOM- 1 PER- 1 BED) 

□ DOUBLE  (1  RM-2  PPL-I  BED) 

□ DBL/DBL  (1  RM-2  PPL-2  BEDS) 

□ TRIPLE  (1  RM-3  PPL-2  BEDS) 

□ QUAD  (1  RM-4  PPL-2  BEDS) 

□ SUITE  (SUBJECT  TO  AVAILABILITY) 

□ Connector  to  Room  1 

ARRIVAL  TIME 

DEPARTURE  DATE 

SMOKING:  QYES  ONO 

JL  □ Check  here  if  handicap  services  are  required 

Soecifv 

OFFICIAL  HOUSING  REQUEST  FORM 

Reservations  Deadline:  March  24,  1998 

Housing  Request  Form  ■ Texas  Medical  Association  ■ April  23-26,  1998  ■ Austin, Texas 
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Educational  Showcase  He  Expo 


“(elebra+e  -fhe  Family  of  Medicine” 


Participating  Hotels  and  Austin  Convention  Center 


O Doubletree  Guest  Suites 

303  West  1 5th  Street 
$115  Single  $125  Double 

OThe  Driskili  Hotel 

Sixth  and  Brazos  Streets 
$109  Single/Double 

0 Embassy  Suites  Hotel 

300  S.  Congress  Avenue 
$134  Single/Double 

★ O Four  Seasons  Hotel  Austin 

98  San  Jacinto  Boulevard 
$168  Single/Double  (City  View) 
$193  Single/Double  (Lake  View) 


0 Holiday  Inn  Town  Lake 

20  North  IH  35 
$ I 1 0 Single/Double 

★ 0 Hyatt  Regency  Austin 
on  Town  Lake 

208  Barton  Springs  Road 
$135  Single/Double 
Delegates’  housing;  boards, 
councils,  committees 


★ 0 Marriott  at  the  Capitol 

70 1 East  I I th  Street 
$139  Single/Double 
Texas  Orthopaedic 
Association  headquarters 

★ 0 Omni  Austin  Hotel 

Downtown 

700  San  Jacinto  Boulevard 
$120  Single  $130  Double 
$140  Triple  $150  Quad 
TMA  Alliance  headquarters, 
general  housing 


0 Radisson  Hotel  on 
Town  Lake 

1 1 1 East  Cesar  Chavez  Street 
$ 1 1 5 Single/Double 

0 Sheraton  Austin  Hotel 

500  North  IH  35 
$119  Single  $129  Double 
$139  Triple  $149  Quad 

0 Austin  Convention  Center 

500  East  Cesar  Chavez  Street 

★ Headquarters  Hotels 


FOLD 


Place 

Stamp 

Here 


ACVB  Housing  Bureau 
20 1 E.  2nd  Street 
Austin, TX  78701 


FOLD 


Room  Deposit 

Deposit  requirements  vary  from  hotel  to  hotel.  If  you  do  not 
supply  a major  credit  card  number  and  expiration  date,  please 
contact  your  assigned  hotel  regarding  requirements  for 
securing  your  room.  If  a credit  card  number  is  not  supplied, 
a deposit  in  the  form  of  a check  may  be  required  to  secure 
your  reservation.  Please  do  not  send  a check  with  your 
housing  request. 

Cancellations,  Changes  and  Corrections 

All  cancellations,  changes,  or  corrections  prior  to  March  24 
should  be  made  directly  with  the  Housing  Bureau  in  writing, 
or  call  (800)  926-2282.  After  March  24,  please  contact  the 
assigned  hotel  directly.  Check  your  hotel  confirmation  regard- 
ing cancellation  policy.  Policy  may  vary  from  hotel  to  hotel. 


If  you  have  questions,  call  Dawn  Roland  at  (800)  880- 1 300, 
ext.  1454. 


Frontier  Only  Deals  with  the  Facts 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  I Frontier’s 

financial  stability  Is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.QHSXES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  853-9502.  If  calling 
from  Houston  (713)  627-9100. 


HRH  AMARILLO 

Amarillo:  806-376-5136 

INSURANCE  ASSOCIATES 
OF  TEXAS 

Conroe:  409-756-2222 

J.S.  EDWARDS 
& SHERLOCK 

Beaumont:  409-832-7736 

MADELEY  & COMPANY 

Dallas:  800-382-7741 

OFFENHAUSER 
& COMPANY 

Texarkana:  903-792-4050 

TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 

THE  ANDERSON  COMPANY 

Houston:  713-496-6729 


INSURANCe 
GROUP,  INC. 


11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046  t ’ 

FAX:  713-627>9145  .! 


A Market  Leader  In  Professional  Liability  Insurghoe 


USAA  MEMBERS  CALL: 


USAA  GENERAL 
AGENCY,  INC. 

800-531 -8826 


NATIONAL  HEALTH 
SERVICES 

Houston:  800-634-9513 


EHRMAN,  MURPHY 
& COMPANY 

Houston:  713-464-6291 


ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 


THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558-2825 


EICHLITZ,  DENNIS,  WRAY 

& WESTHEIMER 

San  Antonio:  210-223-9171 


CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 
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The  gift  that  keeps  on  living 

Kidney  transplant  unites  former  high  school  classmates 

By  Ken  Ortolon,  Associate  editor 


Susan  Kearns  Benner  and  Bennett  Scott  were  ca- 
sual friends  as  classmates  at  Myrtle  Beach  High 
School  in  South  Carolina.  They  shared  an  in- 
terest in  music  and  participated  together  in 
school  music  organizations. 


in  the  process,  found  out  that  he  had 
suffered  kidney  failure  and  was  on  dial- 
ysis. My  heart  just  went  out  to  him.” 

Mr  Scott,  who  now  lives  in  Mid- 
land Park,  NJ,  agrees  the  idea  of  a 33rd 
high  school  reunion  was  a bit  unusual. 
“Most  people  have  reunions  at  what 
are  considered  important  times,  like 
10th  or  20th  or  25th  anniversaries  of 
graduation,”  he  said.  “Thirty-third  is 
such  an  odd-sounding  time  for  one, 
but  that’s  how  it  worked  out.” 

That  it  did  work  out  that  way  was 
a stroke  of  incredible  luck  for  Mr 
Scott,  who  was  one  of  the  first  former 
classmates  Ms  Benner  called  when  she 
began  organizing  the  event  in  Septem- 
ber 1994. 

Reunited  some  30  years  later, 
Susan  Benner  and  Bennett  Scott 
are  linked  forever  by  her  incredible  generosity. 


Bennett  Scott  and  Susan  Benner  were  typical  high 
school  students  in  this  1962  photo. 

PHOTO  COURTESY  SUSAN  BENNER 


But  after  they  graduated  as  mem- 
bers of  the  Class  of  1962,  they  went 
their  separate  ways,  as  high  school 
friends  often  do.  Both  pursued  careers 
in  music  — Ms  Benner  as  a music 
teacher  and  Mr  Scott  as  an  opera 
singer  — before  moving  on  to  other 
fields.  But  their  paths  did  not  cross 
again  for  33  years. 

When  they  eventually  did  cross, 
they  did  so  dramatically,  and  Ms  Ben- 


ner and  Mr  Scott,  both  53,  have  be- 
come linked  for  a lifetime.  On  De- 
cember 1,  1995,  Ms  Benner  donated 
a kidney  to  Mr  Scott,  who  was  dy- 
ing of  kidney  failure  brought  on  by 
severe  diabetes.  Their  story  made 
national  headlines,  and  the  experi- 
ence prompted  Ms  Benner  to  de- 
vote the  past  year  to  talking  to 
others  about  the  miracle  of  organ 
transplantation. 

Ms  Benner,  of  Stevensville, 
Md,  will  share  her  remarkable 
story  with  Texas  physicians  dur- 
1 ing  the  TexMed  ’98  Educa- 
1 tional  Showcase  & Expo  in 

1 Austin  on  April  23.  She  will 

1 also  be  in  the  Austin  Conven- 
I tion  Center  exhibit  hall  with 
TMA  President  Phil  H. 
Berry,  Jr,  MD,  to  encourage  physi- 
cians to  sign  organ  donor  cards  as 
part  of  the  Live  & Then  Give  organ 
donor  awareness  campaign. 


33rd  Reunion? 

“Quite  frankly,  I think  it  was  just 
a mitacle,”  Ms  Benner  said  of  the 
events  that  reunited  her  with  the 
classmate  she  had  not  seen  or 
talked  to  in  33  years  and  led  to 
the  successful  transplant  that 
saved  Mr  Scott’s  life.  “I  had  got- 
ten this  crazy  idea  to  organize  a 
33rd  high  school  reunion  and. 
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“I  think  it  she  hadn’t  identified  her- 
seh  and  had  just  said,  ‘Bennett,  who  is 
this?’  I still  would  have  known,”  Mr 
Scott  said.  “Her  voice  was  so  tamiliar. 
It  was  as  if  I had  just  spoken  with  her 
the  day  before.” 

They  talked  for  an  hour  on  that  first 
call.  They  talked  several  more  times  in 
the  following  weeks,  each  time  Ms 
Benner  offering  to  donate  a kidney  and 
I each  time  Mr  Scott  declining. 

“I  would  hear  nothing  at  all  about 
it,”  he  said.  “I’d  been  through  such 
pain  in  the  last  couple  of  years, 

I such  weakness  and  sickness, 
that  I didn’t  want  Susan  to  go 
through  all  the  pain  of  an  op- 
;:eration  and  then  have  me  die 
right  after  it  was  done.” 

A perfect  match 

But  Ms  Benner  was  persistent. 

“I  just  kept  calling  and  kept  of- 
fering my  kidney  and,  finally, 
he  consented  to  our  being 
tested,”  she  said. 

The  class  reunion  was  held 
in  August  1995.  Mr  Scott  was 
so  sick  he  had  to  get  out  of  a hospital 
bed  to  travel  back  to  Myrtle  Beach  for 
ithe  reunion.  He  says  he  was  embar- 
! rassed  by  his  emaciated  condition  and 
having  to  be  wheeled  into  the  reunion 
by  his  wife.  He  and  Ms  Benner  were 
' tested  shortly  after  the  reunion  to  see 
if  they  were  a match  for  a potential 
transplant. 

“I  really  thought  that  was  my  out 
because  I had  no  idea  Susan  would  be 
i a match,”  Mr  Scott  said.  “It  turned 
I out  that  she  was  a closer  match  than  a 
sibling  could  be  expected  to  be.” 


The  match  was  so  close,  in  fact, 
that  doctors  skipped  the  usual  pre- 
transplant blood  transfusions  from  the 
donor  to  the  recipient  that  helps  pre- 
pare the  recipient’s  body  for  the  new 
kidney,  Mr  Scott  said. 

The  transplant  was  performed  on 
December  1,  1995,  with  no  complica- 
tions. Their  story  had  already  at- 
tracted national  media  attention,  and 
4 days  after  the  surgery,  Mr  Scott  and 
Ms  Benner  were  interviewed  from 


day  Show.”  Their  story  also  appeared 
on  “A  Current  Affair”  and  “Inside 
Edition,”  in  USA  Today  and  People 
magazine,  and  in  newspapers  across 
the  nation  in  Associated  Press  reports. 

Two  years  later,  Mr  Scott  is  well 
and  living  what  he  calls  a “quality  life” 
despite  the  fact  that  complications 
from  a minor  heart  attack  and  stroke 
have  prevented  him  from  returning  to 
his  job  as  a college  professor  of  Eng- 
lish literature.  And  he  and  Ms  Benner 
are  closer  friends  than  they  ever  were 
in  high  school. 


their  hospital  beds  live  on  NBC’s  “To- 

“I  don’t  like  to  speak 
of  things  like  magic, 
but  weVe  bonded  in 
a way  that’s  just 
incredible.  It  just  makes 
you  feel  that  something 
has  happened  in  the 
cosmos  to  make  us 
so  joined.” 


“I  don’t  like  to  speak  of  things  like 
magic,  but  we’re  bonded  in  a way  that’s 
just  incredible,”  he  said.  “It  just  makes 
you  feel  that  something  has  happened 
in  the  cosmos  to  make  us  so  joined.” 

For  her  part,  Ms  Benner  says  she 
never  had  any  qualms  about  giving  up 
a kidney  or  the  potential  threat  to  her 
own  health  that  might  entail. 

“I  just  felt  very,  very  sure  that  God 
had  done  all  of  this,”  said  Ms  Benner, 
who  was  working  as  a physician  work- 
shop facilitator  for  Pharmacia  & Up- 
john, Inc,  at  the  time  of  the  transplant. 
“I  think  because  of  my  work  for  Phar- 
macia & Upjohn  I knew  that  trans- 
plants were  very  successful  and  that 
one  could  live  very  easily  with  one  kid- 
ney. I have  more  fear  driving  the  Belt- 
way  than  I did  going  into  surgery.” 

Ms  Benner  also  had  a very  personal 
reason  for  her  willingness  to  be  a kid- 
ney donor.  The  man  she  describes  as 
the  “love  of  her  life”  had  a kidney 
transplant  in  the  early  1970s  but  died 
15  years  later  awaiting  a second  trans- 
plant after  suffering  a recurrence  of  the 
disease  that  destroyed  his  own  kidneys. 

“I  said  that’s  not  going  to  happen 
to  another  woman  if  I could  help  it,” 
Ms  Benner  said. 

Speaking  out 

Less  than  a year  after  donating  the 
kidney  to  Mr  Scott,  Ms  Benner  says 
she  got  an  “overwhelming  feeling” 

Susan  Kearns  Benner  ivill  speak  during 
the  general  session  of  TexMed  ’98  Edu- 
cational Showcase  & Expo  at  1:30  pm, 
Thursday,  April  23,  in  Ballroom  A of 
the  Austin  Convention  Center. 
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Jjearn  about 
managed  care, 
reimbursement 
issues,  and 
malpractice 
suit  preven- 
tion all  in  one 
place.  Stop  by  the 
TMA  Member  Services 
booths  at  TexMed  ’98  to 
browse  a variety  of  practice 
management  resources  such  as 
books,  tapes,  seminar  information, 
and  CME  to  Go.  Then  share  an  idea  or 
two  with  your  colleagues  in  the  nearby 
Physicians’  Lounge. 


Visit  booths  #1013  and  #1015 
at  the  Austin  Convention  Center! 


For  more  Information,  call  TMA 
at  (800)  880-1300,  and  ask  for  Seminars, 
ext.  1411  or  ext.  1421,  or  Publications, 
ext.  1423;  or  visit  www.texmed.org. 


Tex 

lir 


TexasMedical 

Association 


that  spreading  the  message  about  or- 
gan donation  was  what  she  was  in- 
tended to  do.  When  Pharmacia  & 
Upjohn  announced  some  job  cut- 
backs in  October  1996,  Ms  Benner 
volunteered  to  be  one  of  those  cuts, 
accepting  deferred  retirement  and  a 
year’s  severance  pay. 

She  set  out  at  that  time  to  devote  1 
year  to  public  speaking  about  trans- 
plantation. In  that  time,  she  has  told 
her  story  to  more  than  two  dozen 
groups,  and  in  1996  she  received  the 
National  Kidney  Foundation’s  Public 
Service  Award. 

Although  her  year  is  now  up  and 
she  plans  to  return  to  work  as  a free- 
lance facilitator  for  workshops  teach- 
ing physicians  medical  presentation 
and  patient  communication  skills,  Ms 
Benner  does  not  plan  to  stop  speaking 
out  about  the  benefits  of  transplanta- 
tion and  the  need  for  more  organ 
donors. 

“1  think  it’s  making  a difference,” 
Ms  Benner  said.  “It’s  a slow  process  of 
getting  people  to  sign  their  donor 
cards.  But  every  time  I speak,  at  least 
one  person  comes  up  to  me  immedi- 
ately afterwards  and  says,  T’m  signing 
that  card.’”  ★ 
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Silence  is  not 
always  golden. 

^^hen  a colleague  is  in  crisis,  your  silence  hurts. 

Know  a doctor  who  isnt  coping  well  with  stress? 

Who  seems  depressed?  Or  who  may  be  drinking 
too  much  or  self-prescribing  mood-altering  drugs? 

Then  you  may  know  someone  who  needs  our  help. 

Call  our  24-hour,  confidential  hotline 

(800)  880-1640 

© eTe  the  TMA  Committee  on  Physician  Health  and 
Rehabilitation.  We  want  to  help,  not  punish  impaired 
physicians.  Use  the  confidential  hotline  or  talk  to  us 
one-on-one.  Or  contact  your  county  medical  society 
for  information  on  local  resources.  Just  don't  be  silent. 


TMA  Committee  on  Physician  Health  and  Rehabilitation 
Robert  N.  Jones,  MD,  Chair,  San  Antonio  (210)  111- 

Eugene  V.  Boisaubin,  Jr.,  MD,  Galveston  (409)  111- 


(830)  965- 
(915)  684- 
(830)  896-2211,  ext. 

(512)  867- 


0196 

4183 

1684 

4070 

6154 

0103 

■2545 

2800 

2204 

8639 


Herbert  I.  Garfield,  MD,  Dilley 
Judy  Googins,  MD,  Midland-Odessa 
Anand  W.  Mehendale,  MD,  Kerrville 
Herbert  C.  Munden,  Jr.,  MD,  Austin 

Charles  A.  Primer,  MD,  Tyler  (903)  597 

Elizabeth  L.  Stuyt,  MD,  Lubbock  (806)  743 

Georgia  A.  Thomas,  MD,  Houston  (713)  792 

John  Baccus  MD,  (972)  291 

Resident  Representative,  Cedar  Hill 
Alan  L.  Podawiltz,  DO,  (806)  747-0870 

Resident  Representative,  Lubbock 
Mr.  James  Davis,  (713)  973-9556 

Alliance  Representative,  Houston 

Mrs.  Gene  Anne  Sandbach,  (512)  474-7802 

Alliance  Representative,  Austin 

Mai  T.  Nguyen,  (409)  693-7009 

Student  Representative,  College  Station 
Sandra  Rodriguez,  (214)  344-4893 

Student  Representative,  Irving 

Julia  Warren,  (817)773-5974 

Student  Representative,  Temple 


District  Coordinators 


1 

Jacob  Schut,  MD,  El  Paso 

(915)  564-7957 

2 

Alan  Leshnower,  MD,  Odessa 

(915) 550-1210 

3 

Douglas  R.  Mailman,  MD,  Lubbock 

(806)  793-7257 

4 

Gus  Eckhardt,  MD,  San  Angelo 

(915)  655-4267 

5 

James  M.  Hicks,  MD,  New  Braunfels 

(830)  620-6673 

6 

7 

vacancy 

Herbert  C.  Munden,  Jr.,  MD,  Austin 

(512)  867-0103 

8 

9 

vacancy 

Wilford  V.  Morris,  Jr.,  DO,  Sealy 

(409)  885-7466 

10 

John  Simmons,  MD,  Lufkin 

(409)  639-6811 

11 

Richard  S.  Cooper,  MD,  Athens 

(903)  677-1000 

12 

Mahesh  R.  Dave,  MD,  Bryan 

(409)  776-5600 

13 

14 

vacancy 

Dennis  Dalton,  MD,  Dallas 

(214)  691-0775 

15 

John  L.  Hall,  MD,  Longview 

(903)  297-7522 

Tbs 
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PHYSICIANS  CARING  FOR  TEXANS 


Public  Health 


Measuring  mortality 

A review  of  maternal,  perinatal,  and  neonatal  mortality 
for  Texas  and  the  United  States  for  1995 

By  the  Texas  Medical  Association  Committee  on  Maternal  and  Perinatal  Health 
Susan  E.  Denson,  MD,  chair 


he  conditions  of  mothers  and  their  babies  dur- 
ing pregnancy,  labor,  delivery,  and  the  first  year 
of  life  are  important  public  health  markers.  Al- 
though not  perfect,  perinatal  mortality  remains 
the  benchmark  for  measuring  pregnancy  outcome.  In 
1995,  there  were  3,899,589  babies  born  in  the  United 
States,  8.3%  of  them  in  Texas.  Pregnancy  outcome  in  our 
state  impacts  not  only  Texans,  but  the  entire  country.  A re- 
view of  Texas  (1)  and  US  (2,3)  vital  statistics  allows  us  to 
reassess  perinatal  health  care  in  Texas  and  begin  the  process 
of  planning  programs  for  the  next  century. 


the  highest  rate  at  26;  and  blacks  had 
a rate  of  18.  Texas  had  the  third  high- 
est birth  rate  in  the  country,  exceeded 
only  by  Utah  (20.3)  and  Arkansas 
(17.8).  By  contrast,  the  crude  birth 
rate  for  the  United  States  was  14.8  live 
births  per  1,000  population,  the  low- 
est recorded  in  nearly  two  decades. 


Births 

In  1 995,  there  were  322,669  babies  born  in  Texas  — a 0.5%  in- 
crease over  the  previous  year  and  the  largest  annual  number  of 
births  to  Texas  residents  ever  recorded.  While  births  in  Texas  in- 
creased in  a pattern  that  has  per- 
sisted over  the  past  20  years,  the 
number  of  births  in  the  United 
States  decreased  by  1 % for  the  fifth 
year  in  a row,  down  to  the  lowest 
recorded  number  since  1987. 

The  ethnic  distribution  of 
Texas  births  showed  138,061 
whites  (42.8%),  136,831  His- 
panics  (42.4%),  38,683  blacks 
(12%),  and  9,094  (2.8%)  “oth- 
ers.” This  distribution  differed 
considerably  from  that  of  the 
United  States,  where  61%  of  the 
births  were  to  white  mothers, 

17.4%  to  Hispanic  mothers,  and 
1 5%  to  black  mothers. 

The  crude  birth  rate,  which 
is  the  number  of  live  births  per 
1,000  population,  was  17.3  in 
Texas  and  varied  among  ethnic 
groups.  Whites  had  a rate  of 
13.1  per  1,000;  Hispanics  had 


Prenatal  care 

The  percentage  of  mothers  in  Texas 
who  received  prenatal  care  during 
their  first  trimester  increased  from 
75.5%  in  1994  to  77.3%  in  1995, 
and  the  percentage  who  received  ade- 
quate prenatal  care,  as  defined  by  the  Kessner  Index,  in- 
creased to  69.4%.  Only  2%  reported  no  prenatal  care, 
while  5.7%  reported  late  or  no  prenatal  care.  As  in  previous 
years,  more  white  mothers  (85.6%)  received  prenatal  care, 

compared  with  black  mothers 
(73.7%)  and  Hispanic  mothers 
(69.3%).  Despite  these  im- 
provements, Texas  remained  be- 
low the  national  level  of  81.3% 
of  mothers  receiving  prenatal 
care  in  the  first  trimester. 


Maternal  age 

In  Texas,  the  age  of  mothers  de- 
livering infants  in  1995  ranged 
from  11  to  53  years  with  a me- 
dian maternal  age  of  25  years. 
Births  to  teens  in  Texas  in- 
creased slightly  to  16.6%  of  all 
births  and  was  greater  than  the 
national  percentage  of  13%. 
There  was  racial  variability,  with 
11.1%  of  white  infants  being 
born  to  teenage  mothers,  while 
24%  of  black  infants  and  20.4% 
of  Hispanic  infants  were  born  to 
teen  mothers. 
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Nationally,  the  birth  rate,  defined 
as  the  number  of  live  births  per  1,()()0 
women,  was  1.3  in  the  10-  to  1 4-year 
age  group.  In  lexas,  it  was  1.9,  with 
the  rate  being  0.3  lor  whites,  4.2  for 
blacks,  and  3.2  lor  Hispanics.  For  the 
15-  to  19-year  age  group,  the  national 
rate  was  56.8,  while  in  Texas  it  was 
78.2,  with  rates  for  whites  being  47, 
Hispanics,  116,  and  blacks,  100.7. 

At  the  other  end  of  the  reproductive 
spectrum,  births  to  women  older  than 
35  accounted  for  9.2%  of  all  births  in 
Texas.  This  was  more  frequent  in  the 
white  population,  with  1 1 .9%  of  white 
births  being  to  mothers  older  than  35, 
while  7.1%  of  Hispanic  births  and 
6.7%  of  black  births  were  to  mothers 
over  age  35.  Nationally,  11.6%  of 
births  were  to  women  over  35,  with 
13%  of  white  births,  8.3%  of  Hispanic 
births,  and  8.3%  of  black  births  being 
to  women  in  this  age  group. 

Low  birth  weight  and 
very  low  birth  weight 

In  1995,  the  incidence  of  low  birth 
weight,  defined  as  less  than  2,500 
grams,  was  7.3%  of  all  births  in  the 
United  States.  In  Texas,  the  incidence 
was  7.1%,  which  is  a slight  increase 
from  a level  of  7%  in  1994.  However, 
there  was  a marked  disparity  among 
ethnic  groups.  The  percentage  of 
black  infants  of  low  birth  weight  was 
12.2%  — almost  twice  the  rate  for 
whites  (6.4%)  and  Hispanics  (6.5%). 

Approximately  one  out  of  every  six 
low-birth-weight  infants  born  in  Texas 
in  1995  weighed  less  than  1,500 
grams.  These  3,913  very-low-birth- 
weight  infants  represented  1 .2%  of  all 


births.  The  rate  for  very-low-birth- 
weight  births  was  greater  for  the  black 
population  (2.5%)  than  lor  whites 
(1%)  and  Hispanics  (1.1%). 

Maternal  mortality 

Maternal  mortality,  which  is  defined 
as  the  death  of  a woman  resulting 
from  pregnancy  or  childbearing  while 
pregnant,  or  within  42  days  of  termi- 
nation ol  pregnancy,  increased  in 
Texas  from  8.4  per  100,000  live  births 
in  1994  to  9 per  100,000  in  1995.  Al- 
though the  Texas  maternal  mortality 
rate  increased  for  white,  Hispanic,  and 
black  women,  the  increase  was  great- 
est for  black  women,  with  a rate  of 
20.7  per  100,000  live  births,  which  is 
more  than  twice  the  state  level.  The 
rate  for  white  mothers  was  8,  and  the 
rate  for  Hispanic  mothers  was  7.3. 
The  national  maternal  mortality  rate 
was  7.1  per  100,000  live  births. 

Fetal  deaths  and  perinatal  mortality 

Fetal  death  is  defined  as  the  death  of  a 
product  of  conception  before  the 
complete  expulsion  from  its  mother, 
regardless  of  the  length  of  gestation. 
In  Texas,  fetal  death  registration  is  re- 
quired only  for  fetuses  with  a gesta- 
tion of  at  least  20  weeks.  There  were 
2,037  fetal  deaths  in  Texas  in  1995; 
that  rate  decreased  from  6.4  per  1,000 
live  births  in  1994  to  6.3  in  1995. 

Perinatal  mortality  is  the  sum  of  fe- 
tal deaths  and  neonatal  deaths.  In 
1995,  there  were  3,255  perinatal 
deaths,  resulting  in  a perinatal  mortal- 
ity rate  of  10  per  1,000  live  births. 
This  rate  decreased  from  10.4  in 
1994. 


Infant  mortality:  neonatal  and 
postneonatal 

Infant  mortality  is  defined  as  death 
during  the  first  year  ol  life  and  is  usu- 
ally broken  down  into  two  compo- 
nents. Neonatal  mortality  is  defined  as 
death  at  less  than  28  days  of  age  (up  to 
27  days,  23  hours,  and  59  minutes). 
Postneonatal  mortality  is  death  be- 
tween 28  days  and  1 year  of  age  (364 
days,  23  hours,  and  59  minutes). 

One  of  the  most  important  deter- 
minants of  infant  and  neonatal  mor- 
tality is  birth  weight.  The  incidence  of 
low-birth-weight  infants  and,  in  par- 
ticular, very-low-birth-weight  infants 
contributes  disproportionately  to  both 
neonatal  and  postneonatal  mortality. 

Neonatal  mortality  is  most  often 
related  to  factors  present  before  preg- 
nancy, during  pregnancy,  and/or  at 
birth,  including  congenital  malforma- 
tions, prematurity,  and  low  birth 
weight.  By  contrast,  postneonatal 
mortality  is  more  likely  to  be  associ- 
ated with  the  infants  environment 
and  includes  factors  such  as  infec- 
tions, accidents,  and  socioeconomic 
and  related  factors. 

In  1995,  Texas  infant  mortality  was 
the  lowest  ever  recorded,  at  6.5  per 
1,000  live  birrhs.  The  inlant  mortality 
rates  decreased  for  all  ethnic  groups, 
but  racial  disparity  persisted  with  the 
white  population  having  a rate  of  6.2, 
the  Hispanic  population  having  a rate 
of  6.1,  and  the  black  population  hav- 
ing a rate  almost  double  the  two  other 
groups,  at  11.6.  The  inlant  mortality 
rate  in  Texas  compared  favorably  to 
the  national  level  of  7.6  per  1,000  live 
births,  which  was  the  lowest  level 
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recorded  in  the  United  States.  Racial 
disparity  was  even  greater  in  the  na- 
tional population,  with  a rate  among 
white  inhints  of  6.3  and  a rate  of  15.1 
among  black  infants.  The  US  rate  for 
Hispanics  was  not  reported. 

Historically,  approximately  67%  of 
infant  deaths  occur  in  the  neonatal  pe- 
riod. In  1995,  there  were  1,218  neona- 
tal deaths  in  Texas,  which  represented 
58%  of  infant  deaths.  The  neonatal 
mortality  rate  was  3.8  per  1,000  live 
births,  which  was  an  improvement  over 
the  previous  year  and  was  22.4%  lower 
than  the  national  rate  of  4.9  per  1 ,000 
live  births.  In  Texas,  the  leading  causes 
of  death  in  the  neonatal  period  were 
congenital  malformations  (-30%)  and 
disorders  of  prematurity  and  low  birth 
weight  (-19%). 

In  1995,  the  postneonatal  mortal- 
ity rate  in  Texas  was  2.7  per  1,000  live 
births,  as  890  infants  died  between 


the  ages  of  29  days  and  1 year.  The  na- 
tional level  was  also  2.7,  a decline  of 
6.9%  over  the  previous  year  (3).  The 
leading  cause  of  postneonatal  mortal- 
ity in  Texas  was  sudden  infant  death 
syndrome  (SIDS),  followed  by  con- 
genital anomalies;  nationally,  the  re- 
verse was  true. 

Discussion 

A review  of  the  state  and  national  vital 
statistics  for  1995  allows  several  obser- 
vations and  comparisons.  While  births 
and  birth  rates  in  the  United  States  are 
definitely  trending  downward,  births 
and  birth  rates  in  Texas  continue  to  in- 
crease. Comparing  Texas  demograph- 
ics with  those  of  the  nation  as  a whole 
gives  insight  into  some  opposing 
trends.  In  1995,  births  to  Hispanic 
women  made  up  42.4%  of  births  in 
Texas  and  only  17.4%  in  the  United 
States.  In  addition,  Hispanics  had  the 


highest  birth  rate,  at  26  per  1 ,000  pop- 
ulation, while  the  rate  for  whites  was 
13.1,  and  the  rate  for  blacks  was  18. 
Our  increased  birth  rate  appears  to  be 
related  to  the  size  of  the  Hispanic  pop- 
ulation in  our  state. 

Our  failure  to  meet  the  national 
level  for  early  and  adequate  prenatal 
care  may  also  be  explained  by  racial 
diversity  in  Texas.  The  incidence  of 
prenatal  care  reported  by  both  black 
and  Hispanic  mothers  was  signifi- 
cantly less  than  that  reported  by  white 
mothers.  This  is  particularly  impor- 
tant when  one  considers  that  the  com- 
bined Hispanic  and  black  births  made 
up  more  than  54%  of  the  total  of 
Texas  births  in  1995,  while  these  two 
populations  represented  only  32.4% 
of  births  nationally. 

The  increase  in  births  to  Texas 
teenagers  also  can  be  explained  by  the 
increasing  proportion  of  births  to 


Maternal,  perinatal,  and  neonatal  mortality  statistics  for  Texas  and  the  United  States,  1995. 
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T 
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7.1 

9 
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6.5 
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6.1 
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i 
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Neonatal  mortality  rate  (per  1,000  live  births) 

4.9 

3.8 
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6.3 
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10 

i 

Postneonatal  mortality  rate  (per  1,000  live  births) 

2.7 

i 
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j hotli  black  and  Hispanic  mothers,  as 
botli  populations  have  increased  tares 
ot  teen  births.  I his  ethnic  shift  also 
I impacts  other  perinatal  parameters,  as 
! the  incidetice  of  prematurity,  low 
[birth  weight,  and  very  low  birth 
! weight  is  increased  in  infants  born  to 
i teenage  mothers.  It  is  predicted  that 
[between  1995  and  2000,  the  popula- 
tion of  15-  to  17-year-olds  in  the 
United  States  will  increase  by  7%,  and 
the  population  of  18-  to  19-year-olds 
will  increase  by  14%.  Nationally,  the 
decline  in  birth  rates  for  teenagers  is 
believed  to  be  due  to  stabilization  of 
the  proportion  of  teenagers  who  are 
sexually  active  and  to  the  increased 
likelihood  of  conciom  use;  however, 
we  have  not  seen  that  trend  in  Texas. 

Our  slight  advantage  in  terms  of  the 
incidence  of  low-birth-weight  and 
very-low-birth-weight  births  may  also 
be  due  to  our  population  mix.  At  the 
national  level,  there  has  been  an  in- 
crease in  the  rate  of  low-birth-weight 
infants  in  the  white  population,  while 
there  has  been  a decrease  in  the  black 
population.  Information  from  1993 
and  1994  suggests  that  this  increase  in 
the  white  population  is  due  to  an  in- 
crease in  multiple  births  with  its  ac- 
companying higher  risk  of  low  birth 
weight  (4).  But  Texas  has  had  a de- 
crease in  the  proportion  of  births  in  the 
white  population  compared  with  the 
United  States  (42.8%  vs  61%),  and  our 
black  population,  which  has  a low 
birth  weight  incidence  approximately 
twice  that  of  whites  and  Hispanics,  is 
proportionately  smaller  than  that  of 
the  United  States  (12%  vs  15%). 

There  is  no  clear  explanation  why 
the  1995  Texas  maternal  mortality  rate 
was  higher  than  the  national  rate  of 
7.1.  Although  there  was  a dispropor- 
tionate rate  of  black  mothers  who  died 
(20.7),  the  rate  in  whites  (8.0)  and  His- 
panics (7.3)  also  exceeded  the  national 
level  of  7.1  per  100,000  live  births. 

The  1995  Texas  infant  mortality 
rate  compared  favorably  to  the  US 
rate.  That  infancy  is  a vulnerable  pe- 
riod in  life  is  substantiated  by  the  in- 


cidence of  death  in  this  age  group  and 
age-specihe  death  rates  (deaths  per 
100,000  population).  Almost  twice  as 
many  children  die  in  the  first  year  of 
life  than  in  the  ensuing  14  years  of 
life,  d he  age-speciHc  death  rate  of 
648.3  in  the  first  year  of  life  is  the 
highest  for  all  age  groups  until  the  55- 
to  64-year  age  group  is  reached. 

The  most  recent  improvement  in 
the  neonatal  mortality  rate  appears  to 
be  due  to  the  introduction  of  artificial 
surfactant  therapy  for  the  treatment  of 
infant  respiratory  distress  syndrome 
(5).  The  decrease  in  the  postneonatal 
mortality  rate  is  felt  to  be  due  to  the 
decrease  in  the  incidence  of  SIDS.  In 
both  Texas  and  the  nation,  the  re- 
ported incidence  of  SIDS  has  de- 
creased dramatically  over  the  past  4 
years  and  is  temporally  associated  with 
the  initiation  of  the  “Back  to  Sleep” 
campaign  by  the  American  Academy 
of  Pediatrics  that  encourages  mothers 
to  place  their  infants  on  their  sides  or 
backs  while  sleeping  (6). 

In  summary,  a review  of  Texas  and 
US  vital  statistics  reveals  significant 
gains  in  improving  the  outcome  of 
pregnancy.  The  reasons  for  these  gains 
may  be  suggested  but  cannot  be  deter- 
mined solely  from  vital  statistics.  Im- 
provements are  considered  to  be 
multifactorial,  including  improved 
perinatal  and  neonatal  care,  as  the  de- 
crease in  neonatal  mortality  occurred 
in  the  face  of  an  increasing  low-birth- 
weight  rate  — a major  contributor  to 
neonatal  mortality.  In  spite  of  improve- 
ments, Texas  remains  below  national 
levels  for  several  important  markers.  To 
reach  perinatal  health  goals  for  the  year 
2000,  we  must  target  specific  problems 
and  specific  populations  of  mothers 
and  infants.  This  will  require  an  orga- 
nized plan  of  action  and  a partnership 
of  responsible  and  interested  individu- 
als, agencies,  and  groups,  including  the 
Texas  Department  of  Health,  the  Texas 
Department  of  Human  Services,  and 
the  Texas  Medical  Association.  We 
need  to  establish  this  as  a priority  and 
move  forward.  ★ 
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The  Community  Continuity  Experience:  generalist 
training  for  preclinical  medical  students 


Many  medical  schools  are  planning  com- 
munity-based experiences  for  preclinical 
students.  In  August  1994,  The  University 
of  Texas  Medical  Branch  at  Galveston  be- 
gan placing  all  200  first-year  medical 
students  in  generalists’  offices  in  a new 
course  called  the  Community  Continuity 
Experience.  The  office  nurse  served  as  site 
facilitator.  Activities  during  the  second 
term  provided  more  opportunities  for  stu- 
dents to  interview  patients  as  well  as  to 
observe  the  site  physicians.  The  course 
committee  used  feedback  from  student 
evaluations  and  focus  groups  to  change 
the  implementation  of  the  curriculum. 
We  found  that  nurses  as  site  facilitators 
effectively  managed  the  students’  activi- 
ties, that  continuity  of  site  was  more  im- 
portant to  students  than  breadth  of 
exposure,  that  the  optimum  focus  of  ac- 
tivities was  the  examination  room,  that 
training  in  actual  skill  development  (eg, 
methods  of  patient  education)  was  desired 
before  site  activities,  and  that  careful  in- 
tegration of  preclinical  patient-oriented 
courses  was  important  to  expose  students 
to  a coherent  approach  to  learning  skills 
for  patient  assessment. 


Dr  Crump,  associate  professor,  Family  Medi- 
cine; assistant  dean  for  community  affairs, 
School  ot  Medicine;  and  associate  director  for 
medical  education.  East  Texas  AHEC;  Dr 
Boisaubin,  professor  of  medicine,  and  director. 
Community  Continuity  Experience  course; 
Dr  Camp,  executive  director,  Primary  Care 
Education,  and  associate  professor,  family 
medicine.  The  University  of  Texas  Medical 
Branch  at  Galveston.  Send  reprint  requests  to 
Dr  Crump,  I’he  University  of  Texas  Medical 
Branch,  Department  of  Family  Medicine,  301 
University  Blvd,  Galveston,  TX  77555-1 123. 
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William  J.  Crump,  MD 
Eugene  Boisaubin,  MD 
Lawrence  Camp,  PhD 

Efforts  to  educate  pre- 
clinical  medical  students  in 
community  clinical  settings  be- 
gan in  the  1950s  at  Western  Reserve 
University;  during  the  next  three 
decades,  several  additional  schools  be- 
gan similar  programs  (1—7).  The  edu- 
cators implementing  these  programs 
believed  that  exposure  to  community 
practice,  often  in  generalists’  offices, 
would  lead  more  of  these  preclinical 
students  to  choose  to  practice  primary 
care  in  the  community  (8-1 1). 

Most  of  these  programs  started 
with  very  small  groups  of  students  on 
separate  tracks  and  took  years  to  in- 
clude a significant  portion  of  the  class 
(12-20).  Dartmouth  started  a preclin- 
ical curriculum  for  18  students  in  the 
early  1970s,  requiring  3 years  to  de- 
velop three  sites,  with  a goal  of  eight 
sites  within  the  first  8 years  (12). 
Morehouse  School  of  Medicine  began 
a required  preclinical  preceptorship  in 
the  early  1980s  for  28  to  32  students 
(14).  Eastern  Virginia  Medical 
School,  in  the  mid  1980s,  provided  an 
elective  for  second-year  students  in  an 
underserved  urban  clinic  (15).  More 
recently,  the  University  of  New  Mex- 
ico School  of  Medicine  exemplified  a 
slower  evolutionary  approach,  begin- 
ning with  the  experimental  Primary 
Care  Curriculum  track  based  on  5 
years  of  previously  elective  commu- 
nity experience.  After  2 years  of  plan- 
ning, 10  preclinical  students  began  a 
community  experience  in  1979,  grow- 
ing to  20,  and  then  most  recently  to 
all  73  students  (18). 

Most  programs  to  date  have  been 
limited  to  modest  numbers  of  students, 
usually  in  the  30-to-75  range.  The  pro- 
grams have  also  been  located  in  areas 
with  significant  numbers  of  physicians 
who  could  be  recruited  to  provide 
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practice  sites.  No  medical  school  to 
date  has  reported  the  placement  of  an 
entire  large  class  of  students  into  com- 
munity clinical  sites  as  part  of  the  stan- 
dard preclinical  curriculum. 

The  challenge  of  the  project  re- 
ported here  was  to  find  generalist  clin- 
ical sites  for  200  first-year  medical 
students  within  50  miles  of  Galveston 
Island,  a region  with  few  generalist 
physicians  outside  of  the  medical  cen- 
ter. The  specifics  of  site  selection  have 
been  reported  previously  (21)  and  in- 
cluded a very  rapid  start-up  phase,  re- 
sulting in  little  or  no  activities  for 
faculty  development.  The  focus  of  this 
report  is  to  present  the  students’  eval- 
uations of  their  site  activities  and  to 
assist  those  who  are  designing  similar 
curricular  innovations. 

Program  and  curriculum 

DEVELOPMENT 

The  University  of  Texas  Medical 
Branch  at  Galveston  (UTMB)  began 
planning  for  a required  preclinical  cur- 
riculum of  generalist  community  expe- 
rience in  the  fall  of  1992  as  part  of  a 
Generalist  Physician  Initiative  funded 
in  part  by  a planning  grant  from  the 
Robert  Wood  Johnson  Eoundation.  A 
committee  comprising  the  four  course 
directors  of  the  clinical  interdiscipli- 
nary courses  of  the  first  2 years,  two 
Area  Health  Education  Center  staff, 
and  five  educational  consultants  met 
for  16  months  to  outline  the  course 
goals  shown  in  Table  1 . The  long-range 
goal  of  integrating  the  preclinical  inter- 
disciplinary courses,  including  Intro- 
duction to  Patient  Evaluation  (IPE), 
Introduction  to  Clinical  Medicine 
(ICM),  Medical  Ethics,  and  Preventive 
Medicine  and  Community  Health 
(PM&CH),  guided  the  planning  of 


I 

( 

Table  I.  Goals  ot  Comimiiiity  Continuity  Experience. 

I • Provide  a laboratory  tor  the  application  ot  newly  acquired  skills  in  other  courses* 

• Provide  an  opportunity  to  reititorce  the  connection  between  basic  .science  knowledge  and  clin- 
ical medicine 

• Enable  preclinical  medical  students,  while  learning,  to  augment  the  patient  and  family  educa- 
tion services  ot  community  practitioners 

• Expose  medical  students  early  in  their  training  to  unditterentiated  patient  populations  in  in- 
tact communities  ot  diverse  cultural  and  social  composition 

• Provicie  an  opportunity  to  increase  the  exposure  ot  preclinical  medical  students  to  community 

I settings  and  genetalist  physician  role  models 


* Introduction  to  Patient  Evaluation,  Introduction  to  Clinical  Medicine,  Medical  Ethics,  and  Pre- 
: ventive  Medicine  and  Community  Health. 

Table  2.  Objectives  ot  Community  Continuity  Experience. 

[ First  term 
I Interview  patients 
Identify  a patient  education  topic 
1 Develop  patient  education  module 
Provide  health  education  at  site 

Second  term 

Measure  and  record  vital  signs 

Assess  chief  complaint  and  history  of  present  illness  utilizing  subjective,  objective,  assessment, 
plan,  and  education  notes 

Complete  patient  evaluation  focusing  on  needs  for  health  education 


this  group.  The  group  decided  to  focus 
on  health  maintenance  and  patient  ed- 
ucation as  the  common  curricular  ele- 
ment of  this  new  course  for  the  entire  2 
years  of  preclinical  work.  The  students 
were  to  gain  progressively  more  clinical 
contact  as  they  learned  more  interview- 
ing and  physical  examination  skills,  be- 
ginning with  common  issues  of  health 
and  safety  and  then  moving  on  in  later 
terms  to  more  illness-driven  patient  ed- 
ucation. After  careful  briefing  of  formal 
and  informal  leaders  of  the  depart- 
ments who  were  most  involved  in  the 
preclinical  curriculum,  a unanimous 
vote  of  the  faculty  dedicated  one  half- 
day per  week  for  both  years  for  the 
newly  named  Community  Continuity 
Experience  (CCE). 

As  planning  came  to  an  end,  the  de- 


cision was  made  to  begin  the  generalist 
initiative  with  the  entire  cohort  of  en- 
tering medical  students  in  the  fall  of 
1994.  Although  more  conservative 
proposals  were  considered  that  would 
have  phased  in  this  curriculum  over 
several  years,  the  strong  desire  to  begin 
immediately  to  train  more  generalists 
drove  the  decision  to  start  with  all  200 
first-year  students.  The  committee  de- 
fined an  acceptable  clinical  site  as  one 
with  an  active  generalist  practice  (de- 
fined for  this  purpose  as  general  inter- 
nal medicine,  general  pediatrics,  or 
family  practice),  perceived  positive  role 
modeling,  a practice  environment  that 
would  support  having  preclinical  stu- 
dents work  with  their  patients,  and  a 
location  within  a 50-mile  radius  of  the 
campus  on  Galveston  Island.  The 


scope  of  the  challenge  became  clear 
when  the  circle  with  a 50-mile  radius 
was  drawn  on  a map,  revealing  that 
over  half  of  this  area  was  within  the 
Gulf  of  Mexico  and  another  one  fourth 
was  in  Galveston  Bay.  When  a reliable 
database  of  generalist  physicians  was 
generated,  we  found  16  general  in- 
ternist sites,  16  general  pediatric  sites, 
and  27  family  practice  sites  within  the 
50-mile  radius  of  the  campus,  exclud- 
ing the  medical  center  itself 

For  the  first  term  (16  weeks),  the 
students  were  divided  into  groups  of 
eight  per  site,  with  half  the  class  having 
CCE  on  Monday  afternoon  and  half 
on  Wednesday  afternoon.  Each  week, 
two  students  from  each  group  worked 
at  their  designated  site  and  the  other 
six  met  on  campus  with  an  on-campus 
instructor.  The  students  rotated,  so 
that  each  pair  of  students  went  to  the 
site  every  fourth  week.  Some  sites 
agreed  to  take  two  groups  of  students 
(Monday  and  Wednesday),  with  the 
result  that  1 9 sites  were  needed. 

In  January  1995  with  the  beginning 
of  the  second  term  of  the  school  year, 
integration  of  the  IPE  and  CCE 
courses  began.  The  CCE  groups  coin- 
cided with  the  IPE  groups,  each  of 
which  had  six  or  seven  students,  neces- 
sitating the  addition  of  four  new  sites. 
Fifteen  sites  had  one  of  their  own 
nurses  act  as  site  facilitator,  and  the  re- 
maining eight  were  provided  a nurse 
facilitator.  Compensation  for  the  site 
facilitator  s activity  was  provided  by  the 
Office  of  Primary  Care  Education 
through  the  Area  Health  Education 
Center.  Nine  sites  were  family  practice, 
eight  were  pediatric,  and  six  were  gen- 
eral internal  medicine.  Four  were  com- 
munity indigent  clinics,  two  of  which 
were  classified  as  Public  Health  Service 
330  Community  Health  Centers.  Two 
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were  hospital-based  clinics,  1 1 were 
traditional  private  practices,  5 were 
part  of  a UTMB-operated  network  of 
primary  care  practices,  and  1 was  a 
stafh-model  health  maintenance  orga- 
nization. Four  of  the  23  sites  were 
staffed  by  a single  physician,  with  the 
remainder  being  group  practices.  Ten 
sites  were  located  in  communities  with 
populations  smaller  than  20,000,  with 
all  but  three  of  these  considered  sub- 
urbs of  the  nearby  cities. 

To  minimize  the  disruption  of 
physicians’  schedules,  a nurse-facilitator 
was  appointed  or  provided  at  each  site. 
Practically  speaking,  these  facilitators 
served  as  the  community  faculty  for 
these  first  two  terms.  As  may  be  gath- 
ered from  Table  2,  the  students  in  the 
second  term  spent  more  time  observing 
the  physician;  however,  the  primary 
contacts  at  the  sites  were  still  these 
nurses.  For  both  terms,  the  nurse  facili- 
tators also  provided  much  of  the  evalu- 
ation of  student  activities.  In  the  first 
term,  the  student-patient  contact  oc- 
curred often  in  the  waiting  room  or  in 
an  area  adjacent  to  the  examining 
rooms;  in  the  second  term,  the  students 
saw  patients  in  the  examining  rooms. 

An  orientation  was  held  for  site  fa- 
cilitators and  practices  (including  two 
sites  20  miles  apart)  by  interactive 
videoconferencing.  After  the  course 
started,  the  nurse  site  coordinator 
made  regular  site  visits  to  ensure  that 
objectives  were  being  met  and  to  re- 
solve problems  as  they  arose.  The  in- 
tegration with  student  IPE  groups  in 
the  second  term  changed  each  group’s 
composition,  so  few  students  re- 
mained at  the  same  site  for  both 
terms.  At  the  midpoint  and  conclu- 
sion of  both  terms,  each  student 
group  sent  an  elected  representative  to 
a focus  group  feedback  session.  This 
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formative  feedback  was  used  to  make 
adjustments  during  the  term  and  in 
subsequent  terms. 

Program  evaluation 
Site  activities 

From  the  focus  groups,  we  learned  of 
some  confusion  among  the  students 
regarding  the  use  of  the  long  health 
and  safety  checklists  provided  to 
them.  They  had  difficulty  integrating 
the  specific  “closed-ended”  questions 
on  these  checklists  with  the  “open- 
ended”  techniques  of  the  medical  in- 
terviewing skills  they  were  learning  in 
the  IPE  course.  Although  the  feed- 
back about  having  the  office  nurse  as 
the  student’s  primary  contact  and 
evaluator  in  the  first  term  was  posi- 
tive, the  students  expressed  concern 
that  they  were  not  interacting  enough 
with  physicians  at  each  site. 

Before  the  beginning  of  the  second 
term,  we  decided  to  allow  the  students 
to  “shadow”  the  physician  after  spend- 
ing time  with  the  patient  before  the 
physician  came  into  the  examining 
room.  After  obtaining  the  vital  signs, 
they  were  asked  to  elicit  from  the  pa- 
tient the  “chief  complaint”  or  reason 
for  the  visit,  to  incorporate  their  health 
and  safety  checklists  into  the  context 
of  a patient  interview,  and  to  spend 
whatever  time  they  had  before  the 
physician  arrived  developing  as  much 
patient  data  as  their  individual  skills 
would  permit.  The  students  reacted 
positively  to  this  change,  as  did  the  site 
physicians.  Communication  from  the 
course  directors  to  the  physicians  facil- 
itated this  change  within  the  examin- 
ing room,  and  time  spent  with  the 
physician  outside  of  the  examining 
room  remained  about  15  minutes  per 
student  each  day  in  most  sites,  again 
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minimizing  the  effect  on  patient  care. 

At  the  end  of  each  term,  students 
receive  a CCE  Evaluation  form.  The 
form  contains  14  items  on  a 5-point 
Likert  scale,  with  1 = strongly  disagree 
and  5 = strongly  agree.  Table  3 shows 
questionnaire  items  with  matched  site 
means  and  standard  deviation  of  the 
mean  for  both  terms.  Ratings  on 
items  1,  2,  3,  and  14  increased  signif- 
icantly in  the  second  term,  reflecting 
the  efforts  of  the  course  committee  to 
respond  to  students’  feedback  about 
experiences  and  personnel  at  the  sites. 
The  focus  groups  gave  further  detail, 
although  assigning  the  groups’  com- 
ments to  specific  sites  is  difficult. 

Discussion  and  recommendations 
Constraints  of  geography  and  time,  a 
very  short  implementation  time  line, 
and  a large  class  size  made  innovative 
but  very  brief  methods  of  site  devel- 
opment and  nurturing  important.  As 
the  course  committee  considered  be- 
ginning the  next  year  of  the  CCE, 
some  “lessons  learned”  can  be  summa- 
rized for  those  about  to  take  up  a sim- 
ilar challenge.  Generalizability  of 
these  findings  will  depend  on  the  par- 
ticulars of  each  course,  the  environ- 
ment, and  the  students. 

First,  include  careful  planning  to 
ensure  that  feedback  occurs  at  all 
stages.  The  focus  groups  for  both  stu- 
dents and  site  facilitators  functioned 
well  to  provide  formative  feedback  on 
a “course  under  construction.”  How- 
ever, the  site  facilitators  from  the  more 
strained  sites  typically  did  not  attend. 
On  careful  review,  these  were  the  sites 
that  had  a mismatch  between  physi- 
cian and  site  facilitator,  ie,  one  was  far 
less  enthusiastic  than  the  other  about 
the  course.  In  most  of  these  problem 
sites,  the  nurse  was  not  included  in 


Table  3.  Student  evaluations  of  site  activities. 


Term  1 

Term  2 

Item 

Mean  (SEM) 

Mean  (SEM) 

1.  The  CCE  goals  tor  this  term  were  geared  to  my  level  ot  knowledge/ability. 

2.90  (.14) 

3.94  (.12)* 

2.  My  responsibilities  were  geared  to  goals  of  the  CCE  course. 

3.13  (.14) 

3.81  (.14)* 

3.  Care  was  shown  to  include  me  in  relevant  clinical  activities  and  experiences. 

2.93  (.24) 

3.88  (.18)* 

4.  I felt  welcome  and  part  of  the  practice. 

3.74  (.24) 

4.03  (.22) 

5.  The  facilitatoi’s  attitudes  and  conduct  were  professional. 

4.41  (.12) 

4.13  (.18) 

6.  The  physician’s  attitudes  and  conduct  were  professional. 

4.44  (.14) 

4.46  (.14) 

7.  The  facilitator  provided  constructive  feedback  on  my  performance. 

3.96  (.16) 

3.34  (.20)t 

8.  The  physician  provided  constructive  feedback  on  my  performance. 

3.06  (.25) 

3.52  (.20) 

9.  Sufficient  time  was  made  available  for  teaching/learning  opportunities. 

3.26  (.14) 

3.71  (.20) 

10.  I felt  comfortable  working  with  patients. 

4.31  (.09) 

4.26  (.12) 

1 1 . The  site  orientation  was  adequate. 

4.04  (.14) 

3.88  (.15) 

12.  Adequate  supervision  was  available. 

4.16  (.12) 

4.18  (.16) 

13.  I had  access  to  resources  and  supplies  necessary  for  conducting  my  clinical  activities. 

3.91  (.13) 

4.24  (.14) 

14.  I had  the  opportunity  to  perform  actual  skills  in  the  patient  setting  that  were 
presented/taught  in  other  courses. 

2.19  (.14) 

3.61  (.20)* 

SEM  = standard  error  of  the  mean 
CCE  = Community  Continuity  Experience 
* Indicates  significant  differences  with  P<0.005. 
t Indicates  significant  differences  with  P<0.05. 

planning  by  the  physician  and  saw  the 
CCE  as  yet  another  task  on  an  already 
busy  day.  Although  each  site  was  paid 
a small  amount  (enough  to  hire  a 
“float  pool”  nurse  for  the  time  the 
CCE  students  were  on  site),  no  sites 
used  the  money  to  relieve  the  nurse’s 
work  load  and  few  of  the  nurses  per- 
ceived that  the  funds  accrued  to  the 
practice.  Comments  from  even  the 
enthusiastic  nurses  revealed  that  they 


were  uncomfortable  being  responsible 
for  feedback  (and,  therefore,  grading) 
of  medical  students  without  more  in- 
put from  their  physicians.  This  was 
addressed  in  planning  for  the  follow- 
ing year’s  first  term  by  having  a physi- 
cian “mentor”  for  each  group,  as 
described  below.  The  most  effective 
strategy  used  during  the  second  term 
to  address  problem  areas  was  regular 
site  visits  by  the  program  site  coordi- 
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nator,  a nurse.  She  met  with  each  site 
facilitator  during  a convenient  time, 
clarifying  expectations  and  providing 
feedback.  We  could  find  no  substitute 
for  this  labor-intensive  but  highly  ef- 
fective personal  attention. 

Second,  adapt  the  site  activities  to 
make  students  and  site  personnel 
more  comfortable  with  their  roles.  An 
early  consideration  by  the  course 
committee  was  whether  to  focus  on 
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maximizing  exposure  (a  different  site 
each  term)  or  continuity  (same  site). 
Most  students  changed  sites  during 
this  first  year,  and  most  suggested  that 
a higher  value  should  be  placed  on 
continuity,  as  the  nuances  among  spe- 
cialties and  site  environments  were 
not  perceived  by  these  clinically  inex- 
perienced students  (“The  patients 
seemed  pretty  much  the  same,  but  I 
had  to  learn  a whole  new  set  of  prac- 
tice routines.”).  So  the  committee  has 
decided  that  continuity  of  site  will  be 
the  guiding  principle  unless  future 
feedback  suggests  a change. 

Much  of  the  discomfort  at  the  sites 
seemed  to  be  the  “changing  a tire  on  a 
moving  vehicle”  phenomenon.  The 
students  had  only  just  met  the  site  per- 
sonnel when  they  stepped  into  a busy 
practice.  This  and  the  request  both 
from  students  and  nurses  for  more 
physician  leadership  was  addressed  in 
subsequent  years  as  follows.  First,  each 
group  was  assigned  to  an  individual 
physician  rather  than  only  to  a site. 
Second,  the  site  orientation  process  in- 
cluded a luncheon,  seating  groups  of 
students  at  a table  with  their  assigned 
physicians  and  allowing  some  personal 
contact  before  the  site  activities  began. 

The  locus  of  student-patient  con- 
tact was  also  important  in  determin- 
ing a comfortable  arrangement  at  the 
sites.  For  the  first  term,  the  student’s 
task  was  to  ask  each  patient  a series  of 
health  and  safety  questions  and  de- 
velop a patient  education  project.  The 
course  committee  thought  initially 
that  this  could  be  done  best  while  the 
patient  waited  for  the  physician,  and 
for  most,  the  longest  wait  occurred 
before  the  patient  was  placed  in  the 
examining  room.  While  this  did  work 
for  some  clinics  that  had  long  waits,  it 
proved  cumbersome  for  most  clinics 

62 


because  it  was  not  part  of  the  usual 
routine.  Sometimes  the  students  were 
forgotten  as  things  got  busy,  the  pa- 
tients expressed  some  anxiety  that 
they  might  “lose  their  place  in  line”  by 
talking  with  the  students,  and  some- 
times the  students  never  made  it  into 
the  examining  room  with  the  patient 
they  had  interviewed  elsewhere,  fn  the 
second  term,  the  students  were  poised 
in  the  nurses’  work  area,  accompanied 
the  nurse  into  the  examining  room 
with  the  patient,  and  took  the  vital 
signs  (each  site  was  provided  with  a 
“double-headed”  stethoscope).  They 
then  began  their  interview  while  wait- 
ing for  the  doctor  to  enter,  immedi- 
ately assuming  the  observer  role  when 
the  physician  entered  the  room.  This 
did  not  change  the  usual  flow  in  most 
offices  and  was  perceived  by  all  as 
more  comfortable. 

The  locus  and  character  of  stu- 
dent-physician interaction  also  was 
perceived  as  critical  to  success.  The 
student  seeks  as  much  interactivity 
with  patients  and  the  physician  as 
possible,  while  the  physician’s  primary 
goal  is  to  manage  the  care  of  the  10  to 
15  patients  seen  that  afternoon,  while 
fielding  telephone  queries  from  hospi- 
tals, nursing  homes,  pharmacies,  and 
other  patients  not  on  the  day’s  sched- 
ule. Preclinical  students  generally  lack 
the  background  and  vocabulary  to  ap- 
preciate physicians’  brief  answers  to 
complex  questions,  creating  a poten- 
tial strain  between  the  two  goals.  The 
solution  chosen  was  to  maximize  the 
student  time  spent  in  the  examining 
room.  While  waiting  for  the  physi- 
cian, the  student  can  assume  the  role 
of  student  doctor,  developing  the  nec- 
essary skills.  Once  the  doctor  arrives, 
observation  of  an  experienced  clini- 
cian provides  the  necessary  role  mod- 
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eling.  As  the  students’  skills  increase 
and  each  becomes  known  personally 
by  the  site  physician,  more  interactiv- 
ity occurs,  continuing  to  minimize  the 
effect  on  patient  flow. 

Third,  change  the  focus  of  orienta- 
tion to  the  course  from  simply  goals 
and  objectives  to  skills  acquisition.  Al- 
though orientation  probably  must  in- 
clude a review  of  the  goals  and 
objectives  that  each  student  is  given  in 
the  syllabus  and  handbook,  this  is  not 
sufficient  for  such  a novel  experience. 
Each  term  should  include  training  ses- 
sions before  the  site  experience  to  pre- 
pare the  students.  For  the  first  term, 
training  should  cover  the  technique  of 
obtaining  age-specific  health  and  safety 
information  in  a very  brief  interview 
and  then  developing  a patient  educa- 
tion project.  To  become  critical  readers 
of  patient  education  materials  (many  of 
which,  and  some  of  the  most  attractive, 
come  from  drug  companies),  the  stu- 
dents need  new  skills.  So  subsequent 
orientation  for  the  first  term  included 
exercises  in  assessing  reading  level  and 
content  (stated  and  hidden). 

Fourth,  work  carefully  to  integrate; 
new  (CCE)  and  existing  (IPE)  courses. 
Integrating  the  IPE  and  CCE  courses 
was  by  far  the  greatest  challenge  to  the 
course  committee.  The  IPE  course  had 
a long  tradition  of  effective  small 
group  learning  with  dedicated  faculty 
facilitators,  few  of  whom  had  commu- 
nity primary  care  experience.  The  fo- 
cus of  IPE  in  the  first  term  was  to 
develop  interviewing  skills  to  master 
the  traditional  “initial  patient  evalua- 
tion,” including  a complete  history  of 
present  illness,  past  medical  history, 
social  and  family  history,  review  of  sys- 
tems, and  complete  physical  examina- 
tion. When  this  2-hour  process  was 
contrasted  by  the  students  to  the  pri- 


mary  care  setting  where  a lO-miniite 
focused  encounter  was  the  norm,  un- 
derstandable confusion  resulted.  Fhe 
focus  of  the  consternation  became  the 
difference  between  the  open-ended 
questions  stressed  in  IPE  and  the  rela- 
tively closed,  yes/no  questions  of  the 
CCE  questionnaires.  Fhe  students 
simply  did  not  have  enough  clinical 
! experience  to  understand  that  each 
was  appropriate  in  different  settings. 
In  subsequent  years,  by  having  the  IPE 
groups  coincide  with  the  CCE  groups 
from  the  beginning  and  actively  in- 
I eluding  the  IPE  small  group  faculty  in 
lall  aspects  of  the  CCE,  this  process 
i should  be  smoother, 
f The  success  of  this  innovative  course 

|l 

has  shown  that  it  is  possible  to  integrate 
preclinical  students  into  community 
^ practice  experiences  quickly  and  on  a 
1 large  scale.  Careful  attention  to  forma- 
, tive  feedback,  including  that  from  focus 
groups,  linked  to  customized  ap- 
I proaches  to  problem-solving  with  a per- 
I sonal  touch  resulted  in  a successful 
outcome  for  all  involved.  Students  en- 
I tering  their  clerkship  years  after  com- 
! pletion  of  the  CCE  should  be  prepared 
I for  the  efficiency  needed  to  succeed  in 
generalist  training  environments. 
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The  elderly  population  in  the  United 
States  is  increasing  gradually.  Estimates 
project  that  during  the  next  50  years 
21%  of  the  population,  or  approxi- 
mately 70  million  people,  will  be  older 
than  65  years.  Various  medical  and  psy- 
chiatric disorders  produce  cognitive  dis- 
turbances that  result  in  temporary  or 
permanent  incompetence.  That  incom- 
petence will  affect  an  individual’s  deci- 
sion-making capacity  and  ability  to  give 
informed  consent. 

Problems  exist  related  to  obtaining 
informed  consent  from  the  elderly  and 
distinguishing  between  incapacitated 
versus  incompetent  individuals.  Physi- 
cians are  responsible  for  providing  infor- 
mation to  their  patients  about  a durable 
power  of  attorney  for  health  care,  a liv- 
ing will,  and  “do  not  resuscitate”  orders, 
before  they  lose  their  capacity  to  make 
decisions  related  to  their  health  care.  In- 
formed consent,  living  wills,  durable 
power  of  attorney  for  health  care,  and 
guardianship  are  discussed. 


Dr  Ahmed,  clinical  professor  of  psychiatry,  the 
University  of  North  Texas  Health  Science  Cen- 
ter, Fort  Wotth,  Tex.  Send  reprint  requests  to 
Dr  Ahmed,  10  Homeplace  Court,  Arlington, 
TX  76016. 


Psychological  and  legal  aspects  of  mental  incompetence 

M.  Basheer  Ahmed,  MD 


SINCE  November  1 993, 
when  former  President  Ronald 
Reagan  revealed  that  he  was  suf- 
fering from  early  stages  of  Alzheimer’s 
disease,  public  interest  in  the  subject  of 
dementia  in  this  country  has  been  re- 
newed. Unfortunately,  the  disease  is 
progressive,  no  effective  treatment  is 
available,  and  the  disease  invariably 
leads  to  mental  incompetence.  Mental 
incompetence  means  the  inability  of 
persons  to  manage  their  finances  and 
make  decisions  that  affect  their  day-to- 
day  functioning.  Competency  is  de- 
fined as  the  ability  of  persons  to  know 
and  understand  the  nature  and  conse- 
quences of  the  legal  proceedings  in 
which  they  are  involved  or  the  medical 
situations  confronting  them  (1). 

Various  psychiatric  disorders  in 
older  adults  can  produce  an  acute  cog- 
nitive disturbance  or  chronic  progres- 
sive cognitive  impairment.  Acute 
cognitive  impairment  may  cause  tem- 
porary incompetence.  Severe  mood 
disorders  (pseudodementia),  psy- 
chotic disorders,  and  acute  delirium 
and  dementia  caused  by  chronic  med- 
ical conditions  (eg,  myxedema  and 
pernicious  anemia)  cause  acute  cogni- 
tive disturbance  that  results  in  tempo- 
rary incompetence,  but  they  are 
potentially  treatable  conditions  and 
treatment  may  produce  improvement 
of  mental  functioning.  Chronic  pro- 
gressive and  irreversible  cognitive  im- 
pairment, which  may  lead  to  mental 
incompetence,  is  most  commonly 
caused  by  Alzheimer’s  disease  and 
multi-infarct  dementia. 

A detailed  psychiatric  evaluation  is 
necessary  to  differentiate  among  cog- 
nitive impairment  caused  by  an  acute 
medical  condition,  by  a psychiatric 
condition,  or  by  a medication  interac- 
tion. A detailed  history,  physical  ex- 


amination, laboratory  evaluation  in- 
cluding a complete  blood  count, 
blood  chemistries,  tests  for  thyroid- 
stimulating  hormone  and  vitamin 
B12,  and  computed  tomography  or 
magnetic  resonance  imaging  of  the 
head  may  identify  potentially  re- 
versible causes  of  acute  cognitive  im- 
pairment. If  an  irreversible  condition 
is  found,  further  psychological  testing 
should  be  conducted  to  assess  the  de- 
terioration of  mental  functioning. 

Alzheimer’s  disease  affects  4 mil- 
lion persons  in  this  country.  No  reli- 
able diagnostic  test  is  available. 
However,  the  diagnosis  of  Alzheimer’s 
disease  can  be  made  accurately  by 
physicians  after  a thorough  psychiatric 
evaluation  as  mentioned  above. 
Alzheimer’s  disease  affects  both  males 
and  females  irrespective  of  color, 
creed,  level  of  education,  or  choice  of 
occupation.  Although  emotionally 
devastating  to  patients,  early  diagnosis 
provides  opportunities  to  protect  pa- 
tients’ autonomy  and  financial  secu- 
rity. Since  patients  with  Alzheimer’s 
disease  may  live  for  20  years  with  the 
disease,  the  financial  and  health  care 
implications  are  enormous  (2). 

Patients  who  suffer  from  irreversible 
dementia  may  be  competent  in  one 
area  but  not  in  another.  The  physician 
needs  to  assess  the  patient’s  ability  and 
competence  in  several  areas. 

• Testamentary  capacity  is  a person’s 
competence  in  writing  or  changing 
a will.  The  person  must  show  the 
knowledge  that  he  or  she  is  making 
a will  and  knowledge  of  assets, 
property,  and  the  likely  beneficia- 
ries or  heirs. 

• Competence  in  criminal  matters.  A 
person  must  know  the  nature  and 
consequences  of  the  current  legal 
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situation  in  which  he  or  she  is  in- 
volved and  must  be  able  to  work 
with  attorneys.  C'ognitively  im- 
paired individuals  may  have  didi- 
[ culry  understanding  and  may  be 
declared  incompetent  to  stand  trial. 

• Capacity  to  manage  finances.  A per- 
son must  have  knowledge  of  his  or 
her  assets,  monthly  income  and  ex- 
penses, and  location  of  assets  as 
[ well  as  the  ability  to  do  simple  cal- 
' culations.  The  presence  of  mental 
illness  that  interferes  with  the  ca- 
pacity to  manage  money,  the  pres- 
I ence  of  memory  impairment  that 
j interferes  with  the  capacity  to  re- 
I member  financial  transactions,  and 
I an  assessment  of  the  person’s  judg- 
ment that  may  impair  financial 
j dealings  are  necessary  for  that  per- 
I son  to  be  declared  incapacitated  to 
I handle  financial  matters. 

Informed  consent  to 
'treatment 

Informed  consent  for  a medical  proce- 
, dure  involves  an  interaction  between 
itwo  persons  — a physician  who  fully 
I discloses  the  risks  and  benefits  of  a pro- 
posed treatment  or  procedures  recom- 
mended and  a patient  who  must 
i understand  the  need  for  the  proposed 
treatment  and  the  consequences  of  re- 
fusing treatment.  The  minimum  stan- 
dard is  that  a patient  must  acknowledge 
that  a diagnosis  has  been  made  and  that 
he  or  she  has  to  make  a judgment  about 
accepting  or  refusing  the  treatment  of- 
fered. Under  these  minimum  stan- 
j dards,  a patient  may  be  psychotic  or 
depressed  and  still  be  found  competent 
I to  consent  for  treatment  (3).  Therefore, 
|l  decision-making  capacity  must  be  de- 
I termined  carefully.  Obtaining  informed 
t consent  from  a person  with  the  ability 


to  make  a decision  is  not  a problem. 
Note  that  in  emergency  lifesaving  situ- 
ations, informed  consent  is  not  neces- 
sary. Consent  to  withhold  or  withdraw 
life-sustaining  treatment  is  distinct 
from  all  other  forms  of  consent.  Deci- 
sion-making capacity  must  be  deter- 
mined for  informed  consent  to  be 
considered  valid. 

“Incapacitated”  is  a medical  term 
that  means  a patient  lacks  the  ability, 
based  on  reasonable  medical  judg- 
ment, to  understand  and  appreciate 
the  nature  and  consequences  of  a 
treatment  decision  including  the  bene- 
fits and  risks  of  a proposed  treatment. 
Physicians  need  to  ask  pertinent  ques- 
tions to  assess  the  patient’s  decision- 
making capacity.  Does  the  patient 
understand  his  physical  condition  and 
the  treatment  that  is  necessary?  What 
happens  if  the  patient  does  not  con- 
tinue with  the  treatment  and/or  what 
problems  may  arise  if  the  treatment  is 
accepted?  What  does  the  treatment  or 
nontreatment  mean  to  the  patient  per- 
sonally or  to  his  family?  How  will  the 
decision  affect  the  family  and  what 
does  the  family  think  about  the  deci- 
sion the  patient  makes?  Does  the  pa- 
tient understand  the  importance  of  the 
proposed  treatment,  the  consequences 
of  refusal,  the  risks  and  benefits,  and 
the  gravity  of  the  decision  (4)? 

If  the  patient  is  incapacitated,  con- 
sent can  be  given  by  the  legal  guardian, 
by  an  agent  under  a durable  power  of 
attorney  for  health  care,  or  by  a surro- 
gate decision  maker.  Surrogate  decision 
makers  can  give  consent  for  incapaci- 
tated patients  in  the  absence  of  a legal 
guardian  or  agent  with  a durable  power 
of  attorney  for  health  care.  They  can 
give  consent  in  all  health-related  mat- 
ters except  to  withhold  or  withdraw 
life-support  decisions. 


A spouse,  an  adult  child  who  has 
consent  from  other  children,  a major- 
ity of  a patient’s  reasonably  available 
children,  the  patient’s  parents,  or  an 
individual  clearly  identified  to  act  for 
the  patient  before  the  patient  became 
incapacitated  can  act  as  a surrogate  de- 
cision maker.  The  consent  to  withhold 
or  withdraw  life-sustaining  measures 
can  be  given  by  the  spouse,  a majority 
of  reasonably  available  children,  par- 
ents, or  the  nearest  living  relative. 

For  a “do  not  resuscitate”  order,  no 
signed  consent  form  is  necessary.  This 
order  reflects  an  agreement  between  a 
physician  and  the  patient  or  a surro- 
gate decision  maker. 

Every  person  is  regarded  compe- 
tent until  declared  incompetent  by  a 
court  of  law  on  the  basis  of  testimony 
given  by  two  physicians.  One  of  these 
physicians  must  be  a psychiatrist  if 
one  is  available  in  the  county  to  testify 
at  the  competency  hearing.  For  a 
competent  patient  with  early-stage  de- 
mentia, legal  planning  should  begin 
immediately  after  the  diagnosis  has 
been  made.  Simple  financial  steps  like 
the  establishment  of  a joint  bank  ac- 
count and  the  direct  deposit  of  social 
security  ot  pension  checks  can  sim- 
plify the  eldet’s  handling  of  funds. 
Howevet,  cettain  issues  telated  to 
joint  accounts  must  be  analyzed  care- 
fully. First,  opening  a joint  account 
may  create  certain  tax  problems.  Also, 
a joint  account  is  accessible  by  eithet 
parry  as  well  as  creditors  of  either 
party;  thus,  a person  must  be  cautious 
when  contemplating  opening  a joint 
account  with  a new  owner. 

Durable  power  of  aitorney 

A durable  power  of  attorney  nomi- 
nates an  agent,  called  an  attorney-in- 
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fact,  to  act  for  the  individual  accord- 
ing to  the  powers  conferred  in  the 
written  instrument.  For  demented  pa- 
tients and  their  families,  a durable 
power  of  attorney  is  preferable  to  a 
“guardianship”  or  a “conservatorship” 
lor  several  reasons.  First,  the  patient  is 
presumed  to  be  competent.  This  may 
be  important  for  demented  patients 
who  experience  lucid  periods.  Second, 
the  existence  of  a durable  power  of  at- 
torney may  be  a strong  deterrent  to 
any  subsequent  need  for  court  in- 
volvement and/or  supervision.  Third, 
since  the  durable  power  of  attorney  is 
easy  and  cost-effective  to  create,  a lim- 
ited but  competent  individual  may 
agree  more  readily  to  such  a course  of 
action.  Flowever,  the  popularity  car- 
ries the  potential  for  abuse  because  the 
agent  who  has  the  durable  power  of 
attorney  is  subject  to  no  court  or  other 
supervision  (5). 

Durable  power  of  attorney 

FOR  HEALTH  CARE 

A durable  power  of  attorney  for  health 
care  establishes  an  agent  lor  the  pa- 
tient to  make  a wide  variety  of  health 
care  decisions  if  the  patient  should  be- 
come incapacitated.  This  offers  an  op- 
portunity for  the  patient  and  the 
lamily  to  discuss  and  incorporate  into 
specific  language  the  sensitive  aspects 
of  health  care  such  as  artificial  feeding, 
“do  not  resuscitate”  orders,  and  ad- 
mission to  a nursing  home. 

Directive  to  physicians 

A directive  to  physicians,  or  “living 
will,”  is  a document  declaring  an  indi- 
vidual’s personal  choice  regarding  the 
withdrawal  or  withholding  of  artificial 
life-sustaining  procedures  when  the 
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patient  has  been  diagnosed  with  a ter- 
minal illness.  In  1990,  the  US 
Supreme  Court  ruled  that  citizens 
have  a constitutional  right  to  refuse 
life-sustaining  medical  care  such  as 
prolonged  periods  on  ventilators  and 
other  life-support  systems.  Congress 
has  also  passed  a law  that  requires  hos- 
pitals, nursing  homes,  and  health  pro- 
fessionals to  explain  to  patients  the 
purpose  of  a directive  to  physicians 
and  to  encourage  the  patients  to  write 
such  a document.  Many  patients  will 
ask  about  advanced  directives  because 
they  may  not  understand  the  ramifica- 
tions of  their  particular  documents. 
For  example,  patients  may  say  that 
they  do  not  want  tube  feeding,  not  re- 
alizing that  such  a restriction  could 
prevent  them  from  receiving  the  treat- 
ment if  they  become  comatose  with  a 
good  chance  of  recovery.  Physicians 
need  to  make  patients  aware  of  all 
possibilities  (6).  Drs  Ezekiel  and 
Linda  Emanuel  have  developed  a 
comprehensive  medical  directive  form 
worth  reviewing  (7).  However,  people 
in  Texas  should  use  Texas  forms  or 
consult  with  attorneys  licensed  to 
practice  in  Texas  because  other  sources 
may  not  meet  Texas  requirements. 

Guardianship 

Guardians  may  be  appointed  to  act 
over  a patient’s  person  or  estate.  Some 
states  differentiate  between  these  two 
types  of  responsibility,  while  in  other 
states  guardianship  represents  the  inter- 
est of  both  the  patient  and  the  estate. 
In  some  jurisdictions,  conservators  are 
appointed  instead  of  guardians.  Gener- 
ally conservators  and  guardians  have 
similar  functions  with  respect  to  pa- 
tients (8).  A formal  hearing  by  a judge 
is  necessary  to  determine  incompe- 
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tence,  and  a psychiatrist  may  be  called 
for  testimony.  Only  judges  can  declare 
a person  to  be  legally  incompetent. 
Memory  impairment  or  physical  dete- 
rioration is  not  a sufficient  basis  for  a 
person  to  be  declared  incompetent.  A 
clear  lack  of  understanding  and  the 
ability  to  communicate  must  be  seen. 
The  most  common  assessment  for 
competency  is  in  managing  personal 
affairs,  for  that  determination,  the 
questions  asked  include  whether  pa- 
tients know  what  assets  they  have,  in 
what  form,  how  they  have  accumu- 
lated, and  to  whom  their  money  and 
belongings  should  be  left. 

A guardian  can  give  consent  for 
voluntary  treatment  and  for  hospital- 
ization and  nursing  home  placement. 
However,  a guardian  cannot  give  con- 
sent for  involuntary  hospitalization 
for  which  a separate  court  hearing  has 
not  been  held. 

Every  person  is  considered  compe- 
tent until  declared  incompetent  by  a 
court  of  law  on  the  basis  of  testimony 
given  by  two  physicians.  Once  a per- 
son is  declared  incompetent,  the  court 
must  appoint  a guardian.  Physicians 
must  be  extremely  cautious  in  declar- 
ing patients  mentally  incompetent  be- 
cause this  action  revokes  the  patient’s 
right  to  make  any  or  all  decisions  and 
carries  the  potential  for  infringing  sig- 
nificantly on  the  patient’s  freedom 
and  civil  liberties. 
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Allergy 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas.  Texas  75230  Fax  (972)  566-4894 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Gynecologic  Oncology 

MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology.  PA. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio.  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers.  41 1 North  Washington,  Suite  7000,  Dallas.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

(214)  661-7010 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  P.  Wills,  MD 
Richard  S.  Himes  Jr.,  ML3 


Bariatric  Surgery 

IRA  J.  KASPER,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 
American  Society  of  Bariatric  Surgery 
Diplomate  American  Board  of  Surger)' 

SURGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 
(713)  667-9100  Fax  (713)  667-9133 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


12221  MoPac  Expy  North,  Austin.  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Medical  Oncology 

JANET  MACHELEDT,  MD  — Medical  Oncology/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

909  Frosrwood,  Suite  221  5618  Medical  Center  Drive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Telephone  (713)  392-2737 
Fax  (713)  392-8148 
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Texas  Physicians’  Direc- 


Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  R Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76 1 02-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD.  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place.  Suite  # 530,  Fort  Worth.  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


SPINE  DIAGNOSTICS  &THERAPEUTICS,  RA. 

Steven  L.  Remcr,  MD  j.I,.  White  jr,  MD 
Diplomates  ot  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W Parker  Road,  MOB-I,  Suite  412,  Plano.  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,  jr..  MD 
Richard  D.  Schubert.  MD 

A Professional  Association 

2909  Lemmon  Ave..  Dallas.  Texas  75204-2385:  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters.  Jr..  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso.  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  mu.sculoskelecai  tumors,  infections,  and  major  joint  reconstreution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 
Dallas.  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400 
Fax  (972)  566-4317 


MAYME  F.  RICHIE-GILLESPIE.MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth.  Texas  76104 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


)ohn  B.  Gunn,  MD 
Huntly  G.  Chapman.  MD 
Phillip  E.  Hansen.  MD 
lames  M.  Lancaster,  MD 
James  W.  Brodsky.  MD 


Kurt  W.  Rathjen.  MD 
Craig  C.  Callcwart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  4 1 1 North  Washington.  Suite  70(K).  Dallas,  Texas  75246;  (214)  823-7090 
iVIedical  City  Dallas  II,  7777  Forest  Lane.  Suite  B1 16 
Dallas.  Texas  75230:  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD.  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD.  PA 
Mayme  Richie-Gillespie,  MD.  PA 
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Orthopedic  Surgery,  Pediatric 

WALTER  P.  BOBECHKO,  MD,  FRCSC 

Kmerirus  Chairman  Hospital  for  Sick  Children,  Toronto 

Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (2 1 0)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  ynembers  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin.  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 


Don’t  miss  one  word 
of  the  April  issue  of 
Texas  Medicine. 


We’ll  explore 


Harris  Methodist  on  the  defensive 
Physicians  bucking  group  practice  trend 
New  technology  in  diagnosing  sexual  abuse 
Congressional  checkup 
Physicians  on  the  road 


AND  INTRODUCING 


Physicians’  views  on  ethics 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext  1383,  or  (512)  370-1383,  or  e-mail 
larry_b  @ texmed.org.  Also  consult  the  TMA  Web  site  at 
u’ww.  texmed.  org. 
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Texas  Medii 


OPPORTUNITIES  AVAILABLE 


Allergy 


' HOUSTON,  TX  — Exciting  opportunity 

■ FOR  AN  AMBITIOUS  INDIVIDUAL  TO  JOIN  A 
GROWING  ALLERGY  PRACTICE  SEEING  ADULT 
j AND  PEDIATRIC  PATIENTS  IN  THE  NORTH- 
‘ WEST  AREA  IN  THE  EVER-EXPANDING,  EXCIT- 
I ING  CITY  OF  HOUSTON.  IMMEDIATE  OPENING. 

' Please  send  CV  to:  allergy  Center, 

INC.,  ATTN:  RUTH,  902  FROSTWOOD  #222, 
HOUSTON,  TX  77024.  FAX:  713/932-1636. 


Emergency  Medicine 

Texas,  Longview:  Emergency  Department  Medical 
I Directorship  opportunity  in  beautiful  wooded  East  Texas 
for  BE/l^C  PC  with  emergency  medicine  experience. 

I Longview,  a charming  community  with  a population  of 
i 74,000,  has  excellent  schools,  mall  and  antique  shopping. 

J ED  annual  volume  of  17,000.  Excellent  nursing  and  sup- 
• portive  medical  staff.  Highly  competitive  compensation. 

I For  further  information  contact:  Sally  Williams.  MEPA, 

, (800)  346-6687;  Fax:  (972)  789-0339;  14651  Dallas 
' Parkway,  Suite  700,  Dallas,  TX  75240.  E-mail: 

, opportunities@med-edge.com. 

I 

1 Need  doctors  to  cover  weekends  in  rural  hospitals. 

Call  Jerry  at  The  Lewis  Group  for  more  information. 

, (800)  460-8159. 


^e<uUc^  S<^ 

New  Clinic  practice  in  Tyler  and  surrounding 
i area.  Flexible  hours.  Excellent  compensation. 
BE  required.  Primary/moonlighting  positions. 
Fax  CV  to  (817)336-8601. 

I 

EMERGENCY  MEDICINE  CONSULTANTS.  LTD. 

1525  Merrimac  Circle,  Suite  107 
Fort  Worth.  TX  76107 
(888)  DOCS-9II 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-825-7482 


Associate/Assistant  Professor/Instructor — 1 he 

Lhiivcnsity  ol  Texas  1 lealth  Science  Center  at  San  Antonio 
is  presently  recruiting  for  full-time  faculty  in  the 
Department  of  Surgery.  Division  of  Emergency  Medicine 
to  join  the  group  of  academically-oriented  Emergency 
Medicine  physicians  to  staff  the  University  1 lospital 
Emergency  Center.  The  552-bed  hospital  has  a Level  1 
Trauma  Center  and  is  the  primary  teaching  hospital  for  the 
University  of  Texas  Health  Science  Center  at  San  Antonio. 
Opportunities  for  medical  student  teaching,  clinical  prac- 
tice and  research.  Compensation  and  academic  rank  based 
on  qualifications.  Preferred  candidates  will  be  Emergency 
Medicine  hoard  certified  or  prepared.  Send  curriculum 
vitae  to  Charles  P.  Davis,  M.L").,  Medical  Director. 
Llnivcrsity  1 lospital  Emergency  Center.  4502  Medical 
Drive,  San  Antonio,  TX  78229-4493.  Telephone:  (210) 
358-2078;  FAX:  (210)  358-1972.  The  University  ofTexas 
Health  Science  Center  at  San  Antonio  is  an  F^qual 
Employment  C^pportunity/ Affirmative  Action  Employer. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-336-8600) 

TEXAS:  Region;!]  emergency  group  1i;ls  held 
20-ye;ir  contract  to  sttrff  nationally  recognized 
ED.  Contracts  range  from  14,()0()-60,()00  pt  vis- 
its annually.  Flam  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  owai  practice. 
Fax  ( 817)  336-860 1 or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


Texas,  Dallas/Fort  Worth:  Metroplex  Emergency 
Physician  Associates  (MEPA)  seeks  qualified  physicians  to 
staff  community  hospitals  in  the  Dallas/Fort  Worth  metro- 
plex. ED  volumes  range  from  12.000  to  35,000  annually. 
Competitive,  incentive  based  compensation.  Qualifications 
vary  depending  on  location.  MEPA  is  a regional  group 
of  emergency  medicine  physicians  dedicated  to  quality. 

For  further  information:  (800)  346-6687;  e-mail; 
opportunities@mcd-edge.com;  fax  (972)  789-0339;  14651 
Dallas  Parkway,  Suite  700,  L9allas,TX  75240. 

Famiiy/General  Practice 

NORTHEASTTEXAS  — FAMILY  PRACTITIONERS: 

Premier  physician-directed  provider  seeks  family  physi- 
cians. Practice  options  (from  no  OB  to  performing  C-sec- 
tions).  Safe  communities,  resort  lifestyles,  quality  schools 
and  churches.  Top  salaries,  bonuses  and  benefits.  Contact 
Betsy  Wegusen,  (800)  765-3055.  ID#:  5275TX,  Fax: 

(314)  726-3009,  e-mail:  bewegusen@cejka.com. 

HOUSTON  METRO  AREA:  Family  Practice.  Outpatient 
positions  with  CdGNA  HealthCare.  Excellent  call  schedule, 
salary  and  benefits  package.  Contact  Dave  Duncan, 

(800)  678-7858.  ID:  4783TX,  fax:  (314)  726-0026. 
e-mail:  careers@cejka.com. 


Methodist 

Hospitals  ol  Dallas 

PHYSIATRY 

Full-time  physiatrist  needed  to  provide 
outpatient  serviees  in  a hospital-based 
outpatient  rehah  faeility.  Spaeious  new 
facilities.  Rotate  inpatient  call  with  sec- 
ond staff  physiatrist.  Immediate  avail- 
ability. 

ONCOLOGY 

Three-person  single-specialty  oncology 
group  seeks  fourth  BC/BE  oncologist  for 
summer  '98.  Beautiful  hospital  campuses 
and  state-of-the-art  cancer  center  facili- 
ties make  this  an  excellent  opportunity 
for  qualilied  physician. 

RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatolo- 
gist to  establish  a private  practice  in  the 
immediate  service  area  of  Methodist 
Medical  Center  in  Dallas.  Competitive 
income  guarantee,  start-up  assistance, 
marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

PEDIATRICS 

Excellent  opportunity  for  BC  pediatri- 
cian to  join  an  existing  solo  practitioner 
at  Methodist  Medical  Center.  Spanish- 
speaking a plus.  Hospital  financial  and 
start-up  assistance  available. 

NEUROEOGY 

Modern  463-bed  urban,  teaching  facility 
with  Neuroscience  Center  and  new  16- 
hed  Neiiro  Critical  Care  Unit  seeks  a fel- 
lowship trained  neurologist  to  join  a sin- 
gle-specialty neurology  group  located  on 
the  campus  of  Methodist  Medical  Center. 

Additional  group  practice  opporlunitie.s 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physician 
Recruiter  c/o  Methodist  Hospitals  of  Dallas,  P() 
Box  655999.  Dallas,  TX  75265.  Phone  (214) 
947-4579,  fax  (214)  947-4502,  e-mail:  susancog- 
burn@mhd.coni. 
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Family/General  Practice 

Part-time  opportunity  in  conjunction  with  State  agency. 
1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1 ,500  per  day.  No  overnight  travel  required.  Send  CV  to 
ad  reply  attn:  David,  509B  West  Lynn,  Austin,  TX  78703- 


Family  Practice 

Excellent  opportunities  ...  attractive  FP  openings  to 
join  well  established  groups  in  the  Dallas/Ft.  Worth 
area  including  an  associate  medical  director  posi- 
tion for  an  expanding  AOA  residency  program.  Major 
hospital  affiliations;  attractive  income  guarantees; 
reply  confidentially  to  Laurie  Myers, 

(800)338-7107  Fax  (414)  427-7251 
E-mail:  fliatgiexecpc.com 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergencies, 
and  no  hospital  work.  Paid  malpractice.  M-F.  Lucrative 
salary  and  benefits.  Cali  Lisa  Abell  at 
(800)  254-6425,  or  fax  CV  to  (972)  256-1882. 


Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated 
with  a coalition  of  five  regional  hospitals,  is 
seeking  Family  Practitioners  and 
Pediatricians  for  a variety  of  practice  oppor- 
tunities in  the  Huntsville,  Alabama  area. 

Competitive  salaries,  excellent  benefits,  anci 
access  to  a bonus  plan.  Top  schools,  abun- 
dance of  recreational  and  cultural  activities, 
low  cost  of  living,  taste  of  all  four  seasons. 
Home  to  the  Marshall  Space  Flight  Center,  the 
U.S.  Space  and  Rocket  Center  and  many  high- 
tech  corporations. 

Southern  Tradition  That's  State-of-the-Art. 


Forward  CV  to: 

Julie  Franklin 

303  Williams  Ave,  Ste  123 

Huntsville,  AL  35801 


1-800-319-4247 
fax  (205)  532-3252 


COMMUNIT'T  HEALTH 
PARTNERS 


General  Surgery 


DEPARTMENT  CHAIRPERSON. 


Community-based  region- 
al medical  school  campus  is  seeking  on  experienced  board-cer- 
tified general  surgeon  with  some  interest  in  trauma  core  to 
develop  a strong  undergraduate  educational  program. 
Medium  size  community  with  excellent  schools,  low  crime  and 
low  cost  of  living.  Equal  opportunity  employer.  Inquiries  to 
Terry  Myers,  M.D.  Ph.D.,  Choir,  Surgery  Search  Committee, 
Associate  Dean  For  Clinical  Affairs,  Texas  Tech  University 
Health  Sciences  Center  - Amarillo,  1400  Wallace  Blvd., 
AmorilloTX  79106.  Phone  806-354-5413. 


Hospitalists 

Austin, Texas:  Established  group  with  a successkil  track 
record  of  100%  hospital-based  care.  Expanding  to  support 
the  immediate  addition  of  at  least  two  more  hospitalists, 
critical  care  physicians  or  pulmonologists.  Requires  a Texas 
license,  board  certification,  team  spirit  and  superb  com- 
munication skills.  Compensation  is  hilly  productivity 
based;  the  contracting  company  develops  no  assets.  Will 
consider  guaranteeing  collections.  E-mail  dibo@tcms.com 
or  page  Dan  DiBona.  MD.  President.  Physician’s  Inpatient 
Care,  (512)  467-5292  or  (512)  306-1281  (home).  Poten- 
tial for  medical  directorship  at  Central  hospital  is  possible. 


Internal  Medicine 

NORTHEASTTEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  healthcare 
provider  seeks  another  hospitalist  to  join  their  present 
group.  Quality  colleagues,  exceptional  hospital,  top  .salary 
and  benefits.  Beautiful  family-oriented  community  with 
temperate  year-round  climate,  resort  liFestyle,  cultural 
amenities,  excellent  schools.  Contact:  Betsy  Wegusen, 
(800)  765-3055,  ID#5338TX.  fax:  (314)  726-3009. 
e-mail:  bwegusen@cejka.com. 


Internists  to  (develop  practice  opportunities  in  a 
rapidly  growing  and  highly  desirable  northern  sub- 
urb of  Dallas,  Texas.  Opportunity  in  first  year 
includes  inpatient  acute  care  and  office-based  gen- 
eral internal  medicine,  including  seniors.  Practice 
mix  in  subsequent  years  will  be  a balance  between 
professional  interests  and  practice  growth.  Strong 
clinical  skills,  energy,  affability  and  flexibility 
required.  Experience  with  Windows  95  desirable. 

Highly  competitive  comprehensive  compensation 
package.  1 :7  call.  Full  time.  Available  July  1 998. 

For  more  information,  please  send  your  CV  to  Ad 
Box  1180,  Texas  Medicine,  401  W.  15th  St.,  Austin, 
TX  78701. 


DALLAS  and  surrounding  communi- 
ties. Internists  needed  for  established 
private  group  and  senior  center  posi- 
tions. Elxceplional  income/benefils. 
Patrick  Schmidt.  1-800-338-7107. 
Fa.x:  (414)  427-7251. 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

May  1998  April  1, 1998 

June  1998  May  1, 1998 

July  1998  June  1, 1998 
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Locum  Tenens 


Physicians® 

In  Texas  since  1982  ’ 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 


◄ 


LOCUM  TENENS 
OPPORTUNinES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Friendly,  dedicated  service  for  over 
10  years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF.  INC.  - SRI 

Continuity  in  Health  Care 


VOLUME  94  ★ NUMBER  3 


75 


Classified  Directory 


Locum  Tenens 


Occupational  Medicine 


Other  Opportunities 


harfing  a new  career  course  doesn'f 
^.w^'+iave  to  feel  like  re-discovering  the  New 
World.  Staff  Care  keeps  the  adventure  of 
LOCUMS  exciting  without  the  fear  of 
getting  lost  in  the  shuffle.  We  lead  the 
‘industry  with  our  national  medical  staff- 
ing resources  and  confidently  guide  our 
physicians  with  experienced  personnel 
, ' dedicated  to  service  and  satisfaction. 
For  more  information  about  our 
LOCUM  TENENS  call: 

800.211.4971 

Western  Destinations 

800.1)85.227% 

idwest  & Eastern  Destindtioif^’ 
Yj^it  us  on  the  InfenSj^toL) 


/ / v^w^locunrsnetjciciin  ■ 


OM  Physicians  needed  for  Houston  area.  Immediate 
and  future  opportunities  with  US  Health  Works.  Call  Ned 
at  (713)  797-6106. 

DALLAS/FORT  WORTH, TEXAS.  M D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 

Pediatrics 

NORTHEASTTEXAS  — PEDIATRICIANS:  Join  pre- 
mier multispecialty  group  in  attractive  family  oriented 
community.  New  state-of-the-art  facilities.  Unique  lakeside 
hospital.  Quality  colleagues.  Top  salary,  benefits.  Temperate 
year-round  climate,  resort  lifestyle  with  lakes  and  park- 
lands.  Contact:  Betsy  Wegusen,  {800)  765-3055.  ID#: 
5340TX.  fax  (314)  726-3009.  e-mail: 
bwegusen@cejka.com. 


Psychiatry 

RURAL  SOUTH  TEXAS  PSYCHIATRY  POSITION 

A South  Texas  medical  center  needs  a BC/BE  fellowship- 
trained  psychiatrist  for  a solo  practice.  Must  have  complet- 
ed fellowship  training  in  Psychosomatic  Medicine  and 
Consultation  Liaison  Psychiatry.  Bilingual  highly  preferred. 
No  managed  care.  Contact  Robert  Overfield  at  (800)  839- 
4728. 


1 CLASSIFIED  ADVERTISING  CATEGORIES  I 

Allergy  and  Immunology 

Internol  Medicine 

Otolaryngology 

Positions  Wanted 

Anesthesiology 

Locum  Tenens 

Pathology 

Entertainment 

Cordiology 

Neonatology 

Pediatrics 

Equipment 

Dermatology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Property 

Eomily/Generol  Practice 

Obstetrics/Gynecology 

Preventive  Medicine 

Travel 

Gostroenterology 

Occupational  Medicine 

Psychiatry 

Vocation  Homes 

General  Surgery 

Oncology 

Radiology 

Wanted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumotology 

Business  and  Financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 

CHIEF  OF  STAFF:  Dynamic,  progressive  primary  care 
clinic  in  Austin,  Texas.  Staff  of  55  includes  3 PA's,  2 NP’s; 

2 RN’s;  family  practice  physician:  pt  pediatrician;  OB 
GYN;  and  an  adolescent  specialist.  Position  requires  BC  in 
family  practice  or  IM  generalist  with  experience.  Provide 
leadership,  clinical  care,  40  hr.  week,  no  call,  no  weekends. 
Outpatient  care.  Contract  position,  renewable  annually. 
Competitive  compensation,  5 weeks  paid  vacation.  Send 
C.V.  to  Executive  Director,  PCC,  2909  N.  IH-35,  Austin, 
Texas  78722  or  fax  to:  (5 1 2)  320-0702. 

We  have  physicians  looking  for  practice  opportuni- 
ties in  the  Texas  area.  Please  call  or  fax  CV  to  Medical 
Advisory  Group  Inc.  Call  (281)  328-4207  or  fax  (281) 
328-4207"51.  Address  6942  EM  1960  E-150  Humble,  T> 
77346. 


WMIID 

PHYSICIANS 

BOARD  ELIGIBLE/BOARD  CERTIFIED 


•S’  Flexible  hours  — Part-time 
ra”  Weekends  available 
Lucrative 
No  overhead 
Turn  Key  Operation 
I®*  Great  training 
ra"  No  treatment  provided 


-SPECIALTIES- 


■fS”  Psychiatrists 
Internists 

(sub-specialties  welcome) 

Neurologists 
■S'  Orthopaedists 
‘t*’  Pediatricians 

Clinical  Psychologists 


QTC  MEDICAL  SERVICES 

Medical  Evaluation  Specialists 

For  more  information,  please  call: 

(800)  575-4115 
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Other  Opportunities 


PULMOIMOLOGIST 
GEIMERAL  ORTHOPEDIST 
ONCOLOGIST 
UROLOGIST 
ENT  SPECIALIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
PULMONOLOGIST,  GENERAL  ORTHOPEDIST,  ONCOLOGIST,  UROLOGIST  and  ENT  SPECIALIST  to 


join  established  practices.  These  positions  will  require  energetic  individuals  willing  to  provide  health  care  ser- 
vices in  an  active  group  setting.  Competitive,  guaranteed  salary  with  bonus 
productivity  plan.  Shareholder  status  available  in  12-18  months.  Malpractice 
insurance,  health  insurance  and  professional  dues  included  in  benefit  plan. 

Relocation  and  interview  expenses  paid.  This  semi-tropical  location  offers  an 
economically  solid,  safe  community  with  excellent  schools  and  a variety 
of  cultural  and  outdoor  recreational  opportunities. 

Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 
Fax  (956)  423-0345 


VALLEY  DIAGNOSTIC  CLINIC 


HEALTHCARE  CONNECTION 

Immediate  opportunities  for  Emergeiiey  Medicine,  Fsmily  Proctice, 
General  Surgery,  Kematology/OncQlogy,  Internal  Medicine, 
Obstetrics/Gynecology,  Orthopedic  Surgery,  Otolaryngology, 
Pediatrics,  Psychiatry  and  Urology  available  nationwide  Urbon, 
suburban  and  rural  areas.  Income  guarontee  or  salaried.  For  additional 
information  please  toll  (888)  71 1 -0505  or  confidentially  fax  CV  with  cri- 
teria to  (888)  717-0505 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4231 4 D , ■ 

Houston,  TX  77242-231 4 B r o n s t e 1 n 

FAX  281-493-2234  & Associates 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

GP  clinic  in  Fort  Worth.  Gross  $5O0K,  NO  PPO,  80% 
cash.  Hispanic  multi-ethnic.  Call  broker  Paul  Bell. 
Ph.D.,  (972)  931-1497. 

West  Texas  — Medical  practice  lor  sale.  (915)  533-7408. 

Senior  solo  General  Surgeon  in  Houston  (emphasis 
breast  surgery)  wishes  ro  sell  practice  totally  or,  in  part  (to 
partner).  Fax  replies  to  (713)  932-8176. 

Stand  alone  clinic  for  sale  in  Plano, TX.  10,000  files 
plus  18  years  of  same  site  waik-in  patients.  Step  into  a 
practice  lor  a reasonable  price.  Call  broker  Paul  Bell, 
Ph.D.,  (972)  931-1497. 

FOR  SALE  — Due  to  illness.  Large  well-established 
General  Orthopedics  practice  in  Fort  Worth.  Translerrable 
contracts  with  virtually  all  HMOs/Managed  Care.  Fully- 
equipped  office  near  major  medical  center.  Excellent 
opportunities  to  expand  practice.  Call  (817)  336-7861. 


FOR  SALE 

Lucrative  General  Surgery  — Hand  Surgery  Practice. 
Surgeons  willing  to  stay  a year  or  more  for  transition. 
Suburban  Houston  area.  Send  inquiry  to: 


RG  Management 
3506  Deal 
Houston.TX  77025 


Property  For  Sale 

Llano  River  Ranch.  529  acres,  1.5  miles  river  frontage. 
Nice  native  stone,  cedar  house,  guest  house,  caretaker’s 
house,  barn  and  garage.  Abundant  wildlife.  Very  scenic. 

Agent  (830)  864-4533. 


next  can€€n.  — 


Healthcare  Recruitment  Specialists 

Immediate  positions  available  for: 


• Family  Practice  • Internal  Medicine 

• Endocrinology  • Allergy 

• Dermatology 


Positions  offer  a variety  of  practice  options,  excellent 
compensation  packages,  and  attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 
PO  Box  682 1 84  • Houston.  Texas  77268 
Phone  28 1 -440-0636  • Fax  28 1 -587- 1 147 
Toll  Free  888-638-3106 
Visit  www.gcjohnston.com 

Refill Time  in Months M.D. 


Office  Space 

MEDICAL  BUILDINGS 

WILL  RENOVATE  OR  BUILD  NEW 
CALL  (281)  558-9697 
CENTERS  OF  TEXAS 

(a  subsidiary  of  Appaloosa  Land  Company) 


★ 


VOLUME  94 


NUMBER  3 


77 


Classified  Directory 


Equipment 

Abodia  Lighted  Slides:  Store  & View  500  to  10,000 
slides  on  lighted  racks.  Quick  & Easy  access  to  1000s.  40 
Models;  racks,  sheets,  light  boxes,  slides@abodia.com. 
www.ABOniA.com,  Box  3201,  Charleston,  WV  25332, 
(800)  950-7775. 


BUSINESS  AND  FINANCIAL  SERVICES 


Financing,  practice  acquisitions,  starts,  partnerships, 
refinance.  NO  FEES  UNTIL  CLOSING.  rollTrec 
(800)  484-9557,  ext.  4029,  Mr.  Scott. 


Prompt  Payment  of  Claims 

ROBERT  V.  WEST,  M.D. 

Attorney  at  Law 

621 7 Broadway  • San  Antonio,  Texas  7B209 
(210)  822-1 115  -Telephone 
(210)  824-01 82  -Facsimile 
DrWest4218@aol.com  — e-mail 


Advertising  Rates  & Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads. 

Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9i/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send  copy 
to  Melissa  McAdoo,  Advertising  Manager,  Texoi  Medicine. 
401  West  1 5th,  Austin,  Texas  78701 . 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of  accu- 
rate transcription  by  experienced,  well-trained 
personnel.  For  more  information  call  toll-free 
1-888-799-1399. 


LEGAL  SERVICES 


HEALTH 

CARE 

LAW 


Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

'Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Directory 


Aberdeen  Medical  Insurance  Service  24 

ABQAURP 79 

Arizona  Medical  Association  41 

Autoflex  Leasing Inside  Front  Cover 

CTiampion  Manufacturing 6 

Cunningham  Group,  The 10 

Doctors  Resource  Service  30 

Freeman  & Cockerell  30 

Frontier  Insurance 47 

Health  Channel 31 

Homes  of  Thomas  Court  31 

Interim  Physicians 75 

Fajitas  on  the  Rio  Grande  Resort 25 

MBNA  America  12 

MDS  Technologies  19 

Methodist  Hospitals  of  Dallas 74 

O’Neal,  McGuinness  & Tinsley  II 

Pepcid  AC 13 

QTC  Medical  Service  77 

St.  Paul  Medical  Service 6 

Scott  & White Back  Cover 

Staff  Care  75 

Staff  Relief 76 

Superior  Leasing  7 

Texas  Medical  Association 
Committee  on  Physician  Heath 

and  Rehabilitation SI 

Foundation 1 0,  I I 

Member  Services  50 

Physician  Heath  and  Rehabilitation 

Assistance  Fund 42 

Physician  Oncology  Education  Program  24 
Texas  Physician  Services  Organization  . .56 

TexMed  ’98  43-46 

TEXPAC 69 

I'exas  Medical  Association 

Insurance  Trust  I 

Texas  Medical  Foundation 8 

Texas  Medical  Liability  Trust 

Inside  Back  Cover 

Texas  Pediatric  Society 23 

Texas  Society  of  Internal  Medicine  23 

University  of  Texas  at  Dallas  School 

of  Management  26 

Valley  Diagnostic  Clinic  77 

Wood/Menna  42 


Publication  of  an  advertisement  in  Texas  Medicine  is  not  to 
he  considered  an  endorsement  or  approval  by  the  Texas 
Medical  Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


CERTIFICATION  & 
EDUCATION 

Set  yourself  apart  from 
the  competition  with  the 

mm?  CREDENTIAL. 

There  is  a demand  for 
certified  experts  in  QI/UM  for 

UTILIZATION  MANAGEMENT, 
PEER  REVIEW  & 
QUALITY  IMPROVEMENT. 

1998  QI/UM  COURSES  & EXAMS: 

The  only  QI/UM  exam  developed 
in  cooperation  with  the  NBME. 

CONTINUING  EDUCATION  SEMINARS: 

MARCH  Tampa,  FL 

OCTOBER  Bethesda,  MD 
NOVEMBER  San  Antonio,  TX 

CME  COURSES  AND  EXAMINATIONS; 

MARCH  Tampa,  FL 

JUNE  Dallas,  TX 

SEPTEMBER  Cleveland,  OH 

OCTOBER  Bethesda,  MD 


FOR  FURTHER  INFORMATION 
PHONE:  1-800-998-6030 


FAX:  813-286-4387  AD-TM98 


Radiology  (Abdominal) 

March  12-14 
October  1-3 

OB/Cyn 

March  26-28 
August  13-15 
October  15-17 

Family  Practice 

March  6-8 

July  9-11 

Nov.  19-21 

Emergency  Medicine 

April  16-18 

July  23-25 
September  10-12 
Dec.  3-5 

Advanced  Emergency 

Feb.  27-28 

Medicine 

June  5-6 

Nov.  6-7 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (800)  239-1361 
for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  77074 

Approved  for  AMA  Categorv  I credit 


www.AHEConline.com 


To  find  CME  opportunities  in  Texas,  go  to 

<http://www.texmed.org/>  and  click  on  Education/CME. 
Then  select  Continuing  Medical  Education  or  call  (800) 
880-1300,  ext.  1552.  or  (512)  370-1552. 

APRIL  IN  MEXICO.  The  Texas  Urological  Society  will 
meet  April  29  - May  3 at  the  Marriott  Casamagna  Hotel  in 
Puerto  Vailarta.  Non-members  welcome;  CME  credit 
available.  Contact  Tricia  Hall  at  (512)  370-1510  for 
details. 

Texas  Association  of  OB<GYN  Annual  Meeting. 

March  27-28.  1998.  Austin,  Four  Seasons  Hotel.  Contact 
Rachael  Reed.  (512)  370-1527. 


TEXAS  MEDICAL  ASSOCIATIOfN 


Using  the  internet 
in  the  Medical  Office 

Don’t  let  lack  of  infomiation  or  fear  of 
technology  stand  in  the  way  of  your 
progress.  Let  TMA  help  you  leam  more 
about  Internet  and  how  it  cair  benefit 
your  practice. 

• Earn  4 hours  of  AMA/PRA  Category  1 
credit! 

• Receive  free  copy  of  TMA’s  new 
publication  - Online  @ TMA 

• Classes  limited  to  50  to  ensure  a relaxed 
pace  for  Internet  beginners! 

Coming  soon  to  these  locations; 

San  Airtonio  - March  31 
Houston  - April  1 
Corpus  Christi  - April  2 
Fort  Worth  - April  7 
Tyier  - April  8 
Dallas  - April  14 

Call  (800)  880-1300,  ext.  1421, 
or  (512)  370-1421  to  register. 


Tex 
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Question 

What  do  you  gain  from  meetings  with  your  peers? 


eeting  with  peers  and  watching  their  practice 
patterns  provide  the  best  CME  there  is.” 


Randall  C.  Bell,  MD, 

pulmonary  diseases,  San  Antonio 


w; 


re  gain  valuable  knowledge  and  experience 
from  each  other.  The  medical  profession  is 
one  of  the  oldest  and  largest  fraternities  in  the  world,  and 
our  strength  is  in  mutual  support  and  cooperation  that  can 
only  be  accomplished  through  meeting  together.” 


wo  old-time  gynecologists  just  moved  into  my 
■ office  and  we  have  a great  time  discussing  cases. 
It  is  also  reassuring  to  have  their  ‘hallway’  consults.  Also,  we 
catch  up  on  the  latest  jokes.” 


Charles  A.  Primer,  MD,  64 

gynecology,  Tyler 


David  E.  Rogers,  HD,  45 

obstetrics-gynecology,  Allen 

eight  and  humility.” 

David  W.  Cardwell,  MD,  49 

psychiatry,  Austin 


sense  of  just  how  hard  we  work  to  take  care  of 
our  patients.” 


Gregory  A.  Echt,  MD,  38 

radiation  oncology,  Irving 


earls  of  wisdom  not  found  in  textbooks.” 


Michael  R.  McLean,  MD,  49 

orthopaedic  surgery,  Nacogdoches 


earning  how  their  individual  practices  have 
changed  since  graduation;  seeing  old  friends 
from  school  and  training  days,  and  hearing  about  whafs 
working  for  them  in  patient  therapeutics;  and  last,  not 
least,  getting  snow-skiing  tips!” 


William  G.  Breisford,  MD,  42 

rheumatology,  Tyler 


ho’s  cool,  who’s  fool 
What’s  workin’,  what’s  hurtin’ 
Who’s  in,  who’s  out 
Who’s  lie’n,  who’s  die’n 
An  ‘dat’  covers  it  all.” 

William  E.  Blair,  Jr,  MD,  53 

orthopaedic  surgery,  Waco 


Back  Talk  is  a nomcientific  sampling  of  Texas'  physicians  opinions  on  a topic  of interest.  Physicians 
are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for  fiiture  topics.  Send  them  to 
Texas  Medicine,  Back  Talk,  401  W I5th  St.  Austin,  TX  78701;  fax  them  to  (512)  370-1632; 
or  e-mail  them  to  amy_lykke@texmed.org. 


^ ^ H like  to  reconnect  with  friends  from  residency  train- 
H ing,  my  years  in  Amarillo,  and  the  Air  Force  at  the 
Texas  Pediatric  Society  meeting.” 


David  H.  Barry,  Jr,  MD,  52 
pediatrics.  Humble 
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Endorsed  by  medical  associations  nationwide,  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasin. 


L ■■'■■■■  ■ , T,” 
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mn 

&toflex 


iieakngfhasVheen  ffiftening  J 


years.  With  nbi  down  payment,  no  security  deposit, 
monthly  payments,  n^  day  hmne/cfece,  deliver  fime  quality 

3*#  insurance  ‘ aiufe  moic 


Stal  cars,  s®md^#®r ' 


Autoflex 


makes  getting  the  i exact  vehicle  that  , you  ^ want  easy. 


.... 


'aqpcli 

getting  that  new  car>-  delivKE^  to '^ouf  door 
ai^^y? 

im^ex  has 


Endorsed  by;  medical  associations  nationwide,  7 


Jhecome  the  medS^  conmnmi^’sresd^t  expert  m autoi^obile 
leasing.  Estabhshol  in  1982,  Autoflex  Leasing  is  recognized 


ble  deasmg 


for  it’s  superior  ^service  recoil 

vehicles 

; moielioneytOT  yoiir  trade-in!  Vf  * 7.^  ^ ^ **  A 

a new  carriealership  may  offor  o;[%  one  ^ gyp lea^  ^ 


SUPERIOR 

SERVICE 


access  to  exclusive  lease  programs 


facet  of  youfi^o^' 

and  combine  it^th  our  buyiog^wer  to  offer  you  me  * 
lowest  leasing  rate  availabls  Who  do  you  think  can  buy^  a k 
new  v^ehicle  for  less...  the  individual  who  buys  a new  carA 
ev«5-  few  years,  or  '^8feflaiLe.si.Ma<iolbays;feoas«^ 

; cars  every  vear?^Mffhl[A^lil^^Mn^^Sffffl|ENlljatt 

to'se&~i 
fi^smg'  toTje 


Free 

DELIVERY 


SO  many  ofyouf  peers  na^ 


more  information;Lvisit  i 


wwwiautoflexTcom 


1!800.634!1234 


Lower 

Monthly 

PAYMENTS 


• rv  • • •-'rSW 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 


1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 
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NEW  PROGRAM  NOW  AVAILABLE! 


Worldwide  Travel  & Emergency 


This  new  Plan  can  provide  yon 
with  immediate  help  anywhere 
in  the  world.  It  can  save  you 
time  and  money.  ..and  it  might 
even  save  your  life!  If  you 
travel  — in  the  U.S.  or 
internationally  — you  should 
consider  all  the  services  and 
features  of  this  valuable  3-way 
protection: 


Pre-Trip  Planning 
Assistance 
HIGHLIGHTS 


• Country-Specific 
Information 

• Visa  & Passport 
Requirements 

• Inoculation  & 
Immunization 
Requirements 

• Foreign  Exchange  Rates 

• Temperature  & Weather 
Information 

• Embassy  & Consular 
Information 

• U.S.  State  Department 
Travel  Advisories 

The  Worldwide  Travel  & Emergency 

Assistance  Plan  is  provided  by 

Worldwide  Assistance  Services,  Inc. 


Emergency  Medical 
Assistance 
HIGHLIGHTS 

• Medical  Referral  Service 
For  Physicians  63:  Hospitals 

• Around-the-Clock  Medical 
Monitoring  Service 

• Arrangement  of  Emergency 
Medical  Payments 

• Emergency  Medical 
Evacuation 

• Medically  Necessary 
Repatriation 

• Repatriation  of  Mortal 
Remains 

• Return  of  Dependent 
Children  or  Traveling 
Companion 

• Visit  by  Family  Member 
or  Friend  While  You’re 
Hospitalized 

• Prescription  Replacement 
or  Refill  Assistance 

• Eyeglasses  Replacement 
Assistance 

• Claim  Assistance  With 
Your  Primary  Carrier 


Administered  by 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Created  and  endorsed  by  the  Texas  Medical  Association 


TexasMedical 

Association 


Assistance  Plan 

Emergency  Travel 
Assistance 
HIGHLIGHTS 


• 24-Hour  Toll-Free 
Emergency  Message 
Relay  Service 

• Emergency  Travel 
Arrangements  & 

Ticketing 

• Emergency  Cash 
Advance  Service 

• Referrals  to  Attorneys 

• Bail  Bond  Posting 
Assistance 

• Lost  Luggage  Tracking 
Service 

• Lost  Document 
Assistance 

• Interpretation  & 
Translation  Service 

These  services  are  available 
24  hours  a day,  365  days  a year 
when  you  are  at  least  100  miles 
away  from  home.  Business  or 
pleasure  you’ll  be  covered! 

A toll-free  worldwide  service 
minrber  is  all  you'll  need  once 
you  sign  up. 


For  more  information 
call  toll-free: 

1 800  880-8181 

Dept.  2204,  Weekdays 
7:30  a.m.  to  5:30  p.m. 


Big  responsibilities. . . big  decisions. . .get  solid  financial  protection 
for  you  and  your  family  from  TMA. 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Penguin  on  Peterman  Islam 
Antarctia 


If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor, 
Texas  Medicine,  Texas  Medical  Association,  401  W 15th  St,  Austin,  TX  78701. 
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COVER  STORY 


Cow  town  showdown 

When  a group  of  Fort  Worth  physicians  challenged  the  mighty  Harris 
Methodist  Health  Plan  over  its  restrictive  pharmacy  policies,  physicians  across 
the  state  took  notice.  But  what  they  hoped  would  be  a precedent-setting  case 
to  test  Texas’  new  law  prohibiting  policies  that  limit  care  ended  in  a secret 
out-of-court  settlement.  Who  won? 

BY  TERI  MORAN 

38 

cover  photograph  ©1998.  SUPERSTOCK 


From  Your  President 

On  the  right  track 9 

The  Professionalism  Express  is  leaving  the  station,  and  TMAs  president 
urges  all  physicians  to  hop  aboard. 

BY  PHIL  H.  BERRY,  JR.  MD 


Legislative  Affairs 

The  ‘Texas  bill’ 32 

Using  Texas  new  HMO  liability  law  as  an  impetus,  there’s  a move  afoot 
in  Congress  to  end  protection  against  state  regulation  for  self-funded 
TRISA  health  plans.  The  question  is  whether  the  House  Republican  lead- 
ership will  let  it  see  the  light  of  day. 


BY  KEN  ORTOLON 


Science  and  Education 


'ighting  evil 45 

Thysicians  and  state  officials  are  teaming  up  to  use  sophisticated  telemedicine  technology  to 
felp  detect  the  sexual  abuse  of  children.  Its  a new  weapon  against  an  old  evil  that  seems  to 
•be  increasing. 


BY  R.U.  STEINBERG 


I 
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Medical  Economics 

Swimming  upstream 48 

There  are  still  some  brave  hearts  out  there.  Some 
physicians  are  bucking  the  trend  against  group 
practice  to  open  their  own  solo  practices,  just  like 
in  the  good  old  days.  What  are  the  advantages  and 
disadvantages,  and  how  can  TMA  help? 

BY  CYNTHIA  MYERS 


Public  Health 

Jungle  medicine 52 

For  Dr  Patti  Patterson,  the  No.  2 person  at  one 
of  the  country’s  largest  public  health  programs, 
traveling  to  the  jungles  of  South  America  and 
the  coast  of  Africa  to  care  for  people  in  need  is 
“hands-on  work  and  lots  of  fun.  ” 

BY  TERI  MORAN 


D E P A R T xM  E N T S 


Texas  Medicine  Rounds 18 

Live  & Then  Give  goes  national  • Public  health  celebration  • Meet  Dr  Howe  and 
Ms  Homer  • House  of  Delegates  preview  • Education  sponsors  •A  voice  for  physi- 
cians • Preventing  family  violence  • Medical  students  gratitude  • Representative 
Coleman  honored  • Urology  exhibit  • From  the  Field  • Patient  compliance  study  • 
Agent  Orange  research  * New  degree  program  • UTMB  award  • Organ  donation 
on  the  Web  • Ethics  forum  • Chinese  herb  cure  • Memory  molecules 
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Texas  Physicians’  Directory  55 
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When  it  comes  to  group  professional 


liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 

Our  policies  are  designed  to  meet  your  needs 
jba.sed  on  the  way  you  practice  medicine  in 
itoday’s  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 

Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a flat  annual.fee. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  The  Century 
American  difference  is  flexibility.  To  get  the 
competitive  edge,  call  1-800-476-2002. 


Cent 

Insurance 

Century  American  Insurance  Company 
Century  American  Casualty  Company 
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Covered  by  Texas  Me 


Freedom  From  the  High  Cost  of  Heartburn 


• PepcicI  AC* 

• Ranitidine  1 50  nng 

• Prilosec®*  20  mg 


•Pritoset  (omepfazole)  is  a iregistered  trademark  of  Astra  Merdt, 
t-  Sources  11^  November  1997.  Red  Book  Update  November  1997; 
IMS  America.  September  1997. 


Medicaid  requires 
a prescription 
for  coverage  of 
Pepcid  AC  10  mg 


® lobiiscm  Jk  |t>hiwc»ij  o MERCJs  Cbiisitmer  Pharmaceuticals  Co.,  1998 


® Regi«tcfed  trademark  of  Merck  Co„  Inc. 
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Letters 


Even  playing  field 
needed 


■ READ  WITH  INTEREST  THE 
article  (“Ten  Steps  to  Freedom,” 
January  1998  Texas  Medicine,  pp 
9-10)  by  TMA  President  Phil  H. 
Berry,  Jr,  MD.  I agree  with  all  the  steps; 
I would  add  that  we  need  to  even  the 
playing  field  with  regard  to  negotiations 
with  the  giant  entities  that  individual 
physicians  and  groups  are  facing. 

It  is  not  a level  playing  field  with 
the  Stark  Acts  I and  II  and  the  an- 
titrust status  that  physicians  face.  It  is 
very  hard  to  offer  alternative  care  sites 
and  to  negotiate  with  these  current  le- 
gal barriers.  Facing  the  government 
with  Medicare  and  Medicaid  pro- 
grams, the  giant  health  insurance 
companies  and  their  managed  care 
plans,  and  the  giant  national  hospital 
chains  makes  it  very  difficult  to  “take 
back  control  of  medicine.” 

We  will  have  to  work  through  the 
political  arena,  and  inform  our  pa- 
tients and  congressional  representa- 
tives at  both  state  and  national  levels 
to  endeavor  to  even  the  playing  field. 

Kent  Beasley,  MD 

1301  W 38th  St 
Austin,  TX  78705-1069 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA.  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  larry_b@texmed.org.  Please  type  letters  you  submit 
for  publication,  and  keep  the  length  to  400  words  or  less.  If  nec- 
essary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor 
and  editorial  advisors,  and  are  subject  to  editing  and  abridg- 
ment. Letters  represent  the  opinions  of  the  authors  and  do  not 
necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


Family  violence 
report  faulted 


■ WRITE  TO  CRITICIZE  THE 
article  “Where  Are  We  Now?” 
(January  1998  Texas  Medicine,  pp 
44-47).  Many  of  the  assertions 
were  poorly  substantiated.  I found 
more  than  a dozen  questionable  state- 
ments by  the  authors. 

I would  argue: 

• Family  violence  is  poorly  docu- 
mented and  poorly  counted  in 
Texas.  As  a result,  any  assertion 
that  it  has  reached  “epidemic”  pro- 
portions assumes  too  much. 

• Violence  was  just  as  prevalent  in 
the  ’30s  and  ’40s,  and  in  fact  may 
be  less  today  than  previously.  The 
authors  have  no  clue  on  trends  be- 
cause of  insufficient  information. 

• Family  violence  is  not  equally  dis- 
tributed among  all  social  classes. 
The  facts  support  the  general  pub- 
lic perception  that  family  violence 
is  a more  common  problem  among 
the  poor.  An  occasional  abusive 
rich  person  does  not  disprove  the 
general  statement. 

• Any  increase  in  the  rate  of  family  vi- 
olence is  a reporting  phenomenon. 

At  the  end  of  their  article,  the  au- 
thors point  out  that  poor  data  impede 
any  reasonable  research  into  family  vi- 
olence, and  they  state,  “Many  impor- 
tant questions  that  might  be  asked 
about  patterns,  distribution,  causes, 
and  contexts  of  family  violence  cannot 
yet  be  answered  with  reasonable  cer- 
tainty because  reliable  information  is 


limited  in  both  quantity  and  quality.” 
Why  then  would  the  authors  be  so 
confident  in  their  other  statements? 

Like  in  many  articles  on  family  vio- 
lence, the  authors  of  this  article  descend 
into  rhetorical  excesses.  They  say  that 
“there  are  more  animal  shelters  nation- 
ally than  shelters  for  victims  of  family 
violence,”  as  though  that  proves  any- 
thing. They  talk  about  elder  abuse  in 
nursing  homes  going  unidentified  be- 
cause there  is  “no  effective  mechanism 
to  detect  abuse.”  These  excessive  state- 
ments bring  into  question  the  credibil- 
ity of  the  article.  The  “elitist”  approach 
to  victims’  issues  is  to  exaggerate,  pon- 
tificate, and  argue  for  increased  govern- 
mental intrusion  when  the  advocates 
do  not  know  what  the  numbers  really 
mean,  and  they  do  not  know  whether 
the  numbers  are  reliable. 

The  comments  on  inadequate 
trauma  care  services  were  pointless. 
This  reveals  the  superficiality  of  the 
authors’  analysis  and  the  emptiness  of 
their  commentary. 

Those  of  us  in  the  medical  profes- 
sion who  actually  deal  with  victims  of 
domestic  violence  do  not  deny  its  ex- 
istence. We  just  wish  that  research  in 
this  area  was  more  careful,  more  scien- 
tific, and  more  substantive. 

John  Dale  Dunn,  MD,  JD 

Rt  1,  Box  282M 

Lake  Brownwood,  TX  76801 
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Good  Physicians  Base 
Their  Decisions  on  Facts. 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

I Frontier  has  been  providing 

medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  Frontier’s 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.[ZiI3Z!ES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 


financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  853-9502.  If  calling 
from  Houston  (713)  627-9100. 


irxiillKer 


INSURANCE 
GROUP,  INC. 

11  GREENWAY  PLAZA,  SUITE  161! 
HOUSTON,  TEXAS  77046 
FAX:  713-627-9145 


A Market  Leader  in  Professional  Liability  Insurance 


From  Your  President 


On  the  right  track 

Riding  the  Professionalism  Express 

B V Phil  H . Berry,  Jr,  Ml),  TMA  president 


(REMEMBER  MY  FIRST  TRAIN 
trip.  I was  12  years  old  in  1950,  a 
Boy  Scout  on  my  way  to  one  ot  the 
first  national  Boy  Scout  Jamborees  in 
/alley  Forge,  Pa.  1 had  significant 
Joubts  that  the  engineer  ot  that  train 
could  leave  tiny  Laurel,  Miss,  and  arrive 
in  Valley  Forge.  1 not  only  had  doubts, 

1 was  downright  scared  we  would  end 
ip  in  California  or  somewhere  else. 

It  was  fun  as  we  pulled  out  of  the 
;tation,  after  saying  good-bye  to  my 
oiks,  proud  that  1 was  such  a world 
raveler.  Then,  my  concerns  mounted 
IS  1 watched  familiar  towns  drift  by  the 
vindow.  1 was  looking  for  security  as 
darkness  came  and  the  train  rolled  on, 
seemingly  into  dark  space.  Memphis, 
[Chattanooga,  Washington,  and  even- 
tually Philadelphia,  and  then  we  finally 
the  last  leg  into  Valley  Forge. 

, Now  it’s  almost  50  years  later.  This 
lime,  as  your  TMA  president,  it’s  been 
ny  responsibility  to  take  our  organiza- 
;ion,  some  35,000  members,  on  a trip 
ill  together  and  to  pick  the  right  train 
to  get  us  there.  1 have  been  entrusted 
CO  avoid  those  bad  stops  along  the  way: 
frustration,  hassle,  interference,  and 
Ibottom-line  mentality.  For  the  past 
[year.  I’ve  looked  for  the  train  to  lead  us 
Dack  to  where  we  can  practice  medi- 
cine the  way  we  want,  unhindered, 
concerned  only  for  our  patients’  best 
interest.  Back  to  the  land  of  freedom 
to  choose  how  we  practice,  whom  we 
see,  when  we  work,  and  for  how 
much.  Where  doctors  are  doctors. 

I’m  not  nearly  as  scared  on  this 


This  is  Dr  Berrys  final  column  as  his  term  as 
TMA  president  comes  to  an  end  this  month. 


train.  I’ve  seen  this  train.  I’ve  heard  the 
whistle  blow,  and  so  have  you.  We 
caught  this  train  walking  across  the 
stage  to  get  that  MD  degree  and  as  we 
became  interns  and  residents.  And  the 
whistle  was  never  louder  than  when  we 
opened  our  first  offices,  and  we  melted 
when  our  first  patients  came  through 
the  door  and  called  us  “Doctor.” 

The  ticket  on  this  train  does  not 
come  cheaply.  Nor  should  it. 

This  train,  the  Professionalism  Ex- 
press, carries  us  to  vistas  no  one  else 
has  the  right  to  witness,  riding  the 
roller  coaster  of  emotions  with  our  pa- 
tients. After  all,  a doctor  is  different. 
Every  one  of  us  is,  and  should  be,  held 
to  the  highest  standard. 

Aren’t  you  proud  to  be  a doctor? 
The  ultimate  professional?  Why  do 
we  burn  so  fiercely  with  that  pride? 
We  are  No.  1 on  anyone’s  list  of  pro- 
fessionals: medicine,  law,  engineering, 
accountancy,  the  clergy.  We  are  at  the 
top  of  that  list,  and  for  good  reason. 

The  public,  and  our  patients,  be- 
lieve that  when  they  come  into  our  of- 
fices, they  will  receive  quality  health 
care.  They  believe  we  will  resolve 


every  ethical  dilemma  we  face  with 
their  interests  foremost. 

That  doesn’t  mean  we’re  not 
tempted  to  board  some  of  the  other 
attractive  trains  with  destinations  to 
exotic  places.  But  1 am  convinced  that 
those  trains  are  headed  down  a dan- 
gerous track.  And  our  train  is  the  right 
one;  it’s  on  the  right  track. 

In  the  past  few  months,  during  a 
speech  to  the  TMA  House  of  Delegates 
and  in  a column  in  these  pages,  I’ve 
talked  about  the  problems  and  frustra- 
tions we  all  know  far  too  well.  About 
governmental  bureaucrats  and  insur- 
ance authorization  clerks  who  think 
they  know  more  about  medicine  than 
do  we.  About  the  obscene  amounts  of 
money  siphoned  out  ol  the  health  care 
system  to  line  the  pockets  of  managers 
and  CEOs  who  do  not,  and  who  can- 
not, deliver  any  direct  patient  care. 
About  the  lack  of  concern  for  real  qual- 
ity care  and  the  near-maniacal  concern 
for  the  shareholders’  bottom  line. 

My  suggestion  to  gain  control  again 
for  ourselves,  for  our  patients,  is 
through  a united  front.  We  need  a lat- 
ticework of  communication  for  us  all  to 
plug  into,  grab  hold  of,  and  use  to  sup- 
port one  another.  This  won’t  happen  by 
some  edict,  but  it  will  happen  if  we,  our 
TMA,  want  it  to  happen.  We  do  have 
the  power  to  control  our  own  destiny, 
and  we  must  will  it  to  happen.  We  must 
have  the  resolve  to  see  it  through.  It’s  so 
close,  1 can  feel  it.  Can’t  you? 

The  ticket  to  our  Professionalism 
Express  is  a package  called  the  “Ten 
Steps  to  Freedom.”  Do  you  remember 
those  steps?  The  patient  must  come 
first.  Nothing  ever  should  supersede 
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^RMATOPATHOLOGY 


BORATORIES 


FREEMANDCOCKERELL  | 

D L R M A T 0 P A T II  0 L 0 G 

LABORATORIES 

■ Diagnostic  Dermatopathology 

■ Frozen  Sections 

■ Evaluation  of  Margins 

■ Diagnostic  Consultation 

■ Immunofluorescence 

* Slide  Processing 

■ Immunohistochemistfy 

* Rush  2 Hour 

■ Clinicopathologic  Correlation 

Permanent  Sections 

1 24  Hour  Service  I 

Courier 

214/638-2222 

Air  Freight 

Fax  Reports 

Stat  Pick-up 

800/309-0000 

Fax  214/630-5210 

ROBERT  G.  FREEMAN,  M.D. 

CLAYJ.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE 

115  ■ DALLAS.  TEXAS  75235 

DOCTORS  RESOURCE  SERVICE 


A full-service  financial  firm, 
including  tax,  accounting  and  pension 
dedicated  to  providing  unique  solutions 
to  the  monetary,  financial  and  tax  problems 
of  the  health  professional. 

Maurice  M.  Glazer,  the  Chairman  of  DRS 
has  been  a financial  advisor  for  35  years. 

DOCTORS  RESOURCE  SERVICE 

Specializes  in  a custom  analysis  for  each  doctor 
with  specific  suggestions.  This  information  can 
save  physicians  significant  dollars. 


For  information  call  Marilyn: 

800-588-8931 


•Investment  advisory  service  through  Associated  Financial  Planners,  Inc  , an  IFG  affiliate 
••Securities  offered  through  IFG  Network  Securities,  Inc  , Member  NASD/SIPC,  Maunce  M.  Glazer  is  a 
registered  principal  of  IFG  Network  Secunties,  Inc,  w hich  is  otherwise  unaClifiated  with  Doctors  Resource  Service. 


From  Your  President  j 

the  patient-doctor  relationship.  Ourl  ' 
patients  know  that,  I know  that,  and  ' 
you  know  that.  " 

We  must  be  professionals  in  the 
highest  sense,  always.  We  know  theV 
right  thing  to  do  for  our  patients,  and* 
we  should  do  it.  “Divide  and  con-r 
quer”  are  the  bywords  of  those  whoij^ 
would  usurp  our  ability  to  control  ourjl' 
destiny.  We  must  take  advantage  oljl 
every  new  technology  to  communi-'i 
cate  and  bond  together,  to  becomej 
one  voice,  for  the  house  of  medicine.  ! 

Standards  are  the  staple  of  our  exis-|i 
tence.  We  should  continue  to  set  highj 
standards  and  never  waver  when  things  ^ 
get  tough.  We  decide  to  what  degree 
we  should  be  accountable,  and  then  we 
commit  to  those  standards,  always! 

Our  willpower  to  organize,  commu- 
nicate, plan,  and  act  is  critical.  It’s  the 
fuel  that  will  drive  this  train.  We  must 
believe  in  one  another  as  never  before.  If 
the  dog  is  to  wag  the  tail  again,  we  must 
have  the  steadfastness  to  see  it  through. 

We  must  never  ever  take  fot  granted 
the  trust  our  patients  give  us  to  be  their 
advocates.  And  we  must  be  willing  to 
offer  them  seats  on  our  train,  to  share 
the  exhilaration  when  we  pull  out  of 
the  station  on  our  big  run. 

My  choice  of  trains  has  been  vali- 
dated in  your  response  to  the  “Ten 
Steps  to  Freedom.”  I’ve  heard  from 
you  in  letters,  phone  calls,  e-mails, 
and  hallway  conversations. 

I think  I know  why  we’ve  had  such 
an  overwhelming  response,  exactly 
why  this  ttain  is  on  the  right  track.  We 
all  want  to  hold  hands  in  the  dark,  to 
feel  a buddy  when  things  are  scary,  to 
be  together  when  things  get  tough. 
The  “Ten  Steps”  are  like  Velcro  for  our 
membership,  a hand  to  hold  onto,  our 
ticket  for  the  big  train. 

Our  TMA  is  the  one  organization 
that  can  help  us  do  that.  Look  at  what 
we’ve  accomplished  in  just  a few  shott 
months:  a major  conference  to  “Focus 
on  Professionalism”;  an  all-out  effort 
to  help  us  run  clean,  fraud-and-abuse- 
free  practices  (not  just  to  stay  out  of 
trouble  but  because  it’s  the  right  thing 
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|,o  do);  and  a Texas  Health  Quality  In- 
jjtitute  to  ensure  that  doctors  can  coni- 
jiiete  in  the  battle  to  define  “quality.” 

All  ol  us,  the  highly  professional, 
liiighly  competent,  highly  admired 
^jnembers  of  Texas  Medical  Associa- 

!;ion,  want  so  badly  to  return  to  the 
deals  we  all  held  when  we  graduated. 
i|Ve  are  all  learning  that  big  shaking 
(I, notion,  what  it  takes  to  get  rid  of  the 
lilime  of  bottom-line-ness  and  rise 
)i|bove  the  smut  we’ve  encountered. 

Let’s  all  climb  aboard  the  Profes- 
ionalism  Express.  The  trip  will  be  won- 
jlerful  and  the  view  spectacular.  It  will 
)e  full  of  patients’  smiles  and  thanks 
xnd  appreciation.  And  when  the  train 
(pulls  into  the  station,  the  rewards  will 
)e  tremendous.  We  will  be  doctors 
ijigain,  really  doctors,  not  “providers” 
iind  certainly  not  “vendors.”  And  we’ll 
mave  patients,  not  “clients”  or  “cus- 
1 omers”  or  “enrollees.”  And  the  money 
: pent  to  heal  one  of  those  patients  will 
l)e  a good  thing,  not  a “medical  loss” 
I hat  has  some  insurance  analyst  wor- 


[j-ied. 

; For  some  inane  reason,  our  govern- 
inent  and  some  insurance  companies 
l|:eem  to  think  they  know  what’s  best 
I'or  patients.  They  won’t  concede  that 
ioatients  are  smart  enough  to  make  ap- 
ll^ropriate  decisions  about  the  most 
Trecious  commodity  they  have  — 
heir  health!  Patients  aren’t  considered 
Dright  enough  to  find  doctors  who 
ll»vill  care  for  them,  who  will  be  there 
for  them  when  the  hours  turn  darkest. 
What’s  wrong  with  this  picture? 

We,  the  physicians  of  Texas,  have 
^che  opportunity  to  change  this  sce- 
linario  forever  if  we  have  the  courage  to 
(stick  together  to  do  so.  It’s  not  too 
jiate.  But  the  whistle  is  blowing.  The 
conductor  is  calling,  “All  aboard.”  The 
Professionalism  Express  is  about  to  pull 
■out  of  the  station.  Your  ticket,  the 
“Ten  Steps  to  Freedom,”  is  in  your 
hand.  Will  you  use  it? 


INTRODUCING  . . . 


• The  Health  Channel  offers 
faster,  easier  access  to  current 
medical  news  & informatittn 

• Quality  documentary 
programming  developed 
specifically  for  healthcare 
professionals 


• Convenient  CME 
courses  at  home 
or  office,  without 
travel  expenses 


ot 


Service 


lleg 


Bayl 


Med 


or 


me 


• Accredited 

CME  courses 
via  satellite 
television 


Call1-800-811-  0227 
or  visit  www.thehealthchannel.org 
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Senior  Management 
Experienced  Advice 
Trusted  Direction 

• Estate 
planning 

• Money 
management 

• Trusts 

• Family 
financial 
planning 


WOODWAY 

B 

Left  to  right:  Maureen  Phillips,  Bill  Cunningham,  Judy  Bozeman,  Rick  Morales 

WOODWAY 

FINANCIAL  ADVISORS 

A TRUST  COMPANY 

10000  Memorial  Drive*  Suite  650  • Houston,  Texas  77024  • 713-683-7070 

e-mail:woodway@onramp.net 


VOLUME  94  ★ NUMBER  4 


I 


The  New  Standard 
Isn't  Gold. 


^ Tex 
^ Ms> 


cums  fcx 


Credit  line  up  to 

*100,000 


Texas  Medical  Association  MBNA® 
Platinum  Plui^  MasterCard®  credit  card 

y No  Annual  Fee 

> 5.9%  Fixed  Introductory  Annual  Percentage  Rate 
(APR)  for  cash  advance  checks  and  balance  transfers^ 

> Priority  Customer  service — 24  hours  a day 

y Credit  line  increase  decisions  in  1 5 minutes  or  less 

► $1  million  Common  Carrier  Travel  Accident 
Insurance* 

y Free  Year-End  Summary  of  Charges 

>•  Platinum  Plus  Registry — card  and  document  registry, 
emergency  cash  and  airline  tickets,  and  more 

► Exclusive  Platinum  Plus  fraud  and  privacy  protection 

y Free  express  delivery  for  card  replacement 

y Supplemental  lost  checked  luggage  protection — 
up  to  $3,000 


Complete  and  return  the  form  below  or  Call  1-800-523-7666 


Please  mention  priority  code  GZ77  when  calling. 

Please  return  form  to:  MBNA®  Platinum  Plus''^  New  Account  Acceptance  Center,  P.O.  Box  15464,  Wilmington,  DE  19850-5464.  S 


Print  your  name  as  you  would  like  it  to  appear  on  card.  P/ease  print  dearly  in  hlaek  or  blue  ink. 

Social 

Name  Security  # 

Birth 

Mothers 

GZ77 

JM-643 

Address 

City 

State 

ZIP 

(for  security  purposes^ 

Y7 

Monthly  housing  payments  $ 

Are  you:  lU 

Business  phone  ( 

n Renter 

dl  Other 

Your 

annual  salary  $ 

Other 

income^  +$ 

Home  phone  ( ) 

) 

9 

Employer 

Years 

Source  of  other 

9 

Position 

Total  household 
income  $ 

Please  send  an  additional  card  at  no  extra  cost  for; 

9 

Relationship: 

♦Alimony,  child  support,  or  separate  maintenance 
income  need  not  be  revealed  if  you  do  not  wish  it 

Y 

/ / 

Please  complete 

Preyious 

Address 

only  if  you  haye  moved  or  changed  employers 

City 

in  the  last  three  years. 

State 

ZIP 

MY  SIGNATURE  MEANS  THAT  1 AGREE  TO  THE  CONDITIONS  APPEARING  ON  THIS  FORM. 

Ereyious  school 
or  employer 

Years 

there 

Annual  fee 

None. 

♦Annual  Percentage  Rate  (APR) 

14.99%  fixed  for  purchases. 

Grace  period  for  repayment 
of  balance  for  purchases 

At  least  25  days,  if  each  month,  we  receive  payment  in  full  of 
your  New  Balance  Total  by  the  Payment  Due  Date, 

Method  of  computing  the 
balance  for  purchases 

Average  Daily  Balance  (including  new  transactions). 

Transaction  fees  for  cash 
advances  and  fees  for 
paying  late  or  exceeding 
the  credit  limit 

Transaction  fee  for  Bank  and  ATM  cash  advances:  2%  of  each 
cash  advance  (minimum  $2).  Transaction  fee  for  credit  card 
cash  advance  checks:  1%  of  each  cash  advance  (minimum  $2, 
maximum  $10).  Late-payment  fee:  $25.  Over-the-credit- 
limit  fee:  $25. 

Transaction  fee  for  purchases 

Transaction  fee  for  the  purchase  of  wire  transfers,  money 
orders,  bets,  lottery  tickets,  and  casino  gaming  chips:  2%  of 
each  such  purchase  (minimum  $2). 

The  information  in  this  application  is  accurate  as  of  1/98.  The  information  may  have  changed 
after  that  date.  For  more  current  information,  please  call  MBNA  at  T800-523-7666  TTY  users 
please  call  1 800-833-6262. 

©1998  MBNA  America  Bank,  N.A.  ADG-NAAG-1/98  ADG-1-16-98  PLM.I 


t-MORE  APR  INFORMATION- 

The  current  promotional  Annual  Percentage  Rate  (APR)  offer  for  cash  advance 
checks  and  balance  transfers  made  with  either  account  is  5.9%  through  your  first 
five  statement  closing  dates,  commencing  the  month  after  your  account  is  opened. 
When  your  minimum  monthly  payment  is  not  received  by  the  close  of  the  first 
complete  billing  cycle  following  its  Payment  Due  Date,  or  when  the  promotional 
offer  expires,  whichever  occurs  first,  the  APR  that  will  be  applied  to  both  new  and 
outstanding  cash  advance  balances  (consisting  of  cash  advance  check  and  balance 
transfer  transactions)  will  be  14,99%.  MBNA  may  allocate  your  monthly  payments 
to  your  promotional  APR  balance(s)  before  your  nonpromotional  APR  balance(s). 

-CONDITIONS- 

I have  read  this  application  and  everything  I have  stated  in  it  is  true.  I authorize 
MBNA  America  Bank,  N.A.  (MBNA)  to  check  my  credit,  employment  history,  or  any 
other  information  and  to  report  to  others  such  information  and  credit  experience  with 
me.  I understand  that  the  acceptance  or  use  of  any  card  issued  will  be  subject  to  the 
terms  of  this  application  and  the  Credit  Card  Agreement  that  will  be  sent  with  the  card, 
and  I agree  to  be  responsible  for  all  charges  incurred  according  to  such  terms 
Unless  I write  to  MBNA  at  PC  Box  15342,  Wilmington,  DE  19850, 1 agree  that  MBNA 
and  ite  affiliates  may  share  information  about  me  or  my  account  for  marketing  and 
administrative  purposes.  I am  at  least  18  years  of  age.  I consent  to  and  authorize 
MBNA  and  its  affiliates  to  monitor  and/or  record  my  telephone  conversations  with 
any  of  their  representatives  to  better  ensure  quality  service.  I understand  that  if  this 
credit  card  application  is  approved  for  an  account  with  a credit  line  of  less  than 
S5,000, 1 will  receive  a Preferred  Card. 

*Certain  restrictions  apply  to  this  benefit  and  others  described  in  the  materials  sent 
soon  after  your  account  is  opened.  Preferred  Card  Customer  benefits  differ:  Year- 
End  Summary  of  Charges  and  Purchase  Protection  are  not  available;  maximum 
Common  Carrier  Travel  Accident  Insurance  coverage  is  up  to  ^00,000;  and  there  are 
additional  costs  for  Registry  benefits.  MBNA  America,  MBNA,  and  Platinum  Plus  are 
service  marks  of  MBNA  America  Bank,  N.A.  MasterCard  is  a federally  registered 
service  mark  of  MasterCard  International  Inc.,  used  pursuant  to  license. 

MBNA  America  Bank,  N.A.,  is  the  exclusive  issuer  and  administrator  of  the 
Platinum  Plus  credit  card  program. 
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Newsmakers 


iFort  Worth  obstetrician-gynecologist 
Tommy  Abbott,  MD,  and  Austin  urolo- 
Igist  Jack  Jacobson,  MD,  were  part  of 
the  Texas  tennis  team  that  placed  first 
in  the  Men’s  65  division  at  the  1997 
[Senior  Men’s  Team  Intersectionals  in 
Tucson,  Ariz. 

■Pathologist  C.  Nanette  Clare,  MD,  was 
■tamed  associate  dean  for  academic  af- 
fairs at  The  University  of  Texas  Med- 
jical  School  at  San  Antonio. 

Temple  family  practitioner  Glen 
iCouchman,  MD,  was  elected  to  a 4- 
year  term  on  the  Board  of  Trustees  of 
Scott  & White  Memorial  Hospital 
land  Scott,  Sherwood  and  Brindley 
Foundation. 

[Houston  cardiovascular  surgeon 
Michael  E.  DeBakey,  MD,  received  the 
1997  Lifetime  Achievement  Award 
from  the  ResearchlAmerica  Board  of 
Directors. 

Cardiologist  Anne  Dougherty,  MD,  was 
chosen  YWCA  Houston  Woman  of 
the  Year. 

The  1998  Wichita  County  Medical 
Society  officers  are  pulmonary  disease 
' specialist  Lowell  Harvey,  MD,  president; 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership: election  or  appointment  to  an  ojfce  of  or  honors  from,  a 
national  or  state  organization:  or,  space  permitting,  recognition 
at  the  local  level,  hems  for  the  Newsmakers  section  are  published 
at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
Medicine,  401  W 1 5th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail johanna_f@texmed.org. 


C.  Nanette  Clare,  MD  Glen  Couchman,  MD 


otolaryngologist  Barry  B.  Prestridge, 
MD,  president-elect;  and  urologist  Ali 
Moshtaghi,  MD,  secretary-treasurer. 

TMA  members  appointed  to  the 
Rural  Community  Health  System 
Board  of  Directors  are  family  practi- 
tioners Harold  High,  MD,  Cuero; 
Thomas  E.  Mueller,  MD,  La  Grange; 
Pablo  Teveni,  MD,  Stanton;  and  Hugh 
H.  Wilson,  Jr,  MD,  Hale  Center;  and 
gastroenterologist  Pervaiz  Rahman, 
MD,  Gainesville. 

Houston  pain  medicine  specialist  C. 
Stratton  Hill,  Jr,  MD,  received  the  Nor- 
man E.  Zinberg  Award  for  Achieve- 
ment in  the  Field  of  Medicine  and 
Treatment  during  an  international  con- 
ference of  the  Drug  Policy  Foundation. 

James  L.  Humphreys,  MD,  San  Anto- 
nio, was  appointed  to  the  Professional 
and  Economic  Affairs  Committee  for 
the  College  of  American  Pathologists. 

Houston  cardiologist  Amin  H.  Karim, 
MD,  received  the  1997  Excellence  in 
Profession  Award  from  the  Associa- 
tion of  Pakistani  Scientists  and  Engi- 
neers of  North  America. 


C.  David  Morehead,  MD  Patrick  R.  Reardon,  MD 


Ophthalmologist  Richard  A.  Lewis,  MD, 
MS,  and  clinical  molecular  geneticist 
James  R.  Lupski,  MD,  PhD,  both  of 
Houston,  received  1997-1998  Michael 
E.  DeBakey,  MD,  Excellence  in  Re- 
search awards. 

Robert  J.  Luchi,  MD,  family  practi- 
tioner, was  appointed  to  the  advisory 
board  ofThe  Center  for  Pharmaceuti- 
cal Care  of  the  Elderly  at  the  Univer- 
sity of  Houston  College  of  Pharmacy. 

Temple  pediatrician  C.  David  More- 
head,  MD,  was  reelected  president  of 
the  Scott  & White  Health  Plan  Board 
of  Directors. 

Houston  general  surgeon  Patrick  R. 
Reardon,  MD,  was  appointed  director 
of  the  Minimally  Invasive  Surgery  Pro- 
gram in  the  Department  of  Surgery  at 
Baylor  College  of  Medicine. 

The  1998  officers  for  Scott  & White 
Memorial  Hospital  and  Scott,  Sher- 
wood and  Brindley  Foundation  in 
Temple  include  general  surgeon  John 
W.  Roberts,  MD,  president  and  chief  ex- 
ecutive officer;  plastic  surgeon  Raleigh 
R.  White  IV,  MD,  first  vice  president; 
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Memorial  & Tribute  Giving 


REMEMBER  a 


' hed  Friend 

To  remember  someone  special,  remember  your  foundation. 


TMAFOUNDATION 

(800)  880- J 300,  ext.  1663 


People  I 

ophthalmologist  J.  Paul  Dieckert,  MD,| 
secretary;  and  obstetrician-gynecologisij 

Bob  Shull,  MD,  treasurer.  j| 

li 

I 

Andrew  I.  Schafer,  MD,  was  named  the! 
Bob  and  Vivian  Smith  professor  and] 
chair  of  the  Department  of  Medicine^ 
at  Baylor  College  of  Medicine.  Dij 
Schafer  was  also  appointed  chief  ol; 
the  internal  medicine  service  at  Thej 
Methodist  Hospital  in  Houston.  j 


Malpractice 

Insurance 


Wood!  Menna  & Company  has 
built  a reputation  for  our  integrity 
and  strong  knowledge  of  the  current 

marketplace. 

We  represent  the  majority  of 
carriers  writing  malpractice  insurance 
in  Texas.  Whether  you  are  in  solo  or 
group  practice  we  have  the  solution  to 
your  insurance  needs,  regardless 
of  your  specialty  or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons 
Liability  • Clinics  • Surgery  Centers  • Hospitals  • IPA's 
SOl's  • MSO's  • Multiple  Specialty  Practices* 

Individual  or  Group  Disability  Insurance 

Wood  / Menna  & Company 
(713)  358-9782 
(800)  856-9782 

wood  / menna@malpractice.com 


Deaths 


LeeOwen  Swafford  Buford,  MD,  72'.^ 
Dallas;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1950;  died 
January  24,  1998. 

Walter  Edmund  Culpepper,  MD,  62; 

Richmond;  Louisiana  State  University 
School  of  Medicine  in  New  Orleans, 
1960;  died  January  15,  1998. 

David  William  Davis,  MD,  81;  San  An- 
tonio; The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1939;  died 
January  10,  1998. 

Glenn  Buffington  Davis,  MD,  73;  Fal- 
furrias;  Tulane  University  School  of 
Medicine,  1947;  died  September  4, 
1997. 

Albert  Fischer,  MD,  82;  San  Antonio; 
Baylor  College  of  Medicine-Dallas, 
1940;  died  February  5,  1998. 

Mary  Walker  Critz  Fletcher,  MD,  83; 

Houston;  Vanderbilt  University  School 
of  Medicine,  1940;  died  October  17, 
1997. 

Rapha  Peretz  Fredman,  MD,  46;  Saint 
Louis,  Mo;  Saint  Louis  University 
School  of  Medicine,  1977;  died  Janu- 
ary 15,  1998. 

Richard  Brownlee  Martin,  MD,  80; 

Garland;  Baylor  College  of  Medicine- 
Dallas,  1941;  died  February  13,  1998. 
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I'ljlenn  Thompson  Howard,  MD,  88;  Al- 

Ilce;  The  University  of  Texas  Medical 
liranch  at  Galveston,  1935;  died  jan- 
larv  22,  1998. 


'tichard  Henry  Lee,  MD,  85;  Hallas; 
5aylor  College  of  Medicine-nallas, 
938;  died  September  8,  1997. 

ifa-Yen  Lee,  MD,  52;  Houston;  Taipei 
viedical  College-Taiwan,  1970;  died 
anuary  1 1,  1998. 

(*hocian  Ward  Malone,  MD,  94;  Big 

t Spring;  University  of  Tennessee  Col- 
“|ege  of  Medicine-Memphis,  1929; 
lied  January  26,  1998. 

1 

(Honald  William  McNichol,  MD,  78;  San 

j;\jitonio;  University  of  Manitoba  Fac- 
ilty  of  Medicine-Winnipeg,  1951; 
lied  January  17,  1998. 

ohn  Wright  Middleton,  MD,  85; 

jalveston;  The  University  of  Texas 
hvledical  Branch  at  Galveston,  1937; 
'lied  February  12,  1998. 

I 

I'ohn  Edwin  Smith,  MD,  85;  Weather- 
; ord;  The  University  of  Texas  Medical 
[(Branch  at  Galveston,  1937;  died  De- 
litember  14,  1997. 


FINALLY  fhe  atifwer  fo  your  pafienfr  Wailing  Room  woer! 


Introducing  the  Lil'  Champ 

Entertains  and  educates  children  while  they  wait 

★ Inleradive  fun  and  learning  ★ All  NONVIOLENT! 
for  aget  Z-13! 

★ Available  (Dl’r  lo  dioore  frow; 

lerawe  llreel 
Richard  Icarry’r  Bury  Town 
Beauly  and  Ihe  Bead 
GiriT  Club 
and  Many  More! 


% 


Ferfecl  for: 

Docfort'  officer  Bowling  cenfert 

Chopping  Mallr  Grocery  dorer 

Reriauranlr  FEC'r 

Car  dealerrhipt 

or  any  olher  location  lhal  wanlr  lo 
enlerlain  children! 


Take  a look  at  our  website  www.championltd.com 
Call  (800)  826-7856  or  (817)  284-3499  or  e-mail  us  at  champltd@flash,net 
Champion  Mfg.  • 7100  Burns  St  • Richland  Hills,  TX  761 18 
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M 
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i 

AND  TINSLEY,  P.L.L.C. 

• Certified  Public  Accountants  • 

& Management  Consultants 

to  keep  healthcare  professionals  independent. 


tiOrue  O.D.Ware,  MD,  82;  Fort  Worth; 
Baylor  College  of  Medicine-Dallas, 
1941;  died  February  18,  1998. 


I 


Practice  Management 
Strategic  Planning 
Managed  Care  Negotiations 
Integrated  Delivery  Systems 
Practice  Monitoring 
Financial/Estate  Planning 


Practice  Valuation 
Managed  Care  Contracting 
Cost  Accounting 
Mergers/Acquisitions 
Procedural  Analysis 
Tax/Audit/Bookkeeping 


Endorsed  by  the  AMA  Doctor’s  Advisory  Network 
and  the  Texas  Medical  Association 


3200  Southwest  Freeway,  Suite  3000 
Houston, Texas  77027 
Tel.  713.993.0847  Fax.  713.960.8223 
www.omtcpa.com 
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Live  & Then  Give 
Hard  Hats  for  Little  Heads 
Ten  Against  TB 
Stroke  Prevention  Project 
Texans  Standing  Tali 
The  Extinguisher 


Turning 
Good  Ideas  Int 
Better  Health 
for  Texans 

TMAFOUNDATION 

Supporting  Texas  Medical  Association's  public  health  and  science  priorities. 


Or.  and  Mrs.  Joseph  M.  Abell 

Pat  Brennan 

C.F.  Adkins,  MD 

Dr.  Ronald  W.  Bren: 

Michael  Aheam,  PhD 

Karl  R.  Bnnker,  MD 

Susan  K.  Adler 

C.B.  and  Martha  Bruner 

Joseph  T.  Ainsworth,  MD 

Donald  G.W.  Brooking,  MD 

George  and  Helen  Alexander 

William  C.  Brooks.  MD 

John  T.  Algren,  MD 

James  G.  Brooks  Jr.,  MD 

Dr.  T.  E.  Allen 

Dr.  Dor  and  Virginia  Brown 

Susan  Andrew,  MD 

William  E.  Brown,  MD 

Charles  P.  Andrews,  MD 

Terry  Buckley 

Dr.  Ernest  Charles  Andrews 

Allen  C.  Bullock,  MD 

Mr.  and  Mrs.  Thomas  D.  Anderson 

Paul  Bunnell.  MD 

Alice  Anderson 

Dr.  and  Mrs.  Wayne  Burkhead 

Kenneth  C.  Anderson,  MD 

Dr.  John  and  Ellen  Burrows 

James  and  Carolyn  Atkins 

Howard  and  Penny  Burt 

O.  L.  Avant,  MD 

Dr.  and  Mrs.  Ernest  C.  Butler 

Harold  T.  Baber,  MD 

Mike  Buttermann 

Dr.  and  Mrs.  Joseph  S.  Bailes 

Jack  and  Nora  Janjan  Calvin 

Patricia  Baker 

Harold  E.  Caplan,  MD 

J.  M.  Barrash,  MD 

Mischa  Caplan,  MD 

Dim  and  Karen  Batory 

William  Caplan,  MD 

Alan  C.  Baum,  MD 

David  and  Dianne  Capper 

Dr.  and  Mrs.  Roberto  J.  Bayardo 

L^rs.  Pedro  and  Dorothy  Caram 

Jose  R.  Beceiro,  MD 

Robert  B.  Caraway  Jr.,  MD 

Peggy  Belasco 

Shirley  E.  Carnahan 

Mildred  Bell 

Roberta  M.  Case.  MD 

Bt>nna  G.  Benjamin 

Jtiseph  A.  Castillo,  MD 

Robert  Bernstein.  MD 

Phillip  L Chaney,  MD 

Richard  L.  Berry,  MD 

Barbara  Chapman 

Robert  Birdwell,  MD 

Dr.  Alfonso  Chavez 

Randolf  (Randy)  Birken,  MD 

Gisela  Cherches 

Patricia  Blackman,  MD 

Dr.  and  Mrs.  Tilden  L.  Childs 

Cathy  O.  Blight,  MD 

R.  Lee  Chilton  111 

Dr.  and  Mrs.  Henry  J.  Boehm.  Jr. 

Dr.  and  Mrs.  jack  T.  Chisolm 

Veronica  L.  Boldt 

Duke  and  Lea  Choi 

Ricardo  Bolivar,  MD 

Karamat  U.  Choudhry,  MD 

Dr.  and  Mrs.  Fred  Bonte 

WR.  Christensen,  MD 

Dr.  and  Mrs.  Robert  A.  Borrego  111 

Dr.  and  Mrs.  Fred  Ciarochi 

Dr.  and  Mrs.  Val  F.  Borum 

Joaquin  G.  Cigarroa  Jr.,  MD 

Dr.  Roberto  and  Ninfa  Bosque: 

Len  Cleary,  PhD 

Drs.  Keith  and  Kelly  Bourgeois 

Benny  R.  Cleveland.  MD 

Anne  M.  Boyd 

Yank  D.  Coble  Jr.,  MD 

Dr.  Laura  Anne  Bradford 

Dr.  Winston  Cochran 

Drs.  Buster  and  Bragg 

Capt.  David  S.  Cockrum,  MD 

Dr.  and  Mrs.  Jim  Bob  Brame 

Virginia  Boyd  Connally,  MD 

Michael  W.  Britt,  MD 

Dr.  and  Mrs.  Robert  Cook 

Adele  Bromiley,  MD 

Maria  Rosanna  Cortes 

William  E.  Brown,  MD 

James  A.  Corwin.  MD 

Dr.  and  Mrs.  John  J.  Costanzi 

Dr.  and  Mrs.  Robert  Fenton 

Alice  D.  Cox,  MD 

Laura  B.  Flawn,  MD 

Dr.  and  Mrs.  Shannon  Cox 

Mary  Lou  Fleming 

Dr.  Allen  Crenshaw 

William  S.  Fields 

Ed  S.  Crocker,  MD 

Dr.  and  Mrs.  Joe  Finley 

Dr.  Hugh  Bob  and  Sandy  Currie 

J.P.  Fischer,  MD 

Cal  and  Constance  Dalton 

Diana  L.  Fite,  MD 

David  L.  Dalton,  MD 

Evangeline  Ford 

Jim  and  Shirley  Dannebaum 

Kathi  A.  Forrest'Jones 

Nora  Daugherty.  MD 

Dr.  R.  Lee  and  Mary  Charles  Forshay 

Juan  Davila,  MD 

Lewis  Foxhall,  MD 

Dr.  and  Mrs.  Harry  K.  Davis 

Diwrence  S.  Frankel,  MD 

Dr.  and  Mrs.  James  E.  Davis 

Jay  and  Ana  Franklin 

James  Walter  Davis 

David  K.  Fry 

E.  M.  de  Forster,  MD 

Fred  M.  Fry,  MD 

Charles  S.  De  John,  MD,  PhD,  PA 

Deborah  A.  Fuller,  MD 

Dr.  Jerry  and  Mrs.  JcxJy  Depriest 

Richard  K.  Gaines,  MD 

Merle  W Delmer,  MD 

Jabez  Galt 

J.  Armando  Diaz,  MD 

Dr.  and  Mrs.  Bertram  Geeslin 

John  C.  Dickey,  MD 

Frank  A.  Giglio,  MD 

Dr.  and  Mrs.  Robert  L.  Donald 

Dr.  Paul  F.  and  Shirley  H.  Gilliland 

Sharda  j.  Doshi,  MD 

Dr.  and  Mrs.  P.  Ridgway  Gilmer 

Deborah  Douglas,  MD 

Karen  Glowczwski 

Dr.  and  Mrs.  Harold  D.  Dow 

Homer  Goehrs 

Dr.  and  Mrs.  Guy  K.  Driggs 

Chester  Golightly,  MD,  PA 

Dr.  Larry  C.  Driver 

Gaylon  Gonzales,  MD 

Sandi  Drummond 

Dr.  and  Mrs.  Gary  Goodnight 

Dr.  Harry  and  Susan  Dubow 

Dr.  and  Mrs.  Jack  C.  Gordon 

Mildred  C.  Dugan,  MD 

Dr.  joe  and  Eva  Goulding 

Fred  and  Naomi  Dunn 

Luis  Grainer,  MD 

Joel  Dunnington,  MD 

Richard  L.  Grandjean,  MD  PA 

Pat  Durham 

Elin  Bank  Greenberg 

Brian  J.  Eades,  MD 

J.  B.  Green,  III,  MD 

Gene  M.  Earl,  MD 

T.  Greider 

Dr.  and  Mrs.  Robert  Eckert 

Oscar  R.  Griffin,  MD 

Dr.  and  Mrs.  Gus  Eckhardt 

Perry  E.  Gross,  MD 

Catherine  R.  Edwards,  PhD 

Amy  Grossman 

Forrest  Eisenrich,  MD 

Robert  T.  Gunby,  Jr.,  MD 

Dr.  Roy  and  Rosie  Elizondo 

Jose  A.  Gutierrez  Jr.,  MD 

Dr.  and  Mrs.  Robert  Ellzey 

Elizabeth  Haaland 

Dr.  and  Mrs.  l.V.  Epstein 

Dr.  Wyatt  and  Betty  Haisten 

William  J.  Estrada,  MD 

JohnJ.  Hall,  MD 

Houshang  Etessam,  MD 

H.  G.  Hamby,  MD 

Emerardo  Falcon  Jr.,  MD,  PA 

Dr.  and  Mrs.  Tom  B.  Hancher 

Roy  H.  Fanoni,  MD 

Drs.  Carolyn  and  Stanley  Handel 

Dr.  and  Mrs.  William  Fawcett 

Robert  H.  Hardy,  MD 

Dr.  James  J.  Feffer 

Tom  and  Melba  Harken 

James  D.  Felsen,  MD 

Hunter  P.  Harris  In.  MD 

J.  Ocmoa  1 lams,  1\' 

Mrs.  J.  Waiio  1 larns 
Or,  1 larris  aiul  Barbara  I lauscr 
l>.  atui  Mrs.  Ricliard  j.  I lausitcr 
Dr.  atul  Mrs.  Thomas  P,  1 layaic 
RuthCh  Healey 
Dr.  Richard  E.  Helmer  111,  MD 
Pam  I lendricks 
Beverlee  and  Jim  I lerd 

>.  aiul  Mrs.  Paul  and  juhe  Merman 
Nelia  Hervas 
Barbara  J.  Hickey 
l^.  and  Mrs.  Robert  C^  I hekey 
Dr.  and  Mrs.  L.W.  I lij^htowcr 
C.  Stratton  1 lill  jr,  MD 
Dr.  and  Mrs.  R.  Stephen  Hillis 
William  W.  Hinchey.  MD 
David  A.  Hnatow 

L\.  and  Mrs.  Joseph  W.  Holland  Jr. 

Harry  D.  Hvilmes 
Deborah  M.  Holiibec,  MD 
Li:  and  Kevin  Homer 
Mary  Ann  and  Ladon  Homer 
R.  H.  Ho^kI,  MD 
Dc^ujjals  Horton,  MD 
Dr.  Byron  and  Sher\’l  Howard 
T.  E.  Howard  Jr.,  MD 
John  P.  Howe  111,  MD 
l>.  John  G.  Hull 
Dr.  Sim  Hulsey 

E.  Hunt,  MD  and  Thomas  E.  Hunt  Jr.  MD 
Malcolm  E.  Hunter  Jr.,  VID 
Claudia  E.  Hura,  MD 
Steven  and  Joanne  Idell 
Melissa  and  Patrick  Isbell,  MD 
Reuben  Isern,  MD 
Harriott  H.  Ivers 
J.  Don  Jackson,  Sr,  MD 
Ray  Jacobson 
Donald  R.  janak,  MD 
Thomas  Jeter,  DDS,  MD 
Frank  J.Jirka  Jr.  MD 
B.  A.  Joiner 
James  A.  Johnson,  MD 
Steve  G.  Johnson,  MD 
Dr.  Allen  and  Leah  Jones 
Dan  C.  Jones,  MD 
Eldo  M.  Jones,  MD 
Bea  Joyce 

Alexander  G.  Juden  Jr,  MD 
Dr.  and  Mrs.  Thomas  D.  Kirksey 
Michael  H.  Kleinman,  MD 
Russell  W.H.  Kridel.MD 
Vijay  Krishman,  MD 
Dr.  James  and  Nancy  Langley 
Dr.  and  Mrs.  John  L!).  Langston 
Carol  Lewis,  MD 
Edward  A.R.  Lord  Jr,  MD 
Dr.  and  Mrs.  C.  R.  Lyons 
Peter  Kangos,  MD 
Dan  Kamicki,  MD 
Michael  Kasper,  MD 
Dr.  Mavis  P Kelsey 
Pat  Kestelyn 
Robert  E.  Key.  MD 
Dr.  Richard  and  Susan  Kibbey 
T.  A.  Kingman,  MD 
Darrell  and  Kay  Kirby 
Dr  and  Mrs.  Michael  F.  Koehl 
Karl  L.  Krohn,  MD 
Kyle  G.  Krohn,  MD 
Dr.  and  Mrs.  Mark  J.  Kubala 
Dr.  and  Mrs.  Hugh  Lamensdorf 
Dr.  and  Mrs.  James  W.  Langley 
Bobby  Q.  Lanier,  MD 
Paula  R.  Larson,  MD 
Max  G.  Latham,  MD 
Sewa  S.  Legha,  MD 
Luis  Leib,  MD,  PA 
A.  Marilyn  Leitch,  MD 
Joyce  and  Charles  A.  LeMaistre,  MD 
Dr.  and  Mrs.  Jake  Leonard 
Dr.  and  Mrs.  Robert  L.  Leon 
Charles  and  Ginny  Levenback 
Barbara  Lewis 
Gib  Lewis 

Joseph  P Litam,  MD 
Dr.  and  Mrs.  S.  Braswell  Locker 
Paul  Loeffler,  MD 
Frank  Lonergran,  MD 
Dr.  Rene  and  Eleanor  Lopez 
E.E.  Lowrey,  MD 
Joseph  A.  Lucci,  III,  MD 
Ray  O.  Lundy,  MD 
Nell  Lyons 

Emmet  R.  Mackan,  II,  MD 
Robert  A.  MacLean,  MD 
Drs.  Maryrita  and  Robert  Mallet 
Olga  Maloney 


George  M.uiiu::i 
Suzanne  Maxson,  MD 
Vicki  May 
Jorge  C.  Mazzini 

Craig  A.  Meek,  MD  and  Suzanne  B,  Meek,  MD 
Dr.  and  Mrs.  Fred  L.  Menan 
Dr.  George  and  Lorwen  Merriman 
Dr.  and  iMrs.  H.  Me.vserschmidt 
Raymond  H.  and  Anne  1 1.  Meyn 
Bob  and  Anira  Mickey 
Mrs.  John  W.  Midi.llcton 
Dr.  aiii-l  Mrs.  Davi\.l  C.  Mie.sch 
Joan  Timming  Milbum 
Mark  W.  Millard,  MD 
Laura  Miller 

Dr.  and  Mrs.  Holland  C.  Mitchell 
Austin  and  Mary  Anne  McCloud 
Dr.  Thomas  and  Marianne  McConnell 
T.  C.  McC'ormick  Jr.,  MD 
Dr.  and  Mrs.  Eugene  C.  McDanald 
Dr.  aiiil  Mrs.  John  McFarlane 
Dr.  and  Mrs.  A.  S.  McFee 
Dr.  and  Mrs.  Laurence  McGonagle 
Lillian  McKay 
Dr.  Richard  F.  McKay 
Dr.  William  W.  McKinney 
Claire  McLaurin 
Robert  R,  McLeroy,  MD,  PA 
Dr.  James  D.  McMurrey 
Senator  Mike  and  Rosie  Moncrief 
Troy  and  Julie  Moncrief 
Mary  Jo  Montgomery,  MD 
Dr.  Ginny  Moore 
Dr.  and  Mrs.  Jefl  R.  Moore 
Dr.  Hector  and  Ann  Morales 
Alma  W.  Moreton 
R,  Irvin  Morgan,  MD 
Michael  J.  Mrochek 
Patti  Munson 
Dr.  Reuben  Mutnick 
Dr.  Adel  Nafrawi 
N.  Narayana 

Dr.  Thomas  and  Nancy  Neal 
Luther  S.  Nelson,  MD 
Dr.  Jerry  and  Kathrine  Newton 
Timothy  D.  Nichols,  MD 
Laurance  N.  Nickey,  MD 
Hisashi  Nikaidoh,  MD 
Dr.  Sam  and  Elizabeth  Nixon 
Dr.  and  Mrs.  Ruskin  C.  Norman 
Dt.  and  Mrs.  Peter  Norton 
William  J.  Novelll,  MD 
James  M.  O’Brien,  MD 
Lolita  O’Connor 
John  C.  O’Leary,  MD 
Teresa  Oltersdorl 
Jack  Orrick,  MD 
Oliver  E.  Orth 

Dr.  and  Mrs.  John  A.  Osborne 
Dr.  and  Mrs.  John  Oswalt 
Muriel  Jean  Oxford  (Dee  Dee) 

Michael  A.  Ozer 
Dr.  and  Mrs.  Shawn  Panzer 
Alice  Parrish 
Brian  S.  Parsley,  MD 
Leonard  G.  Paul,  MD 
Dr,  and  Mrs.  Joseph  T.  Painter 
T.  S.  Painter,  Jr. 

Dr.  Donald  Pentecost 
Dr.  Fred  and  Elsie  Perez 
Kathryn  C.  Perkins,  RN 
Joseph  F.  Peters,  MD 
Billy  Philips 
John  M.  Pickett,  MD 
L^.  and  Mrs.  W.  J.  Pindar 
Dr.  and  Mrs.  R.  J.  Pinkenburg 
Dr.  and  Mrs.  H.  David  Pope  Jr. 

Robert  K.  Portman,  MD 
Dr.  Joe  and  Cathy  Powell 
James  E.  Pridgen,  MD 
Dr.  and  Mrs.  Donald  Priour 
Jay  C.  Proctor  III,  MD 
Donna  Przepiorka,  MD 
Dr.  and  Mrs.  Andrea  Quaroni 
Dr.  and  Mrs.  Cfsman  Quintana 
George  J.  Race,  MD,  PhD 
Mark  C.  Race.  MD 
Dr.  Lee  R.  Radford 
L.  W.  Ralston.  MD 
Rajam  Ramamurthy,  MD 
Bellur  Ramanath 
J.  Wesley  Ramsey,  MD 
Ranee  W Raney,  MD 
A.  H.  Redmon,  Jr.,  MD 
Steven  Reeder,  MD 
John  P.  Reeves,  MD 
Mr.  and  Mrs.  Tom  B.  Rhodes 
Gary  Flusche  and  Loren  Rice 
Dr.  and  Mrs.  Gene  K.  Richard 


Barbara  and  Donald  Robertsim 
Paul  (.J.  Rodrigue;,  MD 

Julie  Rllger^  and  ‘'my  beloved  IVn” 

Dr.  aiul  Mrs.  ).  James  Rohack 
Lois  R.  Rollins.  MD,  PA 
Mr.  and  Mrs.  I lampus  Roos 
Garr>'  F Rust 

Christopher  RuikI.  MD 
James  H.  Sammons,  MD 
Dr.  Al  and  Shirley  Sanders 
George  W.  Sandusky,  MD,  PA 
Raymond  Sawaya 
Dr.  and  Mrs.  Raymond  Scalettar 
Olivia  Chavez  Schonberger 
Herman  J.  Schultz,  MD 
A.  D.  Sears,  MD 
Felix  Segovia,  MD 
Georgina  Sehapayak,  MD 
Shelley  Sekula  MD 
Tony  Shallin,  MD 
Jeanne  Shedler 
Dr.  Rill  and  Emily  Shelton 
Charles  Shields 
Dr  Jan  J.  Shook 
M.  Priscilla  Short,  MD 
Carl  E.  Shrontz,  MD 
Dr.  Ra)  K.  Singla,  MD 
Dr.  Arnold  and  Irene  Skor 
Scott  L.  Sledge,  MD 
Robert  Sloane 
Bruce  A.  Smith 
Lulu  L.  Smith,  MD 
J.  Marvin  Smith  III,  MD 
Dr.  and  Mrs.  John  M.  Smith,  Jr. 

Drs.  Robert  iSt  Janet  Squires 
Gregg  A.  Staerkel,  MD 
Terresa  Stallwcirth,  ML^ 

Pamela  St.  Amand,  MD 
C.  Richard  Stasney,  MD 

Drs.  Betty  and  Charles  Stephenson 
L^r.  and  Mrs.  James  K.  Stewart 
Dr.  and  Mrs.  James  C.  Stinson 
Dr.  and  Mrs.  Scott  A.  Stone 
Dr.s.  Homer  C.  Stuntz  and  Billie  Williams  Stuntz 
Dr.  Thomas  and  Rose  Sulistio 
J.  Peter  Sullivan,  MD 
Beth  Howell  Sutton,  MD 
Robert  L.  Sweet,  MD 
Elizabeth  Sziilay,  MD 
Dr.  and  Mrs.  Charles  R.  Tanner 
Marvin  Tarrant,  MD 
Joseph  Tarride  Jr.,  MD 
Lowell  Templet,  MD 
Dr.  and  Mrs.  R.M.  Tenery,  Jr. 

A.  P.  Thaddeus 

Dr.  and  Mrs.  George  E.  Thannisch 
Brig.  Gen.  David  Tliomas,  MD 
Sellers  J.  Thomas  Jr.,  MD 
Michael  L.  Tilly,  MD 
Susan  Todd 
Cathy  and  Luiz  Toledo 
Drs.  Kamal  6*.  Nalin  Tolia 
Karen  K.  Torges 
Elizabeth  Torres,  MD 
Tich  Truong,  MD 
Dr.  and  Mrs.  John  R,  Tucker 
Mary  and  John  Tapper 
Jesus  D.  Ucol 
Emily  Untermeyer 
Dr.  and  Mrs.  Chris  Vanderzant 
John  Vanderzyl,  MD 
Greg  Vanzant,  MD,  PA 
John  S.  Vardiman,  MD 
Claire  Verschraegen 
Prema  L.  Vindhya,  MD 
Dr.  and  Mrs.  Andrew  C.  Von  Eschenbach 
Dr.  William  A.  Walker.  MD 
William  Wallace 
Rebecca  Waller 
Barbara  Lord  Watkins 
Jo  Ann  Ward 

Dr.  and  Mrs.  James  M.  Watts 
William  R.  Weaver,  MD 
Armin  and  Karen  Weinberg 
Jack  S.  Weinhiatt,  MD 
Geoffrey  Weiss 
Thomas  R.  Weiss,  MD 
Dr.  and  Mrs.  Victor  J.  Weiss 
Jetta  Koch  Westerholm 

Dr.  and  Mrs.  George  W.  Wharton 
J.  Taylor  Wharton,  MD 
Martin  G.  White,  MD 
Dave  and  R.E.  Whitt 
Cissy  Williams 
Darryl  M.  Williams.  MD 
Drs.  John  and  Sheryl  Williams 
Randy  Williams 
Dorothy  Willis,  MD 
Greg  Winegardner 


Ml.  .ind  Mrs.  C.  1 1.  “Cdancy"  VCI"  . . 

Dr.  Dale  and  MeriicWood 
BJ  and  lerry  Woodard,  MD 
Marion  Wtirthington,  MD 
Louise  Worthy,  MD 
David  Wright,  MD 
Dr.  and  Mrs.  Lloyd  A.  Youngblood 
Dr.  and  Mrs.  (’harles  M.  Younger 
David  M.  Zieiilek,  MD 
Steven  E.  Ziiiimet,  MD 
George  V.  Zuzukin,  MD 

Organizations 

Allergy  and  Asthma  Center  of  Corpus  Christi 
American  Airlines 
American  Business  Forms 
Angelina  County  Medical  Society  and  Alliance 
Arkansas  Community  Foundation 
Astra  Merck 

Bexar  County  Medical  Society  and  Alliance 
Blue  Bell  Creameries 
BlueCross  RlueShield  of  Texas 
Bristol  ' Meyers  Squibb  Company 
Central  Texas  Heart  Center,  PA. 

Columbia  Healthcare 
Community  Hospital  Foundation,  Inc, 

Concho  Valley  County  Medical  Alliance 
Cowles  and  Thompson 
Dallas  County  Medical  Society 
Doctors  Nursing  Center  Foundation 
DuPont  Pharma 

Edward  and  Helen  Oppenheimer  Foundation 
El  Paso  County  Medical  Society  Alliance 
FIRSTCARE 

Freeman  Decorating  Company 
Galveston  County  Medical  Society 
Guadalupe  County  Medical  Society 
Gulf  Coast  Regional  Blood  Center 
Harris  County  Medical  Society  and  Alliance 
Harris  Methodist  Health,  Inc. 

Hendrick  Medical  Center 
HidalgO'Starr  County  Medical  Society 
Hill  Country  County  Medical  Society  and  Alliance 
Internet  Connect  Services 
Jefferson  County  Medical  Society 
Jefferson/South  Jefferson  CMS  Alliance 
Kerr  Kendall  and  Bandera  Counties  Medical  Alliance 
Keystone  Plastic  and  Reconstructive  Surgery' 
Lavaca  Dewitt  County  Medical  Society  Alliance 
Liberty  Mutual  Insurance  Co. 

Lubbock  Crosby  Garza  Medical  Society  and  Alliance 
Luther  King  Capital  Management 
m3  The  Healthcare  Learning  Co. 

McLennan  County  Medical  Society  and  Alliance 
McGovern  Fund 

MDPhysicians  Health  Systems,  Inc. 

The  Medical  Alliance  i>f  Bell  County 
The  Medical  Protective  Company 
MedPartners  Texas,  PA 
Memorial  Healthcare 
Midland  County  Medical  Society 
Mutual  Assurance,  Inc, 

National  Data  Corporation 
National  Heritage  Ins.  Company  / EDS 
NationsBank 
Norwest  Bank 

Nueces  County  Medical  Society  and  Alliance 
NYLCare 
PacifiCare 

Physicians  of  Severance  iSi  Associates,  PA. 
Prudential  HealthCare  Group 
The  Quantitative  Group  of  Smith  Barney,  Inc 
Robert  Wood  Johnson  Foundation 
Rudd  and  Wisdom,  Inc. 

Shell  Oil  Company  Foundation 
Smith  County  Medical  Society  and  Alliance 
St.  Luke’s  Episcopal  Hospital 
Tarrant  County  Medical  Society  and  Alliance 
Tarrant  County  Medical  Society  Foundation 
Texas  Beef  Council 
Texas  Civil  Justice  League 
Texas  Medical  Association 
Texas  Medical  Foundation 
Texas  Medical  Liability  Trust 
Texas  Oncology,  PA 
Texas  Orthopaedic  Assn. 

Texas  Transplantation  Society 
TMA  Alliance 
TMA  Insurance  Trust 

Travis  County  Medical  Society  and  Alliance 
The  University  of  Texas  School  of  Nursing  at  Galveston 
Vaughan,  Nelson,  Scarborough  (St  McConnell,  LP 
Whitaker  Medical  Services  Group 
Wichita  County  Medical  Society 
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Live  8(Then  Give: 
State  success  takes 
on  the  nation 


The  Live  & Then  Give  organ 
donor  awareness  campaign 
has  reached  new  heights  after 
months  of  dedicated  effort  by  the 
Texas  Medical  Association,  TMA  Al- 
liance, Texas  Transplantation  Society, 
and  TMA  Foundation. 

In  December,  the  American  Med- 
ical Association  voted  to  join  Texas 
physicians  in  promoting  organ  dona- 
tion, taking  the  campaign  to  a na- 


tional level.  The  AMAs  House  of 
Delegates  approved  a resolution 
sponsored  by  Texas  physicians  direct- 
ing the  AMA  to  devise  an  educational 
campaign  to  encourage  physicians, 
their  staffs,  and  family  members  to 
sign  organ  donor  cards  and  to  discuss 
their  decisions  with  their  families. 
Delegates  also  voted  to  provide  physi- 
cians with  materials  to  facilitate  dis- 
cussion of  organ  donation  with  their 


patients.  The  campaign  will  be  mod- 
eled after  Live  & Then  Give. 

“I’m  overwhelmed  at  the  re- 
sponse, not  only  in  Texas  but  nation- 
ally, to  our  organ  donor  initiative,” 
said  TMA  President  Phil  H.  Berry,  Jr, 
MD,  an  1 1-year  liver  transplant  sur- 
vivor. “All  the  support  I’ve  received 
from  the  TMA  Alliance,  the  staff  at 
TMA,  the  Texas  Transplantation  So- 
ciety, the  TMA  Foundation,  and  or- 
gan procurement  organizations  in 
the  state  has  made  a difference  for  all 
those  patients  on  the  waiting  list,  and 
that’s  what’s  so  important.” 

The  national  victory  grew  out  of 
the  campaign’s  goal  to  educate  all 
Texans  about  the  need  for  organ  do- 
nation and  to  wipe  out  the  list  of 
more  than  3,000  Texans  awaiting 
transplants.  The  program  has  made 
several  strides  in  the  past  few  months 
toward  reaching  this  goal. 

Since  the  beginning  of  the  project 
in  September,  when  the  physician 
phase  of  the  campaign  was  launched, 
more  than  300  videos  featuring  Dr 
Berry  have  been  distributed  to 
county  medical  societies,  state  and 
national  specialty  societies,  state 
medical  associations,  hospital  med- 
ical staffs,  and  county  alliances.  Also, 
more  than  40,000  informational 
brochures,  including  organ  donor 
cards,  have  been  distributed  during 
health  fairs  and  to  county  medical 
societies,  specialty  societies,  county 
alliances,  and  physicians’  offices. 

In  September,  Texas  organ  pro- 
curement organizations  won  a victory 
when  legislation  that  clarified  how 
people  can  consent  to  organ  donation 
on  their  Texas  driver’s  licenses  took 
effect.  As  a result  of  the  bill,  organ 

Texas  Transplantation  Society  President  John 
Oswalt,  MD,  of  Austin,  left;  Texas  Depart- 
ment of  Public  Safety  (DPS)  Director  Dudley 
Thomas,  center;  and  State  Sen  Mike  Moncrief 
(D-Fort  Worth)  show  off  their  Live  dr  Then 
Give  T-shirts.  Senator  Moncrief  sponsored  leg- 
islation in  1997  that  led  to  use  of  donor  stick- 
ers for  driver’s  licenses. 
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donors  may  indicate  their  wishes  with 
a red  donor  sticker  on  the  hont  of 
their  licenses  and  also  with  an  organ 
donor  card  in  their  wallets.  Prior  to 
this,  since  1992,  a “yes”  or  “no”  was 
listed  on  the  front  of  Texas  licenses  to 
indicate  the  driver’s  organ  donor 
wishes.  However,  that  system  had 
problems  because  a “no”  was  automat- 
ically recorded  if  a person  was  unsure 
or  was  not  asked.  The  result  was  that 
millions  of  Texans  now  have  driver’s 
licenses  branded  with  a “no.”  Live  & 
Then  Give  has  printed  1 million 
donor  cards  and  stickers  and  distrib- 
uted them  to  Texas  Department  of 
Public  Safety  driver’s  license  stations. 

In  Februan^  Live  & Then  Give 
groups  kicked  off  the  public  element 
of  the  campaign.  Television  public 
service  announcements  (PSAs)  were 
sent  to  alliance  volunteers  in  the  top 
20  Texas  television  markets.  Those 
volunteers  personally  took  30-  and 
60-second  spots  to  their  local  televi- 
sion stations  to  have  them  aired 
through  the  spring.  Two  spots  feature 
Dr  Berry,  and  two  other  spots  target 
African-American  and  Spanish-speak- 
ing audiences.  A poll  commissioned 
by  TMA  found  that  45%  of  Anglos 
are  pledged  organ  donors,  compared 
with  only  32%  of  Hispanics  and  19% 


of  blacks.  Radio  PSAs  about  the  cam- 
paign also  were  distributed. 

Also  in  February,  groups  involved 
with  Live  & Fhen  Give  received  a Sil- 
ver Spur  Award  from  the  Texas  Public 
Relations  Association  (TPRA).  Live 
& Then  Give  was  honored  in  the  cat- 
egoty'  for  multi-audience  campaigns 
by  a nonprofit  organization.  The  Sil- 
ver Spur  is  the  highest  award  given  by 
TPRA  to  recognize  outstanding  pro- 
fessional achievements  in  creating 
public  relations  campaigns. 

Last  month,  alliance  members  or- 
ganized a wide  range  of  activities  to 
promote  Live  & Then  Give  to  Texans 
as  part  of  Doctors’  Day  on  March  30. 
And  this  month,  expect  numerous 
Live  & Then  Give  activities  at 
TexMed  ’98;  Educational  Showcase 
& Expo  as  part  of  National  Organ 
and  Tissue  Donor  Awareness  Week 
April  20-26. 

“Just  when  I thought  the  program 
would  be  winding  down,  it  seems  that 
it’s  actually  accelerating,”  Dr  Berry 
said.  “Not  one  day  goes  by  that  I don’t 
get  some  comment  from  someone 
about  our  Live  & Then  Give  effort.” 

For  information  on  Live  & Then 
Give,  contact  Ken  Ortolon  at  (800) 
880-1300,  ext  1392,  or  (512)  370- 
1392,  or  e-mail  ken_o@texmed.  org. 


Celebrate  Public  Health  Week 

Did  you  know  that  the  first 
public  health  laws  in  Texas 
were  established  before  Texas 
was  even  a state?  On  the  170th  an- 
niversary of  these  laws,  which  bene- 
fited the  citizens  in  the  Austin  colony 
of  Mexico,  the  Texas  Department  of 
Health  (TDH)  wants  you  to  celebrate 
Public  Health  Week,  April  6—12. 

Public  health  services  have  im- 
proved the  health  ofTexans  by  keeping 
food,  drugs,  and  water  safe;  guarding 
against  environmental  dangers;  in- 
specting businesses  and  health  indus- 
tries; preventing  and  responding  to 
disease  outbreaks;  collecting  necessary 
data  for  health  planning;  and  provid- 
ing clinical  services  to  those  less  fortu- 
nate. Public  health  regulations  are 
responsible  for  25  of  the  30  years  of  in- 
creased life  expectancy  Americans  have 
gained  since  the  turn  of  the  century. 

Commissioner  of  Health  William 
R.  Archer  III,  MD,  and  Executive 
Deputy  Commissioner  of  Health 
Patti  Patterson,  MD,  will  visit  cities 
including  Lubbock,  El  Paso,  San 
Marcos,  Austin,  Fort  Worth,  Dallas, 
Texarkana,  Longview,  Temple,  Col- 
lege Station,  Houston,  Laredo,  and 
Amarillo  during  Public  Health  Week. 
TDH  ofEicials  also  will  re-create  a 
1913  public  health  railway  project  by 
making  “whistle  stop”  visits  at  Am- 
trak  stations  and  historical  train  de- 
pots around  the  state. 

For  more  information  on  Public 
Health  Week  events,  contact  Lynn 
Denton,  chair  of  the  Statewide  Pub- 
lic Health  Awareness  Committee,  at 
(512)  458-7449,  or  e-mail  ldenton@ 
comm.tdh.state.tx.us. 

TMA  President  Phil  H.  Berry,  jr,  MD,  center, 
and  deejay  divas  Sara  Trexler,  left,  and  Jenn 
Garrison,  right,  help  launch  the  public  phase 
of  the  Live  & Then  Give  organ  donor  aware- 
ness campaign  with  a live  radio  remote  from 
TMA  conducted  by  Austin  station  10 IX  in 
February.  More  than  50  people  signed  donor 
cards  that  day. 
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NewTMA/TMAA  leaders 
to  be  installed  this  month 

San  Antonio  cardiologist  John  P. 
Howe  III,  MD,  and  Fort  Worth 
husinesswoman  Mary  Ann 
Homer  will  assume  the  presidencies 
of  the  Texas  Medical  Association  and 
TMA  Alliance  (TMAA),  respectively, 
on  Friday,  April  24,  during  TexMed 
’98:  Educational  Showcase  & Expo. 


John  P.  Hoive  III, 
MD,  San  Antonio 


Dr  Howe,  who  is  president  of  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio,  serves  as  a 
member  ol  the  American  Medical  As- 
sociation’s Council  on  Scientihc  Af- 
fairs and  as  a Texas  delegate  to  the 
AMA.  He  is  immediate  past-president 
of  Bexar  County  Medical  Society  and 
the  Texas  Society  for  Biomedical  Re- 
search. Dr  Howe  is  a past  chapter  pres- 
ident of  the  American  Heart 
Association  and  serves  on  the  boards 
ol  the  Southwest  Foundation  for  Bio- 
medical Research,  the  Southwest  Re- 
search Institute,  Mercy  Health 
Systems  of  Texas,  the  United  States  Air 
Force  Scientific  Advisory  Board,  and 
the  San  Antonio  Medical  Foundation. 

After  earning  a bachelor’s  degree  at 
Amherst  College,  Dr  Howe  received 
his  medical  degree  at  Boston  Univer- 
sity School  of  Medicine,  from  which 
he  received  the  Distinguished  Alum- 


nus Award  in  1994.  He  completed  the 
Health  Systems  Management  Pro- 
gram at  Harvard  Business  School  after 
serving  2 years  in  the  US  Army  Med- 
ical Corps.  Dr  Howe  was  appointed 
by  the  governor  to  serve  as  chair  of  the 
Texas  Statewide  Health  Coordinating 
Council,  and  he  has  earned  honors  in- 
cluding the  US  Army’s  Commander’s 
Award  for  Public  Service,  the  People 
of  Vision  Award  from  the  Texas  Soci- 
ety to  Prevent  Blindness,  the  Award  of 
Excellence  from  the  International  As- 
sociation of  Business  Communica- 
tors, the  Surgeon  General’s  Exemplary 
Service  Award,  the  National  Humani- 
tarian Award  from  the  National  Jew- 
ish Center  for  Immunology  and 
Respiratory  Medicine,  and  the  “Mr 
South  Texas”  award. 


Mary  Ann  Homer, 
Fort  Worth 


Ms  Homer  is  owner  of  M&A  In- 
teriors and  is  administrative  director 
of  Huguley  Pathology  Consultants, 
PA,  in  Fort  Worth,  where  she  lives 
with  her  husband,  pathologist  Ladon 
W.  Homer,  MD.  Besides  holding  nu- 
merous TMAA,  TEXPAC,  and  Tar- 
rant County  Medical  Society  Alliance 
positions,  Ms  Homer  has  served  on 
the  Easter  Seal  Society  Board  of  Di- 
rectors and  was  manager  of  Associ- 
ated Medical  Arts  Laboratory  from 
1983  to  1990.  She  has  three  children 
and  three  grandchildren. 


Dr  Howe  and  Ms  Homer  will  be 
honored  during  a joint  installation 
luncheon  on  Friday,  April  24,  from 
noon  to  1:30  pm,  in  the  Austin  Con- 
vention Center  Exhibit  Hall.  All 
members  and  their  spouses  are  in- 
vited to  attend.  The  luncheon,  which 
is  partially  underwritten  by  Texas 
Medical  Association  Insurance  Trust, 
will  be  an  old-fashioned  town  picnic 
complete  with  gazebo,  box  lunches, 
and  entertainment.  Tickets  cost  $10 
each  and  must  be  purchased  in  ad- 
vance. They  will  be  available  at  the 
concierge  desk  in  the  exhibit  hall  at 
TexMed  ’98.  For  more  information, 
contact  Jane  Butterfield  at  (800)  880- 
1300,  ext  1452,  or  (512)  370-1452, 
or  e-mail  jane_b@texmed.org. 


House  of  Delegates  meets 
in  Austin  this  month 

The  House  of  Delegates,  Texas 
Medical  Association’s  policy- 
making body,  will  convene  in 
Austin  April  23-24,  as  part  of 
TexMed  ’98:  Educational  Showcase 
& Expo,  to  address  numerous  issues 
raised  by  members. 

The  opening  session,  which  in- 
cludes addresses  from  the  TMA  and 
TMA  Alliance  presidents,  begins  at  8 
am  on  Thursday,  April  23.  Refer- 
ence committees  will  hold  hearings 
immediately  after  the  House  recesses 
to  consider  resolutions  from  county 
medical  societies  and  reports  from 
TMA  boards,  councils,  committees, 
and  sections. 

On  Friday,  April  24,  the  House  of 
Delegates  will  hold  elections  and 
vote  on  reference  committee  recom- 
mendations beginning  at  9 am.  The 
Anson  Jones,  MD,  Awards  also  will 
be  presented  to  winners  in  the  Texas 
news  media  during  Friday’s  session. 
All  TMA  members  are  welcome  to 
attend  Thursday’s  and  Friday’s  ses- 
sions, which  will  be  held  at  the 
Austin  Convention  Center. 
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House  oE  IX'legates  Speaker  Ibiii 
B.  Handier,  MH,  oE  Cxilumhus,  will 
lead  an  orientation  session  Eor  all  new 
delegates,  alternate  delegates,  and  ex 
oEFicio  members  oE  the  House  at  6:45 
am,  on  riuirsday,  April  23,  at  the 
Hyatt  Regency  Austin  on  Ibwn  l ake. 

For  more  inEormation,  contact 
Pam  Hale,  Texas  Medical  Associa- 
tion, 401  W ISth  St,  Austin,  I X 
78701;  (800)  880-1300,  ext  1304, 
or  (512)  370-1304;  or  e-mail  pam_ 
h@texmed.org. 

TMA  thanks  educational  sponsors 

Texas  Medical  Association  rec- 
ognizes companies  and  groups 
that  provide  educational  grants 
to  the  association  Eor  TMA’s  annual 
meeting,  TexMed  ’98:  Educational 
Showcase  & Expo: 

Platinum 

Glaxo  Wellcome,  Inc,  Dallas 
Texas  Medical  Association  Insurance 
Trust,  Austin 

Texas  Medical  Liability  Trust,  Austin 
Wyeth-Ayerst  Laboratories,  Philadel- 
phia, Pa 

Gold 

Eli  Lilly  and  Company,  Indianapo- 
lis, Ind 

Texas  Department  of  Mental  Health 
and  Mental  Retardation,  Austin 

Silver 

American  Cancer  Society,  Texas  Di- 
vision, Inc,  Austin 
SmithKline  Beecham  Pharmaceuti- 
cals, Philadelphia,  Pa 

TMA  acknowledges,  with  apprecia- 
tion, grants  from  the  Charles  A. 
Durham  Memorial  Lecture  Fund,  of 
Houston,  and  the  Physician  Oncol- 
ogy Education  Program,  of  Austin, 
which  were  used  to  partially  under- 
write educational  programs. 


OMSS  guides  physicians 
through  organized  medicine 

Breaking  into  organizx'd  medi- 
cine can  be  diEE'icult  Eor  physi- 
cians starting  their  practices. 
One  Texas  group  is  making  sure 
these  physicians  have  a voice  in  the 
quality  oE  health  care. 

Besides  serving  as  a 
training  ground  for  Eu- 
ture  physician  leaders, 

TMA’s  Organized 
Medical  StaEE  Section 
(OMSS)  provides  a 
conduit  Eor  physicians 
oE  all  specialties  and  all  health  care  de- 
livery systems  to  take  concerns  directly 
to  policy-making  bodies  such  as  the 
TMA  and  AMA  houses  of  delegates. 

The  TMA-OMSS,  formerly  known 
as  the  Hospital  Medical  StaET  Section, 
has  been  very  successEiil  nationally  with 
resolutions  on  managed  care  account- 
ing, the  development  and  use  of  prac- 
tice parameters,  and  hospital  support 
for  AMA-OMSS  meetings.  On  the 
state  level,  TMA-OMSS  has  created 
the  Patient-Physician  Advocacy  Com- 
mittee, called  attention  to  flaws  in  the 
Clinical  Laboratory  Improvement 
Amendments,  supported  the  Texas 
Health  Quality  Institute,  and,  most  re- 
cently, worked  to  adopt  House  Bill 
812,  which  prohibits  Texas  hospitals 
from  imposing  exclusive  arrangements 
on  hospital-based  physicians. 

Another  issue  currently  being  ad- 
dressed by  the  section  involves  med- 
ical staff  bylaw  reengineering  to 
ensure  that  bylaws  keep  pace  with 
managed  care  and  evolving  hospital 
and  delivery  system  structures  while 
maintaining  physician  autonomy. 

“Self-governance  for  physicians  is 
essential,  especially  in  the  develop- 
ment and  adoption  of  bylaws  in  hos- 
pitals and  the  establishment  and 
enEorcement  oE  physician  and  pa- 
tient care  standards,”  said  OMSS 
Chair  Gerald  Maness,  MD,  a Hous- 
ton family  practitioner. 


Any  Texas  hospital  medical  stall 
or  other  emerging  delivery  .system  - 
such  as  physician  organizations,  in- 
dependent practice  associations, 
physician-hospital  organizations, 
management  services  organizations, 
and  other  managed  care  entities  — 
may  designate  one  OMSS  represen- 
tative, who  must  be  a TMA  member 


with  active  medical  staff  privileges. 
Each  organized  medical  staff,  regard- 
less of  size,  has  one  vote.  The  group 
meets  during  TMA’s  annual  meeting. 

This  year’s  OMSS  annual  educa- 
tional program,  held  in  conjunction 
with  TexMed  ’98:  Educational 
Showcase  & Expo,  will  take  place  on 
Saturday,  April  25,  from  8 to  10:30 
am  in  the  Texas  Ballroom  at  the  Hy- 
att Regency  Hotel  in  Austin.  The 
program  will  include  a presentation 
on  software  systems  that  assess  treat- 
ment patterns  in  private  practice  and 
an  overview  of  the  Texas  Health  Care 
Information  Council’s  new  statewide 
health  care  data  collection  and  dis- 
semination system. 

To  improve  communication  be- 
tween TMA  and  medical  staffs  across 
the  state.  Dr  Maness  is  building  a 
database  oE  contact  information  for 
Texas  chiefs  of  staff  He  hopes  med- 
ical staff  meetings  can  be  forums 
where  TMA  members  learn  first- 
hand how  their  proEessional  organi- 
zation is  working  on  their  behalf,  as 
well  as  let  TMA  know,  through 
chiefs  of  staff,  how  to  better  fulfill 
physicians’  needs. 

To  contribute  information  to  the 
chiefs  of  staff  database  or  to  learn 
more  about  OMSS,  contact  Nora 
Cox  Taylor  at  (800)  880-1300,  ext 
1389,  or  (512)  370-1389,  or  e-mail 
nora_c@texmed.org. 
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Texas  to  participate  in 
family  violence  initiative 

The  Family  Violence  Preven- 
tion Fund  has  chosen  Texas  as 
1 of  10  model  states  to  take 
part  in  the  National  Health  Initiative 
on  Domestic  Violence. 

The  initiative,  based  on  a 4-year 
program  developed  in  hospitals  in 
California  and  Pennsylvania,  was  de- 
signed to  institutionalize  a health  care 
response  to  identify,  treat,  and  assist 
victims  of  domestic  violence.  The 
chosen  states  represent  a diversity  of 
population  profiles  and  geographic 
locations,  or  have  active  state  domes- 
tic violence  coalitions,  health  depart- 


ments, state  medical  and  nursing  so- 
cieties, and  hospital  associations. 
Each  state  has  a leadership  team 
composed  of  representatives  from 
those  organizations  to  participate  in 
the  initiative. 

The  Texas  Council  on  Family  Vi- 
olence and  TMA  are  working  to- 
gether to  coordinate  the  Texas 
Health  Initiative  on  Domestic  Vio- 
lence. This  initiative’s  leadership 
team  includes  Diana  Fite,  MD,  of 
Houston,  and  Ellen  Taliaferro,  MD, 
of  Dallas,  both  emergency  medicine 
specialists  and  members  of  TMA’s 
Blue  Ribbon  Panel  on  Family  Vio- 
lence. TMA  Alliance  member  Pam 
Hendricks,  of  Temple,  and  AMA 


President-Elect  Nancy  W.  Dickey, 
MD,  of  College  Station,  also  are 
members  of  the  team. 

At  least  15  Texas  pilot  organiza- 
tions will  be  selected  to  participate  in 
a 2-day  training  conference,  which 
will  help  each  organization  design  an 
individualized  domestic  violence 
plan.  The  pilot  organizations  will  be 
asked  to  bring  teams  of  providers 
who  would  be  involved  in  a holistic 
model  of  patient  care  and  support.  A 
typical  team  may  include  an  emer- 
gency physician,  a nurse,  a social 
worker,  and  an  administrative 
worker.  Texas  provider  teams  will  be 
selected  by  October,  and  the  confer- 
ence will  be  held  in  March  1999. 


“I  cant  believe  that  there  are  any  heights  that  cant  be 
scaled  by  a man  who  knows  the  secrets  of  making  dreams 
come  true  . . . They  are  curiosity,  confidence,  courage  and 
constancy,  and  the  greatest  of  all  is  confidence.  When  you 
believe  in  a thing,  believe  in  it  all  the  way,  implicitly  and 
unquestionable.  ” — Walt  Disney 

For  years,  the  physicians 
of  TMA  have  believed  in  our  med- 
ical student  section  implicitly  and 
unquestioningly.  Your  support  has  been 
unfaltering,  invariable,  and  tremendous. 

The  TMA  Medical  Student  Section  would 
like  to  express  its  most  sincere  gratitude. 

The  Medical  Student  Section  has  thrived 
on  the  steadfast  example  and  thoughtful 
counsel  of  TMA  physicians.  Through  your 
encouragement,  we  have  created  a legacy  of 
leadership,  accomplishment,  and  excellence. 

The  Texas  student  delegation  is  one  of  the 
strongest  delegations  in  the  nation.  In  fine 
Texas  tradition,  our  students  have  followed 
your  lead  to  hold  coundess  local  and  na- 
tional leadership  positions.  You  have  taught 
us  the  privilege  and  responsibility  of  our  profession,  and 


Jennifer  Rodriguez  is  a third-year  student  at  The  Univer- 
sity of  Texas  Health  Science  Center  at  San  Antonio.  She  is  a reporter  for 
the  TMA  Medical  Student  Section  Executive  Council  and  a student 
member  of  the  Texas  Medicine  Editorial  Committee. 


the  necessity  of  preserving  both.  Accordingly,  we  have 
been  committed  to  an  active  role  in  shaping  todays 
health  care  standards.  And  while  we  may  recite  these  ac- 
complishments with  great  pride,  it  is  with  equal  humility 
that  we  recognize  these  achievements  have  come  only 
through  your  support. 

The  enthusiasm  with  which  TMA 
physicians  have  embraced  student  members 
is  unique.  The  TMAs  student-physician  re- 
lationship has  become  an  ideal  sought  by 
other  delegations  throughout  the  nation. 
We  have  been  included  in  virtually  every  as- 
pect of  TMA.  You  have  invited  us  to  partic- 
ipate as  members  of  a large  range  of  councils 
and  committees.  As  such,  we  have  been 
challenged  by  provocative  debate.  Certainly 
your  financial  support  has  aflforded  us  many 
opportunities,  such  as  attending  state  and 
national  meetings,  inviting  speakers  to  our 
schools,  and  reaching  out  to  our  communi- 
ties. More  importantly,  however,  your  men- 
torship has  enriched  us  as  future  physicians, 
as  academicians,  as  scientists,  and  as  hu- 
manitarians. 

Truly,  the  support  of  our  TMA  physicians  has 
granted  us  far  more  than  “curiosity,  confidence, 
courage,  and  constancy.”  You  have  endowed  us  with 
the  capacity  to  dream  vigorously  and  the  ability  to 
make  dreams  come  true.  From  the  hearts  of  the  mem- 
bers of  TMA  Medical  Student  Section,  thank  you. 


♦ 

Commentary: 
Heartfelt 
gratitude 
Thank  you 
from  medicine’s 
next  generation 

By 

Jennifer 

Rodriguez 

♦ 
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Information  packets  on  how  your 
organization  can  participate  will  be  dis- 
tributed this  month.  For  a packet  or  for 
more  information  on  the  I'exas  Flealth 
Initiative  on  Domestic  Violence,  con- 
tact Megan  Haley  at  (800)  880-1300, 
ext  1464,  or  (512)  370-1464,  or  e-mail 
megan_h@texmed.org. 

Texas  lawmaker  receives 
APA  public  service  award 

State  Rep  Garnet  Coleman  (D- 
Houston)  received  the  Ameri- 
can Psychiatric  Association’s 
(APA’s)  1998  Jacob  K.  Javits  Public 
Service  Award  for  his  work  to  pass 
legislation  in  Texas  that  makes  men- 
tal illness  insurance  benefits  equal  to 
those  of  other  medical  illnesses. 

Representative  Coleman  au- 
thored the  unanimously  passed  1997 
Texas  Mental  Health  Parity  Bill, 
which  also  championed  funding  for 
mental  health  programs  and  the  im- 
plementation of  mental  health  man- 
aged care  in  the  state’s  Medicaid 
program. 

The  APA  award,  which  is  given 
every  other  year  to  a public  servant 
who  has  made  a significant  contribu- 
tion to  improve  the  lives  of  persons 
with  mental  illnesses,  also  honors 
Representative  Coleman’s  bravery  in 
speaking  publicly  about  his  personal 
struggle  with  depression. 


State  Rep  Garnet  Coleman 


No  stones  left  unturned 
atTMA  urology  exhibit 

For  3,()()0  years,  physicians  have 
excised  objects  from  the  body. 
Surgeons  skilled  in  lithotomy 
fitst  used  insttuments  of  gold,  iron, 
and  wood  for  the  alleviation  of  blad- 
der stones.  But  the  practice  of  urol- 
ogy has  come  a long  way,  as 
physicians  in  this  specialty  now  use 
ultrasound  shockwaves  to  bring  re- 
lief to  their  patients. 

The  new  exhibit  on  display 
through  June  28  in  the  Texas  Med- 
ical Association  History  of  Medicine 
Gallery  explores  urological  tools  and 
the  history  of  urology,  from  litholo- 
gist guilds  to  the  modern  Texas  Uro- 
logical Society  (TUS). 

TUS  began  as  the  Texas  State 
Urological  Society  in  1946.  At  the 
end  of  World  War  II,  physicians  de- 
voted to  the  practice  of  urology  gath- 
ered on  the  front  porch  of  Dr  Robert 
Cone’s  Galveston  home.  Younger 
physicians  from  the  military  service, 
whose  active  duty  had  seen  little  re- 
lated to  their  specialty,  and  older 
practitioners,  who  had  been  over- 
worked at  home  and  had  little  time 
for  professional  advancement,  at- 
tended this  first  meeting.  The  urolo- 
gists formed  an  organization  that  has 
spanned  more  than  five  decades. 

The  gallery  is  located  in  the  first- 
floor  lobby  of  the  TMA  building  at 
401  W 15th  St  in  Austin.  The  ex- 
hibit can  be  viewed  from  8:15  am  to 
7 pm,  Monday  through  Friday,  and 
9 am  to  1 pm  on  Saturday.  The 
TMA  building  is  closed  on  major 
holidays. 

For  information,  contact  Patty 
Mullins,  museum  exhibits  coordina- 
tor, in  the  TMA  Library  at  (800)  880- 
1300,  ext  1543,  or  (512)  370-1543, 

or  e-mail  patty_m@texmed.org. 


Impaired  physicians 

(800)  880-1640  ' 

Call  this  24-hour  hotline  to  report  information 
concerning  physicians  who  may  be  abusing  alcohol 
or  other  drugs,  or  who  may  be  chemically  ad- 
dicted, psychiatrically  impaired,  or  have  other 
problems.  All  calh  are  confidential. 


The  Texas  Medical  Association  Insurance  Trust  of- 
fers life,  health,  disability,  office  overhead,  personal 
accident,  and  other  insurance  plans  and  products 
to  TMA  members,  their  families,  and  office  staffa. 


(800)  880-1395 


Updated  daily  Monday  through  Friday,  a reed 
message  keeps  physicians  informed  on  the  progress 
of  state  legislation  affecting  them.  Operates  only  v 
the  Texas  Lepstature  is-in  session. 


Student  and  resident  loans  (800)  880-2828 


TMA  offers  qualified  medical  students  and 
dents  low-interest  loans.  Call  for  general  requli^ 
ments  and  application  procedures. 


(800)  880-1300,  ext  1362 


The  TMA  Political  Action  Committee » 
half  of  physicians  through  grassroots  involvement, 
personal  relationships  with  elected  officials, and  po- 
litical campaign  participation  and  cone 


The  Texas  Physician  Services  Organi: 
physicians  and  physician  organizations  an  of 
products  and  services  to  help  therrMuceecd  in  dto' 

■ kj'. . 

changing  medical  marketplace.  Initiatin^ii0udi^|i^ 
TMA-based  management  services  organization 
and  evaluation  of  managed  care  contras. 
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Merit  Behavioral  Care 
Corp,  of  Park  Ridge,  NJ, 
has  purchased  the  IN- 
ROADS Behavioral 
Health  Systems  division 
of  Blue  Cross  Blue  Shield 
ofTexas.  Merit  has 
formed  a new  company, 
headquartered  in  Dallas, 
called  INROADS  Behav- 
ioral Health  Services  of 
Texas,  LP,  and  will  man- 
age behavioral  health 
benefits  for  Blue  Cross 
Blue  Shield. 

Comprehensive  Care 
Corp,  of  Corona  Del  Mar, 
Calif,  has  signed  a con- 
tract to  provide  behav- 
ioral health  services  for 
more  than  28,000  FIRST- 
CARE  commercial  health 
maintenance  organiza- 
tion (HMO)  enrollees 
and  6,200  Medicaid  man- 
aged care  enrollees  in  the 
Lubbock  service  area. 

Twenty  primary  care 
physicians  and  nine  office 
locations  have  been  added 
to  the  Seton  Healthcare 
Network’s  new  nonprofit 
organization,  Seton 
Health  Partners,  with  the 
purchase  ofTravis  Physi- 
cian Associates.  The 
Austin  organization  now 


has  3 1 physicians  in  its 
network.  (Austin 
American-Statesman) 

Pediatrix  Medical  Group, 
of  Fort  Lauderdale,  Fla, 
has  completed  its  acqui- 
sition of  assets  of  Border 
Neonatal  Associates,  a 
physician  group  practice 
that  operates  two  neona- 
tal intensive  care  units 
(NICUs)  in  El  Paso.  Pedi- 
atrix now  operates 
NICUs  in  Houston,  Dal- 
las, Fort  Worth,  Austin, 
and  El  Paso. 

A Nevada  corporation, 
SureQuest  Systems,  has 
purchased  Choice  Sys- 
tems, of  Dallas.  Choice 
Systems  provides  propri- 
etary scheduling  software 
to  physicians,  hospitals, 
and  schools. 

Foundation  Health  Sys- 
tems says  it  is  reviewing 
options  for  the  future  of 
Texas  operations,  includ- 
ing the  possible  sale  of  its 
commercial  HMO  opera- 
tion. A sale  would  not  in- 
clude the  company’s 
Civilian  Health  and  Med- 
ical Program  of  the 
United  States  (CHAM- 
PUS)  or  Tricare  opera- 
tions. (San  Antonio 
Business  Journal) 


Temple’s  Scott  & White 
has  opened  a dialysis  cen- 
ter in  Round  Rock,  near 
Austin. 

Kaiser  Permanente  is 
considering  selling  its 
North  Texas  HMO  to 
Harris  Methodist  Health 
Plan,  which  would  create 
the  state’s  largest  HMO. 
Kaiser  Permanente  also  is 
considering  selling  several 
other  units  across  the 
country  in  an  attempt  to 
reverse  its  $270  million 
loss  in  1 997.  The  Dallas 
HMO  operation  alone 
lost  almost  $50  million 
last  year  and  about  $43 
million  in  \ 996.  (Dallas 
Morning  News) 

Poor  enrollment  in  the 
Harris  County  Hospital 
District’s  HMO  for  Medi- 
caid managed  care  pa- 
tients may  create  a $30 
million  revenue  shortfall 
for  the  district.  The 
HMO  board  is  consider- 
ing hiring  a commercial 
HMO  to  take  over  man- 
agement of  Community 
Health  Choice.  (Houston 
Business  Journal) 

Humana-PCA  has  elimi- 
nated 1 20  positions  in  its 
customer  service  and  ac- 
counts payable  divisions 


as  part  of  the  conversion 
of  its  Austin  office  to  San 
Antonio.  (Austin  Business 
Journal) 

Humana  has  agreed  to 
pay  a $ 1 0,000  fine  to 
the  Texas  Department 
of  Insurance  (TDI)  for 
failing  to  promptly 
reply  to  repeated  in- 
quiries about  consumer 
complaints  involving 
Humana’s  preferred 
provider  organization 
and  Medicare  supplement 
programs.  Humana  says 
it  has  hired  a “critical 
inquiry  coordinator”  to 
handle  TDI  inquiries. 
(Austin  American-Statesman) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub' 
mit  items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,  Austin,TX  78701;  fax 
(SI  2)  370- 1 632;  e-mail 
larry_b@texmed.org. 
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Resources,  childhood  habits 
determine  patient  compliance 

Most  patients  want  to  take  care 
ot  themselves  and  follow 
their  physicians’  orders,  hut 
some  can’t  because  of  limited  resources 
or  bad  habits,  says  a medical  anthro- 
pologist at  The  University  of  Texas 
Health  Science  Center  (Ul'HSC)  at 
San  Antonio. 

Linda  M.  Hunt,  PhD,  assistant 
professor  in  UTHSC-San  Antonio’s 
Department  of  Acute  Nursing  Care, 
says  that  as  a medical  anthropologist, 
she  tries  to  understand  why  patients 
make  certain  choices  or  fail  to  follow 
instructions. 


Linda  M.  Hunt,  PhD 


“I’ve  found  that  most  patients  try 
their  best  to  comply,  given  the  limits 
and  demands  of  their  everyday  lives 
but  often  react  to  habits  established 
in  childhood,”  Dr  Hunt  said.  “Some- 
times health  care  professionals  are 
unaware  of  this,  since  it  is  natural  for 
a clinician  to  assume  that  theirs  is  a 
complete  vision  of  reality.  Translating 
medical  advice  into  everyday  actions 
is  a much  more  complicated  task 
than  most  people  realize.” 

Through  a diabetes  study  of  Mexi- 
can Americans  from  San  Antonio  and 
Laredo,  Dr  Hunt  learned  that  those 
who  are  poor,  have  language  barriers, 
or  have  limited  time  with  health  care 
workers  at  underfunded  clinics  find 
diabetes  management  difficult.  Other 
barriers,  such  as  not  having  money  for 
medication,  transportation  to  clinics, 
or  time  off  from  work  for  appoint- 
ments, can  prevent  patients  from  par- 
ticipating in  follow-up  care. 

Dr  Hunt  hopes  to  help  health  care 
professionals  and  the  lay  public  under- 


4 for  the  FUTURE 


Share  your  knowledge  and  experience  with  a future 
internist!  You  can  introduce  a medical  student 
to  all  suspects  of  medical  practice  during 
a four-week  internal  medicine  preceptorship. 


For  more  infomiation  on  becoming  a 
GIMSPP  preceptor,  call  (800)  880-1300,  ext.  1531. 


General 

Internal 

Medicine 

Sbiewide 

Preceptorship 


Tex 


TexasMedical 

Association 


Ls  physicians,  you  know  the  greatest  calling  in 
life  is  to  help  those  in  need.  The  PHR  Assistance  Fund  of 
Texas  Medical  Association  does  just  that.  The  fund  provides 
loans  for  medical  and/or  rehabilitative  services  to  physicians 
experiencing  depression,  chemical  dependency,  and  other 
conditions  that  impair  their  ability  to  lead  productive  lives. 
Funds  may  also  be  used  for  family  living  expenses. 

Please  help  physicians  who  are  in  recovery  and  need  financial 
assistance.  We  rely  on  donations  to  help  us  continue  this 
important  work.  Send  your  Valentine  donations  to  the 
PHR  Assistance  Fund  at  401  West  15th  Street, 
Austin,  TX  78701-1680.  Or  call  Linda  Kuhn  at  TMA  at 
(800)  880-1300,  ext.  1342,  or  (512)  370-1342  for 
more  information. 


Have 


FOR 


L 2.  j 

PHYSICIANS 


A stateuiiie  fund-raisitig  campaig)!  for  the  Physician  Health  atid  Rehabilitation  Assistance  Fund 
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TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)  370-1382 
Fax  (512)  370-1632. 


Specializing  in 


^ Custodian  For  AlH 
Qualified  IRA  Assets 


Investment 

Management 


Allocation 


owned  subsidiary  of  the 
la  ]VMical  Association  ■40 


'ATMA  Fi 


Kirk  M.  Tushaus  Richard  T.  Sechler 

Portfolio  Manager  Certified  Financial  Planner 


stand  the  seriousness  of  these  barriers. 

“We  have  to  realize  this  is  a cul- 
tural situation,”  Dr  Hunt  said.  “It  is 
not  that  patients  need  to  be  con- 
vinced or  frightened  into  complying; 
many  times  it’s  that  what  they  are  be- 
ing told  to  do  simply  isn’t  possible.” 


UT-Houston  studies 
Agent  Orange  effects 

Researchers  at  The  University 
of  Texas-Houston  School  of 
Public  Health  are  trying  to 
determine  whether  exposure  to  an 
ingredient  found  in  Agent  Orange 
during  the  Vietnam  War  could  be  as- 
sociated with  neural  tube  defects  in 
the  veterans’  children. 

Scientists  will  look  for  exposure 
to  dioxin,  an  ingredient  found  in 
Agent  Orange,  in  US  men  and 
women  who  served  in  Vietnam  from 
1962  to  1975.  Then  the  research 
team  will  explore  the  possibility  of 
an  underlying  genetic  susceptibility 
to  dioxin  toxicity  resulting  in  birth 
defects,  particularly  spina  bifida,  in 
the  children  of  Vietnam  veterans. 

The  Environmental  Protection 
Agency  awarded  UT-Houston  an 
$874,195  grant  to  conduct  the  study, 
which  is  the  first  of  its  kind  to  include 
female  veterans.  The  inclusion  of 
women  is  important,  as  birth  defects 
would  more  likely  result  from  mater- 
nal than  paternal  dioxin  exposure. 


New  7-year  program  combines 
bachelor’s  and  medical  degrees 

Future  physicians  can  decrease 
their  time  in  school  by  partici- 
pating in  a new  7-year  degree 
program  developed  by  two  Dallas/ 
Fort  Worth  area  institutions. 

Students  can  earn  a bachelor’s  de- 
gree after  3 years  at  The  University 
of  Texas  at  Dallas  plus  1 year  of  med- 
ical school  at  the  University  of  North 
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Texas  Health  Science  Centers  Texas 
College  of  Osteopathic  Medicine 
(TCOM)  in  Fort  Worth.  Students 
then  receive  medical  degrees  after  3 
more  years  at  TCOM. 

The  fourth  and  final  year  ol  under- 
graduate studies  is  combined  with  the 
first  year  of  medical  school  to  help  the 
students  ease  into  the  medical  school 
environment. 

Students  would  take  the  Medical 
College  Admissions  I’esting  examina- 
tion and  complete  a preliminary  appli- 
cation during  the  summer  before  their 
junior  years  of  college.  They  would  be 
notified  whether  they  are  accepted  to 
TCOM  during  their  junior  years  at 
UT-Dallas. 

For  more  information  on  the  7- 
year  degree  program,  which  is  ex- 
pected to  begin  this  year,  contact 
TCOM’s  admissions  department  at 
(817)  735-2204  or  UT-Dallas’  admis- 
sions department  at  (972)  883-2342, 
or  consult  UT-Dallas’  Web  site  at 
WWW. utdallas.edu/dept/biology. 


UTMB  receives  award 
for  quality  management 

The  University  ofTexas  Medical 
Branch  (UTMB)  at  Galveston 
was  awarded  the  first  Quality 
Management  Award  ever  given  to  an 
entire  organization  by  the  Healthcare 
Information  and  Management  Sys- 
tems Society  (HIMSS). 

The  award  honors  UTMB’s  suc- 
cessful management  strategies  for 
adapting  to  radical  changes  facing 
the  health  care  industry.  UTMB’s 
support  services  area  underwent  dra- 
matic changes  that  reduced  expenses 
by  1 1%  and  improved  customer  and 
employee  satisfaction. 

HIMSS  is  a not-for-profit  organ- 
ization representing  more  than 
9,000  health  care  professionals  dedi- 
cated to  promoting  a better  under- 
standing of  health  care  information 
and  management  systems. 


www.texmed.org 


m: 


stop  by  for  a visit! 


because  you  went  to  MED  SCHOOL 

NOT  LAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api*  FP§c| 

http://www.amph.com/api 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc.  ; 
have  joined  forces  ro  offer  national  experience,  local  service,  stability  and  commitment.  [i! 
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By  Johanna  Franke 

With  National  Organ  and  Tissue  Donor  Awareness  Week  coming  up  April 
20-26, “MedBytes”  visits  transplant  resources  on  the  Internet  this  month. 

UNOS:  The  numero  uno  resource 

The  United  Network  for  Organ  Sharing  (UNOS)  site  at  www.unos.org  con- 
tains important  information  for  physicians,  patients,  the  media,  and  the  gen- 
eral public  on  organ  transplantation  and  donation. 

The  “Newsroom”  section  of  the  site  provides  the  latest  transplantation 
news,  the  top  1 0 organ  donation  myths,  a glossary,  and  the  most  frequently  re- 
quested statistics  about  transplantation.  UNOS  policies  and  bylaws  are  housed 
in  the  “Policies”  area,  which  also  contains  reports  of  UNOS  Board  of  Directors 
meetings  and  a topic  for  public  comment. 

Besides  links  to  related  Web  sites  and  a bibliography  of  current  journal  ar- 
ticles on  transplantation,  the  UNOS  site  offers  information  on  the  transplant 
process,  the  financial  issues  of  transplantation,  donation  promotion,  and  trans- 
plant center  choices.  These  topics  can  be  found  in  the  “Patients”  section, 
along  with  a questions-and-answers  area. 

Sharing  through  the  Web 

Nearly  1 .5  million  people  had  visited  the  American  Share  Foundation  (ASF)  site 
at  www.asf.org  at  press  time.  ASF  is  an  international  nonprofit  voluntary  organ- 
ization dedicated  to  providing  information  and  support  to  organ  and  tissue  trans- 
plant candidates,  recipients,  caregivers,  medical  professionals,  and  the  public. 

The  ASF  site,  which  is  updated  daily,  houses  chat  rooms  and  newsgroups  on 
transplantation  issues,  as  well  as  a library  complete  with  a glossary  and  listings 
of  transplant  publications,  audiotapes,  and  videos.  The  “Transplant  Informa- 
tion” area  not  only  contains  transplant  links,  but  also  pharmaceutical,  finan- 
cial, travel,  and  lodging  information.  The  “Organ  Donation”  section  provides 
organ  donor  awareness  links  and  a printable  uniform  donor  card. 

Take  the  journey  without  leaving  your  computer 

The  TransWeb  site  at  www.transweb.org  offers  more  transplantation  infor- 
mation and  a special  feature  called  “The  Transplant  Journey.” 

With  this  feature,  site  visitors  can  follow  the  character  Amy  on  a cybertrip 
through  the  transplant  process.  “The  Transplant  Journey”  answers  seven  ques- 
tions during  the  trip,  beginning  with  “What  do  organs  do?”  and  ending  with 
“What’s  it  like  to  live  with  a transplant?” 

Live  &Then  Give 

Information  for  Live  &Then  Give,TMA’s  organ  donor  awareness  campaign,  is 
linked  from  the  TMA  site’s  main  page  at  wAvw.texmed.org.  The  Live  & Then 
Give  area  houses  Texas  statistics  on  organ  donation,  information  on  ethics  in 
transplantation,  and  the  Life  Support  newsletter. 

MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas 
physicians.The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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MATTER  OF  ETHICS  ■ ETHICS  AND  THE  EVOLUTION  OF  A PROFESSION 


RUSSELL  HOVERMAN,  MD,  PHD 


Medicine  eecan  lo  evolve  into  a 
profession  in  ancient  Cireece.  It  emerged  from 
craft  guilds,  where  a specialized  knowledge 
base  was  recognized  and  teaching  was  important.  Mem- 
bers were  directed  by  a code  of  behavior,  an  ethic,  and 
were  governed  only  minimally  by  law. 

The  tradition  of  medicine  as  a profession  continues 
j today,  embodied  in  the  ancient  Hippocratic  Oath,  in 
I which  certain  behaviors  are  prescribed  and  others  pro- 
scribed. Yet  the  oath  is  more  than  a professional  ethic. 
Consider  its  last  line:  “If  I fulfill  this  oath  and  do  not  vi- 
olate it,  may  it  be  granted  to  me  to  enjoy  life  and  art,  be- 
ing honored  with  fame  among  all  men  for  all  time  to 
come;  if  I transgress  it  and  swear  falsely,  may  the  oppo- 
site of  all  this  be  my  lot.”  These  words  denote  more  than 
a statement  of  ethics;  they  signify  a statement  of  an  ex- 
pectation. They  acknowledge  that  patients  have  some- 
thing of  value  to  give  in  return  and  that  there  are  rewards 
for  physicians  who  behave  in  a certain  way. 

But  medicine  is  more  than  a profession.  Its  relation- 
ship with  society  fits  the  model  of  a social  contract,  as  de- 
fined by  French  philosopher  Jean-Jacques  Rousseau.  He 
described  a social  contract  as  a convention  of  behavior 
that  allows  interactions  between  groups  without  need  of 
laws.  The  differences  between  a social  contract  and  a pro- 
fession are  subtle  and  interesting.  A profession  is  inner 
directed;  a social  contract  is  outer  directed.  A social  con- 
tract is  something  given  for  something  received  — with 
a judgment  of  that  something’s  worth  — and  involves 
the  interests  of  more  than  one  parry. 

The  social  contract  in  America  between  medicine  and 
society  has  been  dominated  by  the  profession.  In  the 
early  years  of  the  American  Medical  Association,  medi- 
cine established  its  own  code  of  ethics.  And  it  was  the 
AMA  that  instigated  the  turn-of-the-century  Flexner  re- 
port, leading  to  standardization  of  teaching  institutions 


J.  Russell  H overman,  MD,  of  Austin,  is 
the  chair  of  the  Travis  County  Medical  Society  Board  of 
Ethics.  He  is  in  practice  with  Texas  Oncology,  PA,  and 
is  the  medical  director  for  clinical  resource  management 
of  Physician  Reliance  Network,  Inc. 


and  the  professional  body  of  knowledge.  Until  relatively 
recently,  the  social  contract  between  medicine  and  soci- 
ety had  changed  little  for  more  than  2,000  years,  and  any 
threats  to  that  contract  were  defended  by  the  AMA’s  code 
of  ethics. 

This  is  no  longer  the  case.  Employers  and  other  third 
parties  are  now  involved  in  the  patient-physician  rela- 
tionship. The  skyrocketing  cost  of  health  care  has  also  in- 
tervened in  that  relationship.  Only  recently  have  we  been 
able  to  generate  million-dollar  charges  for  a 6-month  stay 
in  a neonatal  care  unit,  a transplant  unit,  or  an  intensive 
care  unit.  Only  recently  has  the  profession’s  body  of 
knowledge  been  questioned  in  litigation,  by  easily  avail- 
able information  sources  such  as  the  Internet,  by  alterna- 
tive medicine,  or  by  utilization  review.  Only  recently 
have  painful  deaths  or  prolonged  hospitalizations  ques- 
tioned the  promise  of  medicine.  We  see  the  social  con- 
tract disassembling  before  our  eyes. 

Medicine  recognizes  that  a new  relationship  with  pa- 
tients is  emerging  — that  it  is  becoming  a business  con- 
tract. In  a free-market  economy,  economic  realities  of 
competitiveness  and  distribution  of  goods  will  not  go 
away,  and  value  in  medical  care  will  always  be  an  issue. 
However,  the  core  tenets  of  the  profession  will  also  not 
go  away.  The  patient-physician  relationship  will  always 
be  a personal  relationship,  and  the  body  of  knowledge  in 
medicine  will  always  be  based  on  sound  scientific  princi- 
ples. And  while  physicians  have  assumed  new  roles  as  ne- 
gotiating parties  in  business  contracts,  interestingly,  the 
language  used  to  defend  core  professional  values  in  ne- 
gotiations has  been  the  language  of  ethics.  It  is  the  lan- 
guage of  ethics  that  encompasses  the  needs  of  all  parties 
— the  obligations  of  the  profession,  the  health  values  of 
individuals,  the  economic  concerns  of  business,  and  the 
distribution  of  goods  in  a just  society. 

Texas  physicians  are  justifiably  concerned  about  these 
changes  in  medicine  and  have  expressed  an  interest  in 
learning  more  and  having  a forum  for  discussing  them. 
This  is  the  first  of  a regular  feature  for  Texas  Medicine,  a 
column  for  discussing  today’s  ethical  issues.  This  feature 
is  meant  to  be  participatory,  and  we  invite  questions, 
comments,  and  input  from  practicing  physicians. 


VOLUME  94  ★ NUMBER  4 


29 


New  pablicatioii  from  TMA! 


STARTING  A MEDICAL  PRACTICE  IN  TEXAS 

by  Donald  P.  Wilcox,  JD  and  Christopher  K.  Davis,  JD 

Learn  how  federal  and  state  laws  regulate  the  practice  of  medicine  in  Texas, 
plus  practical  business,  legal,  tax,  and  managed  care  information  for  starting 
a practice! 

$19  - TMA  members 
$29  - Nonmembers 

To  order,  mail  payment  to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701; 
call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  fax  (512)  370-1632. 


Now! 


‘Timirance  and  Risk  Management  Services  Since  1947" 


As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

• Individual  and  Group  Practice  Physicians  and  Surgeons  # 
• Clinics  • Surgery  Centers  • IPA's  • PHO's  # MSO's  # 

• Multi-Specialty  Practices  # 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio/  lexas  78230 
Teiephone:  Toll  Free  888.S58.282$ 
or  210.S6T.7900 
Fox:  2I0.561.28S9 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  •Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Chinese  herb  studied  for 
rheumatoid  arthritis  relief 

Physicians  at  The  University  of 
Texas  Southwestern  Medical 
Center  at  Dallas  received  sole 
permission  from  the  Food  and  Drug 
Administration  to  test  the  effective- 
ness of  a Chinese  herb  in  treating  pa- 
tients with  rheumatoid  arthritis. 

The  UT  Southwestern  research 
team  developed  an  extract,  named 
Texas  Ethyl  Acetate  (TEA),  from  the 
Tripterygium  wilfordii  Hook  F vine, 
known  in  China  as  Lei  Gong  Teng,  or 
“Thunder  God  Vine.” 

The  108  patients  participating  in 
the  study  are  being  recruited  from  UT 
Southwestern’s  arthritis  outpatient 
programs  and  from  the  general  pub- 
lic. To  be  eligible,  patients  must  have 
failed  to  respond  to  standard  therapy. 

The  study  is  being  conducted 
through  the  General  Clinical  Re- 
search Center  at  UT  Southwestern 
and  Parkland  Memorial  Hospital. 
Patients  interested  in  being  consid- 
ered for  the  study  should  call  (214) 
648-9349. 


Memory  molecule  revealed 
during  Baylor  study 

Short-term  memory  requires  a 
molecule  called  an  integrin,  ac- 
cording to  a study  conducted 
by  scientists  at  Baylor  College  of 
Medicine  in  Houston. 

Research  on  fruit  flies  suggests 
that  integrins  are  needed  at  the 
synapses  between  nerve  cells  so  that 
cells  can  communicate.  When  inte- 
grin molecules  on  the  surface  of  a 
cell  receive  a signal  from  within  that 
cell,  they  can  clutch  onto  a nearby 
cell,  helping  the  message  to  be 
passed  along.  This  process  may  be 
critical  to  short-term  memory. 

Results  of  the  Baylor  study  were 
reported  in  the  January  29  issue  of 
the  scientific  journal  Nature. 
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Each  hospital  has  a chief  of  staff 

Each  chief  of  staff  has  the  responsibility  to  elect 
and  send  their  medical  staff  representative  to  our 
Texas  Medical  Association  Organized  Medical 
Staff  Section 


Texas  Medical  Association 

401  West  15th  Street  Austin,  Texas  78701  fax  (512)  370-1632 

OMSS  membership  is  open  to  TMA  members  with  active  hospital  medical  staff  privileges. 
To  designate  your  hospital’s  TMA-OMSS  representative,  please  complete  and  return 
the  following  information: 
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Physician’s  name  

Preferred  mailing  address 

City  State  Zip  Code  

Office  phone 

Fax  number  

Email  address  

Hospital  name  

Practice  Type:  □ solo  □ group  □ hospital-based 

1 hereby  certify  that  the  above  physician  is  a member  of  the  Texas  Medical  Association,  an  active  voting  member  of  the  medical  staff 
with  clinical  privileges  at  our  hospital,  and  has  been  selected  by  our  medical  staff  as  our  representative  to  the  TMA  Organized  Med- 
ical Staff  Section, 


TTexasMedical 

Association 


chief  of  staff  or  secretary  of  medical  staff  signature 


date 


For  more  information,  caii  C800]  880-1300,  ext.  13^^ 


Legislative  Affairs 

The ‘XexasbilP 

Texas  physicians  lead  congressional  fight  for  managed  care  liability  reform 

By  Ken  Ortolon,  Associate  editor 


The  passage  of  Senate  Bill  386  — the  managed 
care  liability  bill  — in  the  Texas  Legislature  last 
year  was  a major  victory  for  both  Texas  physi- 
cians and  patients.  But  it  could  be  a hollow  vic- 
tory for  millions  of  Texans  if  a federal  law  that  shields 
managed  care  entities  from  liability  is  allowed  to  stand  in 
the  way  of  full  implementation  of  SB  386. 


Even  before  the  bill  took  effect  last  September,  Aetna 
Health  Plans  filed  a lawsuit  seeking  to  declare  that  the  new 
liability  provisions  do  not  apply  to  employer  self-funded  in- 
surance plans  exempt  from  state  regulation  under  the  fed- 
eral Employee  Retirement  Income  Security  Act  (ERISA). 

ERISA,  enacted  long  before  managed  care  became  a 
dominant  factor  in  the  health  insurance  marketplace,  ex- 
empts from  state  insurance  regulations  any  employee  group 
health  care  plan  in  which  the  employer  assumes  the  finan- 
cial risk  and  hires  an  insurance  company  or  managed  care 
entity  merely  to  administer  the  program. 

It  is  estimated  that  more  than  half  of  all  insured  Texans 
are  covered  by  ERISA-exempt  plans.  If  the  Aetna  lawsuit  is 
successful,  those  Texans  would  not  have  the  right  to  sue 
their  managed  care  plans  if  they  are  harmed  by  negligent 
medical  necessity  decisions. 

With  some  34  other  states  also  considering  enacting 
managed  care  reforms,  the  Aetna  lawsuit  has  taken  on  na- 
tional implications,  and  prompted  physician  and  consumer 
groups  across  the  country  to  seek  a congressional  fix  for  the 
ERISA  problem.  While  there  appears  to  be  widespread  pub- 
lic and  congressional  support  for  that  fix,  a number  of  fac- 
tors could  conspire  to  block  passage  of  legislation  this  year. 
Foremost  among  them  are  the  short  congressional  calendar 
going  into  the  1998  congressional  elections  in  November, 
and  a large  number  of  competing  managed  care  reform  pro- 
posals that  have  drawn  strong  ideological  opposition  from 


All  artides  in  Texas  Medicine  that  mention  Texas  Medical  Associations  stance  on  state  legislation  are 
defined  as  “legislative  advertising,  “according  to  Texas  Govt  Code  Ann  §305.027.  That  law  requires 
disclosure  of  the  name  and  address  of  the  person  who  contracts  with  the  printer  to  publish  the  legisla- 
tive advertising  in  Texas  Medicine.-  Louis  ].  Goodman.  PhD,  Executive  Vice  President,  TMA,  401 
W 1 5th  St,  Austin.  TX  78701. 


business  and  insurance  groups  and  the 
Republican  majority  leadership. 

A crowded  field 

Managed  care  reform  is  a popular,  if 
not  extremely  controversial,  issue  in 
Washington,  DC,  this  year.  There  al- 
ready are  several  reform  bills  on  the 
table,  with  several  others  expected  to 
be  introduced. 

The  most  prominent  of  these  is  the  Patient  Access  to  Re- 
sponsible Care  Act,  or  PARCA,  introduced  by  US  Rep 
Charles  Norwood,  DDS  (R-Ga).  PARCA  includes  the 
ERISA  fix  sought  by  the  Texas  Medical  Association,  the 
American  Medical  Association,  numerous  other  state  medical 
societies,  and  a wide  range  of  consumer  advocacy  groups.  It 
clarifies  that  ERISA  does  not  shield  self-funded  insurance 
plans  from  liability  for  negligent  medical  necessity  decisions. 
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In  addition  to  PARCA,  other  man- 
i aged  care  reh  m plans  have  been  pro- 

I posed  by  the  White  House  and  the 
minority  Democratic  leadership  in  the 
House  and  Senate. 

Congressman  Norwood  also  has 
filed  stand-alone  legislation  addressing 
the  ERISA  problem.  Led  by  TMA, 
proponents  ol  the  ERISA  fix  have 
lormed  a coalition  called  the  Cam- 
paign for  Health  Care  Accountability 
to  help  lobby  lor  passage  of  that  pro- 
vision, whether  it  be  as  stand-alone 
legislation  or  part  of  a broader  man- 
aged care  reform  bill.  Because  of  the 
Texas  leadership  in  advocating  for  this 
bill  and  because  of  the  debate  playing 
out  so  similarly  to  the  debate  over  SB 
386,  the  measure  has  become  known 
in  Washington  as  the  “Texas  bill.” 

All  these  bills,  however,  have 
drawn  strong  opposition,  much  of  it 
centered  around  ideological  debate 
over  additional  federal  regulation  of 
business  activities. 

“The  polls  are  off  the  charts  in 
terms  of  public  support  for  shared  ac- 
countability by  managed  care  plans,” 
said  Michael  Hudson,  a Washington- 
based  lobbyist  retained  to  assist  the 
Campaign  for  Health  Care  Account- 
ability. “But  there  is  strong  political 
opposition  to  more  federal  mandates.” 

That  opposition  comes  right  from 
the  top  of  Republican  majority  leader- 
ship. House  Majority  Leader  Dick 
Armey  (R-Irving)  has  labeled  PARCA 
as  “Clinton  Care  11.”  And  the  Senate 
Republican  majority  leader  told  a meet- 
ing of  health  maintenance  organization 
(HMO)  lobbyists  last  fall  to  “get  off 
your  butts,  get  off  your  wallets.” 


Other  Republican  leaders  also  have 
been  harshly  critical  ol  Representative 
Norwood  and  other  Republicans  who 
support  his  measure. 

Meanwhile,  business  and  insurance 
groups  — led  by  the  US  Chamber  of 
Commerce,  National  Association  of 
Manufacturers,  National  Federation 
of  Business,  and  others  — are  busy  ar- 
guing that  health  insurance  premiums 
will  skyrocket  if  managed  care  re- 
forms, particularly  the  ERISA  provi- 
sion, are  enacted. 

TMA  lobbyist  Connie  Barron  de- 
scribes these  tactics  as  “the  sky  is 
falling”  arguments. 

“They  are  making  the  same  broad 
generalizations  in  Washington  that 
they  did  in  Austin  — that  costs  will  go 
through  the  tool,  that  employers  will 
stop  offering  insurance,  and  that  mil- 
lions of  people  will  go  without  cover- 
age,” Ms  Barron  said. 

Those  arguments  failed  to  sway 
Texas  lawmakers  in  the  1995  and  1997 
sessions.  Kim  Ross,  TMA  vice  president 
of  public  policy,  says  that’s  because 
HMO  witnesses  could  not  produce  any 
documentation  to  support  that  con- 
tention, and  advocates  ol  managed  care 
liability  successfully  demonstrated  that 
lawsuit  costs  preexisted. 

“When  there’s  an  injury,  lawsuits 
already  are  being  filed  against  the 
provider  defendants.  And  the  HMOs 
testified  in  public  hearings  that  they 
also  are  being  named  [in  lawsuits]  and 
are  incurring  defense  costs  to  get  re- 
moved from  the  suits,”  Mr  Ross  said. 

“We  will  once  again  clarify  that 
this  will  not  add  any  new  lawsuits,” 
added  Mr  Hudson.  “Physicians,  hos- 


pitals, and  other  providers  are  being 
sued  right  now.  I’his  is  simply  adding 
another  responsible  party  to  the  exist- 
ing litigation,  spreading  the  current 
risk  and  halting  the  abusive  practices 
of  HMOs,  who  currently  enjoy  a lot 
of  power  over  patients  and  no  risk.” 

Legislative  control 

Despite  a very  concerted  lobby  effort  by 
business  and  insurance  groups  and  the 
Republican  leadership  opposition, 
managed  care  reform  and  the  ERISA  fix 
enjoy  considerable  support  from  con- 
gressmen of  both  political  parties. 
PARCA,  for  instance,  has  some  220 
cosponsors  divided  almost  equally  from 
Democratic  and  Republican  ranks. 

During  remarks  at  TMA’s  Winter 
Leadership  Conference  on  February 
28,  Congressman  Norwood  said  it  is 
that  support  that  ultimately  will  force 
action  on  managed  care  reform,  re- 
gardless whether  the  vehicle  is  PARCA 
or  some  other  proposal. 

“We  need  the  force  of  PARCA  that 
has  225  cosponsors  on  it  because 
that’s  driving  the  subject,”  he  said. 
“Because  of  that  bill  named  PARCA, 
we’re  going  to  get  a bill  in  the  end  that 
should  satisfy  most  of  our  needs.” 

TMA  physician  leaders  and  lobbyists 
met  with  members  of  the  Texas  congres- 
sional delegation  in  Washington  in  late 
January  and  found  considerable  support 
for  the  ERISA  provision.  Following 
those  meetings,  every  Democratic  mem- 
ber of  the  Texas  delegation  signed  a let- 
ter urging  House  Minority  Leader 
Richard  Gephardt  (D-Mo)  to  include 
the  ERISA  provision  in  the  Democratic 
leadership  bill,  which  was  expected  to  be 
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introduced  in  late  February.  Several 
Texas  Republicans  also  have  expressed 
support  for  the  bill  and  are  among  the 
PARCA  cosponsors,  primarily  because  it 
includes  the  ERISA  language. 

“Congressman  Norwood  says  that 
if  PARCA  were  on  the  floor  of  the 
House  today,  it  would  pass  with  more 
than  300  votes,”  said  John  Stone, 
Representative  Norwood’s  press  secre- 
tary. “The  battle  this  year  is  going  to 
be  whether  the  issue  is  ever  going  to 
make  it  on  the  floor  for  a vote.” 

Because  of  the  way  Congress  oper- 
ates, the  majority  leadership  has  tremen- 
dous control  over  what  bills  reach  the 
House  and  Senate  floors  for  debate. 

In  late  October,  hearings  on  PARCA 
were  held  in  subcommittees  of 
both  the  House  Commerce 
Committee  and  the  House 
Committee  on  Education  and 
the  Workforce.  The  bill  must 
clear  both  committees,  and  Mr 
Stone  describes  Rep  Harris 
Fawell  (R-Ill),  who  chairs  the 
education  and  workforce  sub- 
committee, as  one  of  the  most 
ardent  opponents  of  any  ERISA 
reform. 

At  the  direction  of  the  Re- 
publican majority  leaders. 
Congressman  Eawell  and  Rep 
Michael  Bilirakis  (R-Fla),  who  chairs 
the  other  subcommittee,  could  simply 
hold  the  bills  in  committee  until  it  is 
too  late  to  get  them  to  the  floor. 

Another  leadership  tactic  could  be 
to  stall  the  issue  with  special  studies. 
Both  House  and  Senate  majority  lead- 
ers have  appointed  special  work 
groups  to  look  at  managed  care  re- 
form. Some  political  observers  have 
expressed  concern  that  these  panels 
will  simply  stall  progress  on  a bill  or 
draft  watered-down  measures  that  ac- 
complish little  real  reform.  Or,  as  Mr 
Ross  suggests,  they  could  load  up  the 
bill  with  “poison  pills”  such  as  damage 
caps  or  other  tort  measures  that  would 
make  it  less  palatable  to  some  Demo- 
crats, thereby  eroding  support  or  pro- 
voking a presidential  veto  threat. 


Mr  Stone  says  Congressman  Nor-| 
wood  has  been  assured  that  will  not  be’ 
the  objective  of  the  House  work  group.j 
With  that  assurance.  Congressman! 
Norwood  accepted  a seat  on  the  work! 
group  and  is  optimistic  a real  effort  will! 
be  made  to  produce  a substantive  bill,  j 

“If  the  intent  is  to  stall  the  bill,  then] 
he’s  going  to  give  a thumbs-down  pub-’ 
licly  on  the  entire  work  group  and] 
move  to  pass  his  measure  through  par-| 
liamentary  means,”  Mr  Stone  said. 

If  it  comes  to  that.  Representative! 
Norwood  will  have  two  options  for  get-: 
ting  his  bill  to  the  floor.  The  first  is  a dis- 
charge petition  to  have  the  bill  removed 
from  committee  and  sent  directly  to  the 
floor  for  debate.  Congressman  Norwood 


would  be  reluctant  to  do  that,  Mr 
Stone  says. 

A more  likely  scenario  would  be  a 
floor  fight  to  get  PARCA  or  the  single- 
shot ERISA  legislation  brought  up  as 
an  amendment  during  floor  debate. 

“If  the  leadership  does  attempt  to 
come  up  with  some  watered-down, 
do-nothing  managed  care  bill,  there 
will  be  a massive  fight  over  the  rule  on 
the  floor  of  the  House  as  to  whether 
the  PARCA  bill  can  be  brought  up  as 
a substitute,”  Mr  Stone  said.  “And 
there  are  enough  votes  there  to  win.” 

The  time  crunch 

The  final  hurdle  may  still  be  the  time 
constraints  that  this  Congress  will 
have  to  operate  under.  Because  Con- 
gress will  adjourn  in  October  to  allow 


“The  polls  are  off  the 
charts  in  terms  of 
public  support  for 
shared  accountability 
by  managed  care 
plans.  But  there  is 
strong  political 
opposition  to  more 
federal  mandates.” 
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members  to  concentrate  on  their  re- 
election  campaigns,  there  will  he 
fewer  than  80  legislative  days  in  which 
to  complete  this  debate.  Fhat  greatly 
aids  opponents  of  the  KRIS  A Hx. 

“ The  had  news  is  it’s  a short  legisla- 
tive session,”  Mr  Hudson  said.  “The 
good  news  is  it’s  a short  legislative  ses- 
sion in  an  election  year.  So  there  is  a lot 
of  political  pressure  on  Congress  mem- 
bers to  do  something  on  this  before 
they  start  campaigning  next  October.” 

Already,  the  Democrats  have  made 
managed  care  reform  a major  element 
of  their  national  campaign  efforts.  It 
will  be  a key  theme  in  many  congres- 
sional campaigns  this  fall. 

Mr  Stone  says  Republicans  must 
act  to  counter  Democratic  efforts  or 
open  themselves  up  to  attack  ads 
branding  them  for  siding  with  insur- 
ance companies  against  patients. 

“The  Republican  leadership  knows 
that,”  Mr  Stone  said.  “That’s  going  to 
be  a key  issue  in  this  campaign.”  That, 
he  adds,  means  the  leadership  has  to 
let  some  meaningful  managed  care  re- 
form get  to  the  floor. 

Narrowing  the  focus 

Meanwhile,  ERISA-fix  proponents  are 
working  to  narrow  the  focus  of  the  de- 
bate to  that  issue.  While  both  the 
physician  and  consumer  groups  sup- 
port many  of  the  other  reforms  con- 
tained in  PARCA  and  other  proposals, 
they  believe  the  best  shot  at  passing 
something  this  year  may  be  the  single- 
shot ERISA  fix.  That  approach  avoids 
the  ideological  battle  over  increased 
federal  mandates  on  business. 

Bohn  Allen,  MD,  of  Arlington, 
says  the  single-shot  ERISA  reform  ap- 
pears to  appeal  to  some  Texas  Repub- 
licans despite  continued  GOP 
leadership  opposition.  Dr  Allen,  chair 
of  TMA’s  Council  on  Socioeconom- 
ics, was  a participant  in  the  January 
meetings  with  Texas  delegation  mem- 
bers and  has  continued  to  discuss  the 
issue  with  Dallas-area  congressmen. 

“From  a philosophical  standpoint, 
they  can’t  really  argue  with  it,”  Dr 
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Legislative  Affairs 

Allen  said.  The  ERISA  bill  adds  no 
federal  mandates  on  business.  In  fact, 
he  says,  its  whole  thrust  is  to  avoid 
federal  intervention  at  all  by  turning 
back  regulations  to  the  states  and  let- 
ting them  determine  managed  care  ac- 
countability. 

“That’s  the  elegant  simplicity  of 
the  ERISA  clarification,”  Mr  Ross 
added.  “It  allows  for  a marketplace  fix 
but  does  something  that  both  liberals 
and  conservatives  agree  on,  that  is, 
that  one  should  be  liable  for  his  or  her 
actions.” 

“Is  there  any  other  business  entity! 
exempt  from  lawsuits  from  business! 
decisions  they  make  that  result  in’ 
harm  to  people?”  Dr  Allen  asked. 
“Most  Texas  congressmen  say  no  there 
isn’t  and  there  shouldn’t  be.” 

US  Sen  Phil  Gramm  (R-Tex),  who 
is  no  stranger  to  market  approaches, 
shares  TMA’s  support  of  the  ERISA  is- 
sue. “In  our  meetings  with  the  sena- 
tor, he  made  it  very  clear  he  has  no 
problem  with  managed  care  accounta- 
bility,” Dr  Allen  said.  “He  noted  that 
perhaps  with  state-derived  accounta- 
bility the  HMO  market  will  adjust  ac- 
cordingly, correcting  managed  care 
problems  and  abuses.” 

Mr  Stone  believes  that  when  all  is 
said  and  done,  ERISA  will  be  the  “line 
in  the  sand”  upon  which  the  debate 
will  be  centered. 

“Congressman  Norwood  is  adamant 
that  if  something  is  passed,  it’s  got  to  in- 
clude the  ERISA  liability  issue,”  he  said. 
“That’s  the  key.”  ★ 
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eldom  were  the  words,  “Pleasure  doing  busi- 
ness with  you,”  heard  anymore.  To  prosper, 
physicians  had  little  choice  but  to  deal  with 
the  biggest  insurer  in  the  county,  but  doing 
so  had  ceased  to  be  a pleasure.  The  company 
had  abruptly  canceled  its  contracts  with  the 
doctors  and  mailed  them  new  ones,  impos- 
ing a 2-week  deadline  to  sign  — or  else  — 
and  the  terms  were  not  negotiable.  Stunned,  hundreds  of 
doctors  signed  the  parsimonious  thing,  hoping  for  the  best. 

But  soon,  the  contracts’  sinister  provisions  took  hold. 
Many  physicians  found  that  writing  ordinary  prescriptions 
became  synonymous  with  signing  bank  notes.  Every  few 
months,  they  would  receive  bills  for  spending  more  money 
on  prescriptions  than  the  company  said  they  should.  Oth- 
ers also  found  themselves  consistently  at  the  bottom  of  the 
company’s  five-tiered  payment  system,  designed  to  reward 
doctors  for  treating  patients  cost-effectively.  The  less  they 
spent  on  patients,  the  more  money  they  were  paid.  The 
more  they  spent  on  patients,  the  less  they  were  paid. 

Doctors  who  had  plenty  of  healthy  patients  fared  all 
right,  but  those  who  had  many  sick  patients  didn’t,  and  no 
one  believed  there  was  anything  he  or  she  could  do. 

Then  one  day,  one  intrepid  physician  said  he’d  had 
enough.  “I’m  calling  you  out,”  he  told  the  company,  then  he 
headed  for  the  courthouse.  He  sued,  confident  the 
law  was  on  his  side,  but  his  peers  thought  him 
a tad  foolhardy  going  up  against  the  county’s 
most  powerful  enterprise. 

To  everyone’s  amazement,  the  company  gave 
in  rather  than  going  to  trial.  It  settled  with  the  doctor,  paid 
his  attorney’s  fees,  and  gave  him  a better  contract.  But  before 
his  lawsuit  officially  closed,  a group  of  clinic  doctors  joined 
it,  and  this  time,  it  looked  like  there  would  be  a fight  in 
court.  Other  physicians  thought  the  clinic  doctors  might 
just  as  well  have  set  their  money  on  fire,  but  they  cheered 
them  on  anyway,  especially  those  who  stood  to  benefit  if  the 
clinic  won.  But  the  court  battle  never  happened  and  no  jury 
ever  heard  the  case.  The  company  settled  with  the  doctors, 
and  both  parties  agreed  not  to  discuss  the  deal. 

HIGH  NOON  IN  FORT  WORTH 

hat  closely  watched  civil  suit  against  Harris 
Methodist  Health  Plans,  Inc,  ended  in  February  in 
a secret  settlement  just  a week  before  going  to  trial. 
The  Fort  Worth  Clinic,  an  18-member  group  practice  pri- 
marily made  up  of  internists,  accused  the  largest  health 
plan  in  North  Texas  of  violating  a new  law  prohibiting  fi- 
nancial arrangements  that  lead  to  the  limiting  of  medically 
necessary  care.  Harris  disputed  the  clinic’s  claim  and  chal- 
lenged the  constitutionality  of  the  law  itself 

The  Fort  Worth  Clinic’s  case  was  the  first  one  filed  under 
the  September  1997  law,  and  many  observers  had  hoped  it 


would  set  a precedent.  The  Texas  Medical  Association,  which 
was  instrumental  in  securing  the  hard-won  passage  of  the 
law  during  the  last  session  of  the  Texas  Legislature,  filed  two 
amicus  curiae,  or  “friend  of  the  court,”  briefs  in  the  cases  I 
against  Harris.  One  brief  asked  the  court  to  deny  Harris’  mo- 
tion to  gag  the  plaintiffs,  which  the  court  did. 

“Harris  tried  to  quiet  debate  about  its  financial  arrange- 
ments,” said  Donald  P.  Wilcox,  JD,  TMA’s  general  counsel. 
“In  settling  the  case,  Harris  avoided  a court  interpretation 
of  whether  or  not  its  financial  arrangements  were  lawful. 
This  tells  me  the  law  was  effective.”  i 

The  day  after  the  settlement  was  announced,  local 
newspapers  reported  that  Harris’  health  maintenance  or- 
ganization (HMO)  had  upped  the  pharmacy  budget  for  all 
its  physicians  as  of  January  1 . Pharmacy  budget  restrictions 
had  been  the  chief  complaint  of  Fort  Worth  Clinic  physi- 
cians. Under  their  previous  Harris  HMO  contracts,  physi- 
cians could  be  personally  responsible  for  30%  of  any 
amount  over  the  pharmacy  budget  or  they  could  receive 
49%  of  any  under-budget  amounts.  Harris  HMO  has  said 
it  will  increase  the  budget  from  9.6%  of  the  average  en- 
rollee’s  premium  to  1 1 .2%,  which  amounts  to  an  approxi- 
mate increase  of  $3.4  million  per  year  for  pharmacy  costs. 
It  has  been  reported  that  physicians  will  now  be  responsi- 
ble only  for  1 5%  of  pharmacy  budget  overruns. 

“It’s  not  part  of  the  settlement,  but  it’s  a change  related  to 
the  pharmacy  issue,”  Harris  Methodist  spokesperson  Brian 
Levinson  told  the  Fort  Worth  Star-Telegram.  The  majority  of 
Harris  primary  care  physicians  routinely  exceed  their  phar- 
macy budgets,  court  documents  showed,  but  many  offset 
that  shortfall  by  economizing  elsewhere.  Lee  S.  Anderson, 
MD,  president  of  Tarrant  County  Medical  Society,  was  not 
a party  in  the  suit,  but  his  mixed  feelings  about  the  settle- 
ment reflect  those  of  many  area  physicians.  “On  the  one 
hand,  many  of  us  could  have  joined  this  suit  and  helped  Fort 
Worth  Clinic.  Maybe,  the  public  could  have  finally  learned 
the  truth  about  how  budgets  affect  their  care.  As  it  is,  only 
the  parties  involved  benefit.” 

Dr  Anderson  says  the  Fort  Worth  Clinic  physicians  are 
not  at  fault.  “They  tried  to  pursue  their  case  over  what  they 
felt  were  injustices.  But  frankly,  they  couldn’t  go  it  alone.” 

BREAKING  THE  BANK 

n many  managed  care  contracts,  physicians  who  take 
care  of  an  insurance  plan’s  healthy  patients  get  bonuses 
and  physicians  who  care  for  the  sicker  patients  get  pe- 
nalized. “Somehow  there’s  something  wrong  with  that,” 
said  Kendra  Belfi,  MD,  an  internal  medicine  specialist  with 
the  Fort  Worth  Clinic  for  20  years.  “You  need  to  have 
physicians  to  take  care  of  the  sickest  patients.” 

The  harmful  effect  of  such  contracts  is  not  that  doctors 
make  less  money  but  that  they  may  slowly  lose  a natural  ea- 
gerness to  do  what  they’re  trained  to  do  — take  on  the  chal- 
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t lenges  of  the  chronically  ill.  George  Parker  Young,  JI),  who 
represented  Fort  Worth  Clinic,  uses  blunt  words  to  describe 
I It.  “Patient  dumping,”  he  said.  “I’hat’s  what  starts  happening 
I under  the.se  contracts,  and  that’s  the  harm.  We’ve  .seen  in- 
I .Stances  where  physicians  evidently  felt  like  they  couldn’t  afford 
another  sick  patient  and  would  say,  ‘Your  diabetes  or  your  hy- 
j pertension  is  more  complex  than  I’m  used  to  managing,’  and 
j .send  that  patient  to  an  identically  credentialed  physician.” 

I Internists  seem  especially  susceptible  to  being  on  the  re- 
i ceiving  end  of  this  practice,  and  Dr  Belfi  experienced  it  first- 
hand. “Yes,  my  group  has  been  referred  patients  whose 
1 illnesses  were  not  that  medically  complex  but  were  quite  ex- 
pensive.” Because  the  Fort  Worth  Clinic  is  made  up  mostly 
of  internists,  it  had  fewer  healthy  patients  to  balance  the 
' costs  of  the  sick  ones,  and  it  sank  further  financially. 

“1  have  a liver  transplant  patient  whose  medicines  are  quite 
expensive,”  Dr  Belfi  said.  “What  am  I supposed  to 
do,  not  prescribe  her  cyclosporin?  And  what  if 
a patient  with  severe  allergies  doesn’t  respond 
well  to  the  allergy  drug  on  the  plan’s  formulary 
but  responds  very  well  to  a more  expensive  one? 

“It  all  boils  down  to  defining  what  is  medically  necessary,” 
Dr  Belfi  said.  “So  much  emphasis  is  put  on  not  doing  anything 
unnecessary  that  things  that  could  make  a difference  for  pa- 
tients may  not  get  done.  You’ve  got  what’s  medically  necessary 
and  you’ve  got  what’s  clearly  optional,  then  you  have  all  this 
gray  in  the  middle.  And  I think  it’s  a little  bit  harder  in  inter- 
nal medicine  to  be  objective  about  the  gray  in  the  middle.” 

SATISFACTION  GUARANTEED? 

he  court  case  could  have  played  out  in  the  media 
as  an  unsavory  squabble  between  wealthy  parties 
over  money,  but  patients’  problems  in  the  matter 
made  television  news  in  the  Dallas/Fort  Worth  area,  per- 
haps some  of  it  as  a result  of  letter-writing  campaigns  by 
unsatisfied  Harris  enrollees. 

Fort  Worth  Clinic  patient  Aletha  Stuart,  56,  and  her 
husband  had  been  pleased  with  Harris  HMO  until  last  year 
when  Ms  Stuart’s  physicians  began  dropping  out  of  the 
plan  one  by  one.  Even  that  wasn’t  so  bad,  she  says,  until  she 
began  to  experience  health  problems.  Her  plan  would  not 
approve  an  MRI  for  her  severe  arm  and  shoulder  pain  un- 
til she  tried  physical  therapy  first.  She  described  one  of  her 
first  phone  battles  with  Harris.  “I  just  couldn’t  believe  it.  At 
one  point  I told  them,  ‘Look,  my  doctor,  who  is  right  here 
looking  at  my  x-ray  is  telling  you  I need  something  and 
you’re  denying  it.  You  can’t  see  me  over  the  phone;  you  can’t 
even  see  the  tests  over  the  phone.” 

After  6 weeks  of  physical  therapy,  an  MRI  was  approved 
and  it  revealed  two  ruptured  discs  in  her  neck.  “After  3 
months  of  solid  pain,  they  let  me  have  a bone  fusion,”  Ms 
Stuart  said.  Stomach  problems  followed,  and  while  she  was 
hospitalized  for  diverticulitis,  her  fourth  physician  that  year 


opted  our  of  Harris  1 IMO.  “Here  I am  in  the  hospital,  ai  ■ 

I’m  having  to  call  around  to  find  a new  doctor.  1 called  six.  1 
I hree  had  dropped  their  contracts  with  Harris  HM(?)  and 
three  weren’t  taking  any  new  patients  because  they  were  al- 
ready overloaded.  It  was  nearly  impossible  to  find  a doctor 
bccau.se  they  had  all  quit  the  plan.” 

After  a demanding  phone  call  from  Ms  Stuart,  Harris  al- 
lowed her  to  keep  her  physician  temporarily.  But  she  was  up- 
set and  wondered  why  all  her  doctors  had  opted  out  of  Harris 
HMO,  so  she  began  investigating.  “I  couldn’t  believe  what  I 
found  out,”  Ms  Stuart  said.  “If  your  primary  care  physician 
wrote  too  many  prescriptions,  whether  the  patient  needed 
them  or  not,  he  owed  the  insurance  company  at  the  end  of  the 
year.  And  it  was  my  understanding  that  if  he  referred  to  too 
many  specialists,  he’d  lose  money.  So  I called  Harris  HMO 
and  said,  ‘This  is  not  fair.  Either  you’re  in  the  insurance  busi- 
ness or  you’re  not.  You’re  the  ones  who  get  our  premiums,  and 
if  I need  the  care,  I should  have  it  — without  you  penalizing 
my  doctors.’  I can  certainly  see  why  doctors  would  pull  out.” 

ROUND  UP  THE  POSSE 

hy  do  physicians  sign  bad  contracts  that  can  put 
them  in  a compromising  position?  For  the  Fort 
Worth  Clinic  and  for  many  other  physicians  in 
the  state,  not  signing  means  losing  patients,  sometimes  patients 
they’ve  had  for  many  years.  “You  have  to  think  long  and  hard 
about  disrupting  relationships  with  patients  you’ve  taken  care 
of  for  a long  time,”  Dr  Belfi  said.  About  20%  of  Fort  Worth 
Clinic’s  patients  would  have  had  to  change  insurers  or  change 
physicians  if  the  clinic’s  doctors  hadn’t  signed  the  contract.  “It 
feels  terrible  to  have  to  make  such  a choice,”  Dr  Belfi  said. 

As  managed  care  has  grown,  many  companies  have  found 
maintaining  profit  margins  increasingly  more  difficult.  In 
Texas,  managed  care  has  benefited  from  market  forces  it  did 
not  create  — including  low  real  estate  prices,  low  inflation, 
and  an  oversupply  of  hospital  beds  — and  because  of  them,  it 
has  grown  quickly  in  recent  years,  Mr  Young  says.  “But  mar- 
ket forces  are  changing  now  and  managed  care  has  squeezed 
just  about  all  it  can  out  of  the  system.  It’s  not  go- 
ing to  be  an  easy  fight  anymore  for  them  to 
squeeze  hospitals,  nurses,  and  physicians.” 

Medicine  should  get  the  word  out  to  patients 
about  how  the  system  works,  Mr  Young  says.  “It  might  be  an 
uncomfortable  conversation.  I wouldn’t  want  to  have  to  tell  my 
clients  that  I get  paid  more  the  less  I do  for  them.  But  would- 
n’t that  be  important  information  for  my  clients  to  have?” 

Mr  Young  says  the  issue  is  one  of  communication.  “Physi- 
cians need  to  let  their  patients  know  what’s  going  on  and  that 
there’s  a way  to  fix  it.  There’s  nothing  more  powerful  than  a 
‘Dear  patient’  letter  — one  page,  carefully  thought  out  and 
worded,  telling  patients  the  truth  about  the  system  and  telling 
them  what’s  going  on  in  Congress.  No  amount  of  filibuster 
could  stop  that  train  if  it  could  get  out  of  the  station.” 
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ROUNDING  UP  THE 
METROPLEX  HEALTH  CARE  HERD 

By  LAURiE  STONEHAM,  ASSOCIATE  EDITOR 


The  largest  nonprofit  player  in  North  Texas  is  a 
conglomerate  with  $2  billion  in  assets  now 
known  as  Texas  Health  Resources  (THR).  Its 
tentacles  reach  deeply  into  the  community  with  direct 
ownership  of  14  hospitals,  2 insurance  companies,  and  a 
huge  physician  network.  Alliances  and  associations  with 
other  organizations  extend  its  influence  even  further. 

But  all  that  may  --  and  probably  will  — be  changing 
soon.  Texas  Health  Resources  had  been  in  talks  with 
Baylor  Health  Care  System,  Blue  Cross  Blue  Shield 
(BCBS)  of  Texas,  and  Kaiser  Permanente’s  North  Texas 
health  maintenance  organization  (HMO).  In  mid-March, 
BCBS,  the  state’s  largest  insurer  with  1.7  million  covered 
lives,  announced  plans  to  acquire  Harris  Methodist 
Health  Plan.  If  that  deal  goes  through,  the  resulting  or- 
ganization will  control  the  health  care  coverage  of  more 
than  2 million  Texans. 

While  those  details  are  still  being  sorted  out,  here  is  a 
snapshot  of  the  current  holdings  and  affiliations  of  THR, 
and  a look  at  other  major  players  in  the  Dallas-Fort 
Worth  health  care  market,  as  of  March  1,  1998. 

TEXAS  HEALTH  RESOURCES 

Harris  Methodist  Health  System  of  Fort  Worth  and 
Presbyterian  Healthcare  Resources  of  Dallas  merged  in 
the  summer  of  1997  to  form  Texas  Health  Resources.  It 
has  approximately  15,000  employees.  Major  elements  of 
THR  include: 

MEDICAL  CARE  DELIVERY  SYSTEMS 
• 14  hospitals  with  more  than  3,500  beds 
• A one-third  interest  in  the  operations  of  Children’s 
Medical  Center  of  Dallas 

• Joint  control  of  operations  and  financial  liability 
with  the  Baylor  Health  Care  System 
• Alliance  with  M.D.  Ajiderson/Tarrant  County  Can- 
cer Network 

• 4 senior  medical  centers 
• 1 5 PrimaCare  Medical  Centers 
• Presbyterian  Village  North  retirement  community 
• 5 fitness  centers 
• Home  health  services 


INSURANCE  COMPANIES 

Harris  Methodist  Health  Plan,  Inc,  is  a holding  company 
for  two  insurance  companies.  The  companies  and  their 
major  elements  include: 

Harris  Methodist  Health  Plan 

• Largest  commercial  HMO  in  North  Texas 

• Coverage  area  of  40+  counties  in  Northeast  Texas 

• Coverage  for  2,000+  employers 

• Senior  Health  Plan,  Medicare  HMO,  a joint  venture 
with  Baylor  Health  Care  System  and  Methodist  Hos- 
pitals of  Dallas 

• STAR  Plan,  Medicaid  HMO 

• Point  of  service  (POS) 

Harris  Methodist  Health  Insurance  Company 

• Group  preferred  provider  organization  (PPO) 

• Individual  PPO 

The  company  also  holds  an  interest  in  North  Texas 
Healthcare  Network,  a 235,000-member  PPO  that  it 
jointly  owns  with  Baylor  Health  Care  System  and 
Methodist  Hospitals  of  Dallas. 

ENROLLMENT  IN  HARRIS  METHODIST  PLANS 


Product  Enrollment* 

Commercial  HMO  239,252 

Senior  Health  Plan  (Medicare  HMO)  25,649 

STAR  Plan  (Medicaid  HMO)  1 5,416 

POS  5,424 

Group  PPO  15,721 

Individual  PPO  7,882 

Third-party  administration  27,212 

Total  Harris  Methodist  Enrollment  336,556 


*As  of  12/31/97;  source:  Harris  Methodist  Health  Plan 

HARRIS  METHODIST  HEALTH  PLAN  NETWORK 

• 50+  hospitals,  including  Baylor  facilities 

• Nearly  7,000  physicians 

• 500+  pharmacies 
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MANAGEMENT  ORGANIZATION 
Texas  Health  Management  Services,  Inc,  is  the  manage- 
ment services  organization  for  the  insurance  companies 
and  provides  third-party  administrative  functions  for 
managed  care  companies  both  in  Texas  and  southern 
Mississippi. 

PHYSICIAN  ORGANIZATIONS 
Harris  Methodist  Select  is  a 5.01(a)  (nonprofit  incorpo- 
rated physician  organization)  with  the  Harris  Methodist 
Health  System  as  its  corporate  member.  According  to 
Ramiro  Cavazos,  MD,  a Fort  Worth  pediatrician  and 
chair  of  Harris  Methodist  Select,  this  independent  prac- 
tice association  (IPA)  has  nearly  7,000  members  and 
contracts  with  Harris  Methodist  Health  Plan  (HMO), 
various  PPOs,  and  Aetna/US  Healthcare  to  provide 
health  care  for  some  800,000  covered  lives. 

Dr  Cavazos  says  two  new  organizations  are  being 
formed  that  will  absorb  Harris  Methodist  Select. 
WellSpan  Physician  Alliance  and  Texas  Health  Resources 
will  have  50-50  joint  ownership  and  governance  over 
WellSpan  Health  Care  Network,  a provider  HMO  that 
will  manage  all  existing  Select  contracts. 


LARGEST  FOR-PROFIT  PLAYER 

Columbia/ HCA  Healthcare  Corporation 

• 18  hospitals  (12  in  Dallas- Fort  Worth)  with  3,900  beds 

• 10  outpatient  surgery  centers 

• 10  senior  centers 

• 4 rural  health  clinics 

• 31  home  health  services 


PENDING 

Texas  Health  Resources  is  currently  in  talks  with  Blue  j 

Cross  Blue  Shield  of  Texas,  the  Baylor  Health  Care  Sys-  i ; 

tern,  and  Kaiser  Permanente  of  Texas.  | 

Blue  Cross  Blue  Shield  of  Texas 

• Announced  merger  plans,  March  11,  1998 

States  largest  insurer  with: 

• 1.7  million  covered  lives 

• 2.6  million  Medicare  contract  beneficiaries 

• Fee-for-service,  HMO,  PPO,  long-term  care  plans, 
medical  savings  accounts 

Baylor  Health  Care  System 

• Owns  45%  of  90,000-member  Aetna/US  Healthcare 
of  North  Texas 

• 13  hospitals 

• 38  primary  care  sites,  including  12  senior  health  centers 

• 7 rehabilitation  units 

• HealthTexas  Provider  Network,  a 5.01(a)  with  212 
employed  primary  care  physicians  and  750  contracted 
specialists 

• SW  Preferred  Health  Network,  Inc,  PPO  plan 

Kaiser  Permanente  of  Texas 

• North  Texas  HMO,  Kaiser  Foundation  Health  Plan 
has  129,000  members  in  its  HMO  and  POS  plans 

• Merged  organization  (Harris  and  Kaiser)  would  create 
area’s  largest  HMO  with  a total  enrollment  of 
466,000  members 


LARGEST  DALLAS-FORT  WORTH  HMOs 


Plan 

Enrollment* 

Harris  Methodist  Health  Plan 

239,252t 

NylCare  Southwest 

178,620 

Kaiser  Foundation  Health  Plan 

125,985 

Prudential  Healthcare 

109,814 

Aetna/US  Healthcare  of  North  Texas 

90,275 

United  Healthcare  of  Texas 

83,412 

PacifiCare  of  Texas,  Inc 

47,520 

PCA  Health  Plans  of  Texas 

39,330 

HMO  Blue,  Northeast  Texas 

33,829 

CIGNA  Healthcare  of  Texas 

31,890 

* Self-reported  figures  as  of  third  quarter,  1997,  for  HMO  plans  only; 
source:  Texas  HMO  Association 

t As  of  12/31/97;  source:  Harris  Methodist  Health  Plan,  Inc 
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PATIENTS  NEED  PROTECTION 
UNDER  MANAGED  CARE 


COMMENTARY  By  ROB 

With  control  comes  responsibility. 

Simply  put,  it  means  the  decision- 
makers must  be  in  some  way  ac- 
countable for  their  decisions.  It  is 
something  that,  until  recently, 
health  maintenance  organizations  (HMOs)  and  other 
managed  care  companies  did  not  appear  to  understand. 

In  December,  the  settlement  of  a lawsuit  by  the  fam- 
ily of  a former  patient  against  Kaiser  Permanente’s  North 
Texas  HMO  garnered  national  attention.  The  plaintiffs 
took  advantage  of  a previous  Texas  law  that  applied  to 
Kaiser’s  unique  corporate  structure  with  its  participating 
physicians.  However,  until  recently,  the  arrangement  that 
most  patients  have  with  their  managed  care  companies 
would  not  have  afforded  them  the  same  measure  of  pro- 
tection. This  changed  when  Senate  Bill  386  was  passed 
by  the  1997  Texas  Legislature,  allowing  patients  to  sue 
their  managed  care  carriers  for  medical  malpractice. 

As  expected,  passage  of  this  legislation  was  bitterly  op- 
posed by  representatives  of  the  managed  care  industry,  who 
claimed  it  would  add  significantly  to  the  costs  of  health 
care  coverage  for  their  patients.  Despite  these  objections, 
legislators  realized  the  system,  as  it  was,  did  not  adequately 
protect  patients  against  potential  wrongdoing  by  those  who 
are  responsible  for  paying  for  their  health  care  services. 

CONTROL  MEANS  ACCOUNTABILITY 
From  the  inception  of  managed  care,  health  care  service 
providers  have  been  pressured  to  include  “hold  harmless” 
clauses  in  their  contracts.  This  is  a concept  used  widely 
by  the  managed  care  industry  to  absolve  itself  of  any  lia- 
bility that  might  arise  from  negligent  care  of  patients 
covered  by  the  health  plans.  Initially,  this  was  a reason- 
able approach  since  the  insurers  reimbursed  only  for 
services  rendered  and  did  not  place  any  conditions  on 
how  and  when  those  services  were  performed.  But,  for  all 
practical  purposes,  those  days  are  gone. 

Today,  virtually  all  HMOs  and  managed  care  companies 
determine  at  what  level  health  care  services  are  reimbursed. 
Additionally,  most  of  them  dictate  lengths  of  hospital  stay, 
which  tests  will  be  covered  and,  and  most  recently,  some 
even  stipulate  the  type  and  amount  of  medications  they 
deem  appropriate.  In  every  sense,  by  their  own  doing,  man- 
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aged  care  companies  have  moved  from  passive  to  active  par- 
ticipants in  the  care  of  the  lives  they  cover. 

Thus,  it  is  not  unreasonable  to  ask  the  payers  of  these 
services  to  take  on  some  level  of  responsibility  for  their 
actions.  For  only  through  accountability  can  covered  in- 
dividuals be  afforded  a proper  level  of  protection. 

This  is  not  to  say  that  physicians  and  health  care  institu- 
tions should  not  be  held  responsible  for  their  own  negligent 
acts,  only  that  they  should  not  be  alone  if  they  are  acting 
within  the  confines  of  a health  care  delivery  system  in  which 
many  of  the  parameters  are  being  set  by  the  payers. 

Potential  cost-savings  was  the  reason  employers 
sought  the  development  of  managed  health  care.  Ini- 
tially, savings  came  from  reduced  reimbursement  to  hos- 
pitals and  the  providers.  Next,  copying  the  Medicare 
approach,  HMOs  and  managed  care  organizations 
reevaluated  hospital  lengths  of  stay,  only  covering  hospi- 
tal stays  that  were  justified  by  criteria  developed  by  their 
own  representatives.  They  also  formed  drug  formularies 
that  covered  generic  drug  substitution  and  developed  cri- 
teria for  the  appropriate  number  of  provider  visits,  all 
based  on  their  own  data. 

The  latest  round  of  controls  has  been  extended  not 
just  to  generic  substitution  but  to  medication  substitu- 
tion, to  penalties  for  providers  who  prescribe  more  than 
the  managed  care  company  deems  appropriate,  and  to 
further  cuts  in  hospital  services. 

Kaiser  Permanente  is  not  the  only  managed  care  organ- 
ization involved  in  controversy.  It  has  just  been  in  the  news 
most  recendy.  A Fort  Worth  physician  group  was  involved 
in  a lawsuit  with  Harris’  HMO  over  the  prohibition  of  fi- 
nancial incentives.  Additionally,  Aetna  has  challenged  the 
legality  of  the  recent  Texas  statute  that  came  out  of  the  pas- 
sage of  Senate  Bill  386.  (See  “The  Texas  Bill,”  pp  32-36.) 

However,  it  is  this  latest  round  of  proposed  changes 
by  the  managed  care  organizations  that  is  the  most  trou- 
bling. There  can  be  no  doubt  that  medication  substitu- 
tion and  decisions  as  to  how  and  where  medical  services 
will  be  rendered  constitute  the  practice  of  medicine. 
Without  some  assumption  of  responsibility  on  the  part 
of  the  managed  care  companies  for  their  decisions,  the 
patients  covered  by  these  plans  are  left  unprotected. 

If  measures  to  ensure  that  managed  care  companies 
put  quality  ahead  of  the  bottom  line  create  undue  finan- 
cial burden,  as  predicted  by  the  companies  themselves, 
then  managed  care  may  turn  out  to  be  the  wrong  form  of 
health  care  delivery. 
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Fighting  evil 

Neiv  telemedicine  network  helps  diagnose  child  abuse 

Bv  R.U.  Stkinbkiu; 


Sexual  abuse  of  children  — it’s  one  of  the  ugliest 
things  physicians  have  to  deal  with,  and  it  seems 
to  be  happening  more  often.  Child  sexual  abuse 
is  frequently  difficult  to  diagnose,  and  medical 
professionals  need  better  training  and  the  ability  to  receive 
peer  review.  The  emerging  technology  of  telemedicine  is 
offering  a solution. 


A network  of  Texas  medical  professionals  has  been  or- 
ganized to  work  with  the  Texas  Department  of  Protective 
and  Regulatory  Services  (TDPRS),  the  state  agency  respon- 
sible lor  protecting  children  from  abuse  and  neglect. 
Known  as  the  Children’s  Justice  Act  Telemedicine  Network, 
the  project  represents  one  ol  the  first  statewide  collabora- 
tions of  its  kind  in  the  country. 

By  using  specialized  telemedicine  software,  participants 
can  send  pictures  electronically  to  each  other  to  get  a “sec- 
ond opinion,”  then  discuss  the  cases  by  telephone  within 
minutes.  Currently,  the  network  involves  sharing  informa- 
tion among  six  hub  centers  in  San  Antonio,  Fort  Worth, 
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Lubbock,  Galveston,  Corpus  Christi, 
and  Dallas.  Organizers  are  hoping  to 
attract  additional  satellite  locations, 
especially  in  rural  areas  where  health 
care  professionals  may  not  have 
achieved  enough  expertise. 

“When  you’re  dealing  with  issues 
like  child  abuse,  very  often  thete  are 
physicians  and  health  care  providers 
who  are  reluctant  or  feel  inadequate  to  become  involved,” 
said  Nancy  Kellogg,  MD,  of  the  Alamo  Children’s  Advo- 
cacy Center  in  San  Antonio.  “In  the  last  10  years,  the  area 
of  child  abuse  has  evolved  quite  a lot  in  terms  of  knowledge 
and  has  become  a very  specialized  field.  Experience  is  a key 
component  — the  more  children  you  see,  the  better  in- 
formed you  are.  Sometimes,  it’s  a tough  call  and  the  find- 
ings are  not  as  obvious  as  one  might  expect  them  to  be.” 

Dr  Kellogg,  who  is  an  associate  professor  of  pediatrics  at 
The  University  of  Texas  Health  Science  Center  at  San  Anto- 
nio and  chair  of  the  Texas  Pediatric  Society  Committee  on 
Child  Abuse  and  Neglect,  has  been  involved  in  the  field  of  sex- 
ual abuse  for  9 years.  She  says  that  when  she  first  started,  she 
couldn’t  turn  to  any  of  her  colleagues  for  advice.  “At  the  time, 
there  were  no  textbooks  on  child  sexual  abuse.  1 was  basically 
self-trained  by  going  to  conferences  and  getting  my  hands  on 
whatever  material  I could  find.”  She  discussed  the  subject  with 
colleagues,  but  because  Texas  is  such  a large  state,  this  was  dif- 
ficult. Phone  conversations  were  inadequate,  and  sending  im- 
ages through  the  mail  was  time-consuming  and  costly. 

The  genesis 

In  1994,  Astrid  Heger,  MD,  an  internationally  recognized 
expert  on  the  medical  diagnosis  of  child  abuse  and  neglect, 
came  to  Fort  Worth  and  Dallas  to  lecture  on  the  use  of 
telemedicine  and  colposcopic  images.  One  of  the  first  physi- 
cians in  the  country  to  use  colposcopy  in  child  sexual  abuse 
examinations.  Dr  Heger  had  already  begun  electronic  peer 
review  of  child  sexual  abuse  cases  with  medical  professionals 
all  over  the  world,  including  Leah  Lamb,  DO,  of  Cook  Chil- 


R.U.  Steinberg  freelance  writer  and  an  employee  of  the  Texas  De- 

partment of  Protective  and  Regulatory  Services  in  Austin,  Tex. 
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dren’s  Medical  Center  in  Fort  Worth. 
Among  those  who  were  also  interested 
in  Dr  Hegers  work  were  Dr  Kellogg 
and  Ana  Maria  Pozo,  JD,  director  of 
the  Children’s  Justice  Act  Project, 
which  is  administered  by  TDPRS. 

“At  the  time,  Leah  Lamb,  who  had 
trained  with  Dr  Heger,  was  the  first  per- 
son in  Texas  to  use  telemedicine,  so  she 
had  to  connect  with  Dr  Heger,”  said  Dr 
Kellogg.  “In  a sense,  she  was  our  guinea 
pig.  But  she  said  the  system  worked  well 
for  her,  and  we  thought  it  would  be  a 
good  thing  to  promote  in  Texas.” 

Dr  Heger,  who  is  an  associate  profes- 
sor of  pediatrics  at  the  University  of 
Southern  California  and  executive  direc- 
tor of  the  university’s  Violence  Interven- 
tion Program,  agrees  that  Texas  is  a 
perfect  place  for  a telemedicine  network. 

“Where  I live,  which  is  Los  Ange- 
les County,  there  are  a lot  of  people 
who  are  an  hour  away  from  adequate 
care,”  said  Dr  Heger.  “Texas  has  many 
rural  areas,  and  because  of  its  geogra- 
phy it  may  be  hard  for  medical  profes- 
sionals to  consult  with  one  another. 
I’m  not  a computer  genius,  but  I knew 
that  support  for  rural  and  other  areas 
was  needed.  Appropriate  diagnosis  is 
critical  and  sometimes  hard  to 
achieve.”  For  example,  she  says,  a re- 
cent case  involved  a child  covered 
with  bruises.  “On  the  surface,  it  ap- 
peared the  child  was  a victim  of  child 
abuse.  As  it  turned  out,  we  admitted 
that  child  for  leukemia.” 

After  Dr  Heger’s  visit.  Dr  Kellogg 
met  with  Ms  Pozo,  Dr  Lamb,  and  oth- 
ers, including  William  J.  Reed,  MD, 
now  of  Driscoll  Children’s  Hospital  in 
Corpus  Christi;  Barbara  Camp  Law, 
PA,  now  of  Texas  Tech  University 
Health  Sciences  Center;  and  James 
Lukefahr,  MD,  now  of  The  University 
of  Texas  Medical  Branch  at  Galveston 
Division  of  Ambulatory  Pediatrics. 

“A  group  of  us  got  together  to 
brainstorm  about  what  was  needed  in 
Texas  as  far  as  medical  assessments  of 
children,”  said  Dr  Kellogg.  “All  of  us 
agreed  that  we  needed  more  people, 
expertise,  and  knowledge.” 


They  started  by  offering  training  to 
physicians  and  nurses  who  could  come 
to  the  centers.  While  the  training  was 
well  received,  he  says,  there  was  some 
frustration  among  participants  when 
they  went  back  to  their  communities. 
“During  a week’s  training,  they  may 
have  discussed  a couple  of  hundred 
cases,  in  sharp  comparison  with  about 
two  cases  a month  they  may  have  seen 
in  their  personal  practices.  They  began 
to  lose  some  of  that  expertise.” 

Dr  Kellogg  says  the  solution  was 
telemedicine.  “In  our  exam,  the  image 
goes  from  a colposcope  to  a computer. 
As  soon  as  I have  captured  an  image,  I 
can  transmit  it  to  someone  else  on  the 
network.  Within  a few  minutes,  we 
can  talk  about  it  on  the  phone.  It’s  not 
a live  image,  but  it’s  close  enough  to 
real  time.” 

The  telemedicine  network,  which 
began  to  go  online  last  year,  makes  use 
of  a software  package  called  Second 
Opinion.  The  computer  program  al- 
lows for  the  capture,  transmission, 
and  storage  of  medical  images,  and 
features  security  measures,  annotation 
tools,  and  a customized  database. 

A key  aspect  of  the  network  in- 
volves ongoing  peer  review.  “Every  2 
weeks,  one  of  the  centers  is  responsi- 
ble for  sending  an  image  to  the  other 
centers,  where  participants  in  turn 
give  their  opinions.  After  that,  every- 
one receives  a summary  of  the  find- 
ings,” said  Dr  Kellogg.  “The  other 
part  of  the  network  is  the  informal  re- 
view process.  That  way,  anyone  who 
has  a question  can  send  an  image  to 
someone  else  on  the  network  who  is 
willing  to  give  an  opinion.” 

Ms  Law,  who  has  seen  demonstra- 
tions of  similar  efforts  in  recent  years, 
says  she  is  pleased  with  the  progress 
that  has  been  made.  “We’ve  been  on- 
line for  about  10  months  now,  and  so 
far,  our  connections  with  others  have 
been  good.” 

One  is  too  many 

Ms  Law  says  child  sexual  abuse  ac- 
counted for  almost  all  of  her  center’s 


300  cases  last  year.  “Sexual  abuse  is  a 
growing  problem  and  cases  involve  a 
lot  of  tough  calls  and  careful  atten- 
tion,” she  said.  “For  me,  a full  exam 
takes  about  2 hours  — not  just  the 
exam  itself,  but  there  is  a lot  of  talking 
ahead  of  time  and  after  the  fact.  I talk 
with  everyone  involved,  including 
parents,  agency  representatives,  and 
police,  then  do  a full  medical  exam 
from  head  to  toe.  We  collect  informa- 
tion forensically  so  that  we  can  ac- 
count for  everything.  The  most 
important  thing  is  that  the  experience 
be  healing.  Children  need  the  affirma- 
tion that  they  are  okay.” 

Dr  Reed,  another  veteran  in  pedi- 
atrics, agrees  that  the  incidence  of  child 
sexual  abuse  has  increased  significantly 
in  recent  years.  “When  I was  serving  in 
the  Navy  in  the  late  1960s,  about  50% 
of  the  cases  I saw  in  my  pediatrics  prac- 
tice were  physical  abuse  cases  and 
maybe  6%  were  sexual  abuse,”  he  said. 
“Now,  about  25%  to  50%  percent  of 
the  cases  we  see  are  sexual  abuse.  Our 
facility  sees  about  1,200  cases  of  sus- 
pected child  abuse  every  year.” 

Dr  Reed  says  the  key  for  medical 
professionals  is  to  increase  knowledge 
all  around.  “What’s  scary  is  that  the 
field  of  telecommunications  is  not  fur- 
ther along  than  it  is.  There  have  been 
many  advances  in  the  area  of  child 
sexual  abuse  [diagnosis]  in  the  last 
decade,  including  information  about 
subtle  details  in  anatomy.” 

Dr  Lukefahr  says  he  now  has  the 
capability  of  quickly  communicating 
with  others  about  cases.  “We’re  excited 
about  the  ability  to  have  better  peer  re- 
view,” he  said.  “I  suspect  the  biggest 
impact  in  the  long  run  will  be  that 
more  medical  professionals  across  the 
state  will  be  available  for  consultation. 
The  bottom  line  is  that  more  children 
will  be  able  to  receive  better  care.”  ★ 


For  more  information  about  the  Childrens  Justice 
Act  Telemedicine  Network,  contact  Ana  Maria 
Pozo,  JD,  at  the  Texas  Department  of  Protective 
and  Regulatory  Services  at  (512)  438-3143  or  by 
e-mail  at  ana.pozo@antares.dhs. state,  tx.  us. 
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THE  SOUTHWESTERN 
SURGICAL  CONGRESS 


Join  the 
Festivities! 

POSTGRADUATE  COURSE 
APRIL  18-19,  1998 

50TH  ANNUAL  MEETING 
APRIL  19-22,  1998 

HYATT  REGENCY  HILL 
COUNTRY  RESORT 

SAN  ANTONIO,  TEXAS 


CELEBRATING  A TRADITION  OF  EXCELLENCE 

You  are  cordially  invited  to  SWSC's  50*^  Annual  Meeting  and  Anniversary 
Celebration,  April  1 9-22,  at  the  Hyatt  Regency  Hill  Country  Resort,  San  Antonio. 

Set  in  a first-class  resort  setting,  SWSC  celebrates  its  golden  year  by  offering  you  gala  festivities 
and  an  outstanding  educational  program  featuring: 

• Samuel  A.  Wells,  Jr.,  MD  - Claude  H.  Organ  Jr.  Honorary/Novort/s  Nutrition  Lectureship 

• Courtney  M.  Townsend,  Jr.,  MD  - Edgar  J.  Path  Memorial/W.t.  Gore  & Associates  Inc.  Lectureship 

• Alden  H.  Harken,  MD  - Thomas  G.  Orr  Memorial  Lectureship 

• Mini-workshops,  scientific  sessions  and  case  reports  on  topics  including  vascular,  laparoscopy, 
endocrine,  cardiothoracic,  oncology,  abdominal  and  gastrointestinal,  and  trauma 

• Hands-on  and  didactic  Postgraduate  Course  — Present  and  Future:  Laparoscopic  Surgery 

• Special  guests  including  Michael  DeBakey,  MD,  and  other  past  SWSC  leaders 

Coming  Homo  to  Texas 

SWSC  has  strong  ties  to  Texas  and  its  rich  and  colorful  history  has  included  many  leaders  from  the 
lone  star  state.  SWSC's  first  Annual  Meeting  was  held  in  Texas  50  years  ago.  Today,  Texas  represents 
a strong  voice  in  SWSC  with  more  than  350  members.  Take  advantage  of  this  close-to-home  educational 
opportunity  and  join  your  colleagues  in  a special  tribute  to  SWSC's  extraordinary  history. 

If  you  are  not  already  an  SWSC  Fellow,  join  today  to  receive  a new  member  discount  on  your  annual 
meeting  registration.  If  you  want  more  membership  or  annual  meeting  information,  call  3 1 2/527-6667,  or 
visit  our  website  at  www.swscongress.org. 


The  Southwestern  Surgical  Congress 
401  North  Michigan  Avenue 
Chicago,  IL  6061  1-4267 
Tel:  312/527-6667  • Fax:  312/321-6869 
www.swscongress.org  • 5wsc@sba.com 
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Swimming  upstream 

Some  physicians  choose  independence  over  group  practice 

By  Cynthia  Myers 


any  Texas  physicians  today  are  confronted 
with  a choice:  Do  they  continue  to  work  for 
:>  T,  " themselves,  or  do  they  go  to  work  for  some- 

iiTli  one  else?  With  the  proliferation  of  medical 

clinics  owned  and  operated  by  health  maintenance  organ- 
izations (HMOs),  hospitals,  and  corporations,  many  doc- 
tors are  choosing  to  leave  behind  self-employment  for  the 
promise  of  guaranteed  salaries  and  freedom  from  the  busi- 
ness hassles  of  owning  their  own  practices. 


But  not  everyone  is  forsaking  the  independent  practice. 
Plenty  of  physicians  are  turning  their  backs  on  offers  from 
large  groups  and  corporate  clinics  and 
setting  up  shop  on  their  own  in  solo 
or  small  group  practices.  New  as  well 
as  more  established  physicians  are 
choosing  private  practice,  despite 
trends  toward  consolidation  and  cor- 
poratization in  medicine. 

“I  talked  to  bigger  groups  in  town, 
and  thete  were  other  people  who  ex- 
pressed interest  in  making  me  part  of 
a larger  thing,  but  1 was  so  frustrated 
being  a part  of  a group  — it  was  just 
such  an  aggravation  all  the  time,”  said 
Todd  Buchanan,  MD,  39,  of  his  deci- 
sion to  leave  a hospital-owned  medical 
clinic  to  set  up  a private  family  prac- 
tice office  in  Dripping  Springs,  out- 
side of  Austin.  “There  was  no  future 
there  for  me  at  all.” 

. dv '.ntages  of  rivate  practice 
John  A.  Maxey,  MD,  41,  an  obstetri- 
cian-gynecologist in  Dallas,  worked 
for  Kaiser  HMO  in  Dallas  for  4 years 
before  leaving  in  1996  to  open  a pri- 


Cynthia  Myers  is  a freelance  writer  in 
Wimberley,  Tex. 


vate  practice  with  two  partners.  “I  like  : 
the  autonomy  [of  private  practice],” 
Dr  Maxey  said.  “I  like  having  control  ] 
of  my  own  day.” 

Dr  Buchanan  agrees  that  the  i 
chance  to  run  his  practice  the  way  he  j 
sees  fit  was  a big  attraction  of  private 
practice.  “For  me,  it  has  been  nice  to  j 
be  my  own  boss,”  he  said.  “I  get  to  j 
make  my  own  decisions.  Having  the  i 
freedom  to  make  the  economic  deci-  , 
sions  for  the  office  is  such  a relief  j 
compared  with  having  to  haggle  with  administrators.”  | 
Not  only  do  these  doctors  have  the  freedom  to  make 
their  own  business  decisions,  they  also 
have  the  flexibility  to  manage  each 
day’s  patient  schedule,  something  Dr 
Maxey  says  he  wasn’t  able  to  do  at  the 
Kaiser  clinic.  “I  saw  a large  volume  of 
patients  every  day.  I enjoy  bonding 
with  my  patients.  This  just  wasn’t  pos- 
sible when  I was  seeing  sometimes  30 
patients  a day.  Especially  with  OB  pa- 
tients, especially  for  first-time  moms, 
there  are  a lot  of  questions.  It’s  just 
difficult  to  complete  all  that  discus- 
sion in  a 15-minute  time  slot.” 

He  says  he  now  knows  in  advance 
who’s  coming  in  and  he  can  gauge 
how  much  time  he  needs  for  each  pa- 
tient. “At  the  other  institution,  I got  a 
daily  running  list.  It  might  say  one  pa- 
tient needed  a Pap  or  was  a routine 
OB,  but  what  actually  came  in  was  a 
train  wreck  — a high-risk  OB  patient 
who  needed  quite  a bit  of  time.  Here, 
when  patients  call  in  for  an  appoint- 
ment, we  can  actually  triage  over  the 
phone  and  decide  how  much  time  to 
allow  in  our  schedule.” 

Though  Dr  Buchanan  didn’t  feel  the 
pressure  to  see  more  patients  in  less  time 


i 


in  his  job  at  the  hospital  clinic,  he  does 
'I  appreciate  the  opportunity  to  lend  a per- 
sonal touch  to  patient  hilling.  The  prac- 
tice he  worked  lor  previously  had  a 
central  hilling  office  in  another  town. 
“From  a business  standpoint,  having  the 
billing  and  collecting  controlled  locally 
is  so  much  more  efficient,”  he  saici.  “It’s 
a small  town,  people  see  us  in  the  gro- 
cer)' store,  and  they  know  il  they  owe  us 
money.  We  really  have  a great  rapport 
with  the  people  as  lar  as  paying  bills. 
That’s  a big  advantage  in  a small  town.” 

Another  benefit  both  physicians  re- 
alized from  opening  their  own  prac- 
tices was  an  increase  in  take-home 
pay.  “I  felt  there  was  a certain  disin- 
centive [at  the  HMO]  in  the  way 
salaries  were  figured,”  Dr  Maxey  said. 
“If  you’d  been  there  longer,  you  were 
paid  more.  The  problem  with  that  was 
some  of  the  younger  physicians  who 
had  more  recent  training  and  who 
were  performing  more  high-risk  pro- 
cedures were  actually  getting  lower 
salaries,  so  there  was  a disincentive  to 
work  more  hours  and  perform  the 
higher-liability  procedures.” 

Dr  Buchanan  said  he  was  the  “low- 
est paid  doctor  I knew”  at  the  hospi- 
tal-owned clinic,  “and  it  didn’t  look 
like  it  was  going  to  get  any  better.”  He 
reports  he’s  realized  “significantly 
more  income”  since  making  the  move 
to  private  practice. 

The  downside  of  private  practice 

Of  course,  all  this  autonomy  does 
come  at  a price.  “To  tell  you  the  truth, 
the  business  aspect  has  been  no  fun,” 
Dr  Maxey  admits.  He  cites  the  con- 
stant haggling  with  insurance  compa- 


nies (“having  to  beg  lor  your  rightlul 
reimbursement”)  and  horrendous 
malpractice  insurance  rates  as  two 
things  he  didn’t  have  to  worry  about 
when  he  worked  lor  the  HMO. 

“One  positive  thing  about  the 
HMO  setting  was  that  the  business 
end  ol  things  was  out  ol  your  hands,” 
he  said.  “You  were  free  to  locus  on  pa- 


tient care  and  the  clinical  aspect.  In  the 
private  sector,  it’s  a dillerent  animal, 
no  question  about  it.  We  have  strug- 
gled to  find  the  right  business  manage- 
ment system  to  handle  the  business 
side  of  things.  We’re  having  to  deal 
with  God  knows  how  many  insurance 
companies.  In  the  HMO,  there’s  only 
one,  and  again,  you  work  lor  it.” 


Solo  practitioners  declining;TMA  offers  practice  help 

Although  the  most  recent  research  available  indicates  that  solo 
practitioners  still  constitute  the  largest  segment  ol  the  Texas 
physician  population,  the  number  of  doctors  opting  lor  the  in- 
dependence of  owning  their  own  practices  continues  to  decline. 

According  to  the  1996  Survey  ol  Texas  Physicians  conducted  lor  Texas 
Medical  Association's  Health  Care  Financing  Department,  40%  ol  physi- 
cians in  the  state  were  in  solo  practice.  That,  however,  is  down  Irom  the 
43%  in  solo  practice  in  1994  and  is  consistent  with  trends  in  this  decade. 
In  1990,  50%  of  I’exas  physicians  were  in  solo  practice,  but  the  number 
had  dropped  to  46%  by  1992. 

At  press  time,  the  1998  survey  was  under  way,  and  results  will  be  pub- 
lished in  future  issues  ol  Texas  Medicine  and  Action. 

Meanwhile,  TMA  continues  to  offer  services  for  physicians  in  solo  or 
other  practice  settings.  The  association's  Practice  Management  Services  De- 
partment offers  seminars  on  getting  started  in  medical  practice,  as  well  as 
workshops  on  evaluation  and  management  coding  and  preventing  fraud  and 
abuse.  These  seminars  and  workshops  will  be  held  later  this  year.  Informa- 
tion on  the  dates,  locations,  and  how  to  register  will  be  published  in  Action. 

TMA's  Texas  Physician  Services  Organization  (TPSO)  also  offers  a wide 
variety  ol  services  lor  physicians.  I’hey  include  starting  a medical  practice 
in  Texas,  developing  networks,  developing  a managed  care  business  plan, 
evaluating  contracts,  identifying  appropriate  consultants,  resolving  pay- 
ment problems,  understanding  capitation,  and  avoiding  the  hazards  ol 
managed  care  liability. 

For  more  information  on  TPSO  services,  call  (800)  523-8776,  send  an 
e-mail  message  to  bridget_h@texmed.org,  or  check  the  TMA  Web  site  at 
www.texmed.org. 
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Medical  Economics 


“Ir’s  been  a mixed  bag,”  Dr 
Buchanan  said  of  his  experience  in 
making  the  move  from  employee  to 
employer.  “On  one  hand,  it’s  more  re- 
sponsibility — I’ve  got  to  be  sure  I 
meet  payroll  and  pay  my  payroll  taxes 
and  that  kind  of  stuff,  and  if  I’m  not 
here,  there’s  nobody  to  cover  for  me. 
Basically,  it  all  rides  on  my  shoulders 
now.  But  the  upsides  outweigh  the 
downsides  for  me.” 

One  reason  some  physicians  may 
hesitate  to  go  into  private  practice  is  the 
amount  of  start-up  costs  involved.  “I 
think  some  people  coming  out  of 
school  think,  ‘Oh,  gosh.  I’m  going  to 
have  to  spend  $200,000  to  get  a prac- 
tice started,”’  Dr  Buchanan 
said.  “But  your  start-up  costs 
don’t  have  to  be  huge.  That  was 
certainly  not  my  experience.  I 
was  able  to  do  it  for  well  under 
$100,000.” 

Other  people  fear  that  small 
practices  aren’t  able  to  compete 
for  business  from  managed 
care  companies.  Neither  doctor 
reports  any  difficulties  winning 
managed  care  contracts.  “The 
groups  in  town  are  really  happy 
to  have  people  in  the  outlying 
areas,”  Dr  Buchanan  says.  “Re- 
ally, all  the  plans  were  really 
very  happy  to  have  us.” 


they  were  employers  instead  of  employ- 
ees, with  the  headaches  that  go  with 
hiring  and  managing  a staff  Though 
some  patients  followed  them  from  the 
HMO  clinic,  they  had  to  wait  for  the 
practice  to  build. 

Dr  Buchanan  made  a somewhat  eas- 
ier transition.  The  practice  he  now  owns 
was  operated  by  the  same  hospital  that 
managed  the  clinic  where  he  practiced 
after  completing  his  residency  at  The 
University  of  Texas  Health  Science  Cen- 
ter at  San  Antonio  in  1992.  He  started 
filling  in  at  that  office  and  gradually  ex- 
panded his  hours  to  full-time  employ- 
ment. When  the  hospital  decided  to 
sell,  he  was  ready  to  make  an  offer. 


“For  me,  it  has  been 
nice  to  be  my  own 
boss.  I get  to  make 
my  own  decisions. 
Having  the  freedom 
to  make  the 
economic  decisions 
for  the  office  is  such  a 
relief  compared  with 
having  to  haggle  with 
administrators.” 


Making  the  transition 

Dr  Maxey  went  to  work  for  Kaiser  in 
1992,  immediately  after  completing 
his  residency  at  Baylor  College  of 
Medicine  in  Houston.  As  a new  doc- 
tor, he  found  the  transition  from  med- 
ical student  to  HMO  physician 
relatively  easy.  “Basically,  it  was  like  a 
residency,  it  just  paid  better,”  he  said. 

The  move  into  private  practice  was- 
n’t quite  so  pain-free.  “When  we  left  the 
HMO  to  set  up  our  practice,  we  had  to 
start  from  scratch,  and  that  was  tough,” 
he  said.  Dr  Maxey  and  his  partners 
struggled  with  everything  from  finding 
the  right  computer  software  to  dealing 
with  the  different  demands  of  dozens  of 
insurance  companies.  For  the  first  time. 


“It  was  a great  opportunity  because  I 
got  to  be  here  a year  before  I bought  the 
practice,”  he  explained.  “So  I got  a 
chance  to  get  in  here,  get  it  established, 
build  it  up.  I was  busy,  I could  see  what 
the  numbers  were,  I could  see  what  I was 
billing  every  month,  and  it  was  pretty 
good.  I got  a chance  to  build  it  up  at 
their  expense,  so  when  it  was  time  for  me 
to  buy,  I already  had  it  up  and  going,  and 
I was  able  to  hit  the  ground  running.” 

Advice  for  others 

For  those  considering  striking  out  on 
their  own  or  in  a small  group  practice, 
Drs  Buchanan  and  Maxey  have  a few 
words  of  advice.  First,  do  your  research 
and  make  sure  the  location  you’ve  cho- 


sen can  support  another  medical  prac- 
tice. Both  chose  to  open  their  practices 
in  areas  with  growing  populations.  In 
fact.  Dr  Buchanan  is  the  only  physi- 
cian in  Dripping  Springs,  which  has  a 
population  of  about  1,500.  He  te- 
cently  added  a physician’s  assistant  to 
help  with  his  busy  practice. 

Dr  Maxey’s  practice,  North  Texas 
Ob-Gyn  Associates  of  Dallas,  is  grow- 
ing as  well.  This  summer,  they’ll  add  a 
fourth  physician  to  the  group,  a new 
physician  currently  completing  her 
residency  at  Baylor. 

Anyone  contemplating  opening  a 
new  private  practice  also  should  be 
prepared  for  the  financial  burden  in- 
volved. “The  dilemma  for  people  start- 
ing out  is  whether  they’ve  got  enough 
money  to  get  the  practice  going,”  Dr 
Buchanan  said.  “Coming  straight  out 
of  residency,  you  need  some  capital  to 
buy  your  equipment,  buy  your  com- 
puter, buy  your  phone  system,  your  x- 
ray  machine,  get  an  office,  and  all  that. 
Like  any  new  business,  it  takes  a while 
to  get  it  up  and  going.” 

While  frustration  with  the  business 
aspects  of  medicine  or  simply  the  de- 
sire for  a guaranteed  income  attracts 
many  doctors  to  settings  such  as  cor- 
porate-owned clinics  or  HMO  prac- 
tices, Drs  Buchanan  and  Maxey  feel 
the  advantages  of  being  their  own  boss 
and  reaping  all  the  rewards  — finan- 
cial and  emotional  — of  running  their 
own  businesses  make  independent 
practice  the  right  choice  for  them. 

“I  think  fewer  physicians  are  hav- 
ing fun  practicing  medicine,”  Dr 
Maxey  said.  “I  actually  enjoy  my  pa- 
tients. Every  one  is  unique,  and  every 
family  handles  labor  in  a unique  way. 
I’m  never  bored  with  it.”  ★ 
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Jungle  medicine 

State  health  department  ojficial  treats  the  needy  in  the  Third  World 


By  Teri  Moran,  Senior  editor 


eep  in  the  rain  forest,  throngs  of  villagers  ar- 
rived as  early  as  2 am  for  a place  in  line.  Word 
of  the  visiting  medical  clinic  had  somehow 
spread,  and  a few  people  had  walked  days  to 


get  there.  The  sun  rose,  the  clinic  began,  and  the  villagers 
patiently  waited  their  turn. 

About  midmorning,  a trailer  full  of  kids  pulled  up, 
hauled  behind  a kindly  stranger’s  old  tractor.  The  school- 
children  had  traveled  all  night  by  boat  hoping  to  see  a den- 
tist. rhe  tractor  driver  had  seen  them  walking  from  the 
river  and  picked  them  up. 

Dentists  are  always  the  hottest  draw  in  Mabaruma, 

Guyana,  South  America.  The  children’s  arrival  created  a 
dilemma  because  they  had  to  be  back  at  the  river  by  dark. 

“We  had  this  whole  line  of  adults,  and  then  all  of  a sudden 
38  kids  showed  up,”  said  Austin  pediatrician  Patti  Patter- 
son, MD,  Texas’  executive  deputy  commissioner  of  health. 

A clinic  organizer  asked  the  waiting  adults  to  let  the  chil- 
dren go  first,  promising  them  they’d  be  first  the  next  day. 


“There  was  only  one  adult  who  could 
not  do  that  because  he  was  from  fari 
away,”  Dr  Patterson  said.  “Everybody; 
else  went  home  — after  coming  in  thej 
middle  of  the  night  to  stand  in  line.”  j 
A unique  sense  of  community  is  justj 
one  attraction  medical  missions  hold; 


for  Dr  Patterson,  who  sometimes! 
makes  3 or  4 a year.  “You  just  don’t  see  that  kind  of  selfless- j 
ness  in  our  culture,  that  strong  sense  of  community,”  she  said.' 


Jumping  right  in 

Dr  Patterson  made  her  first  medical  mission  trip  almost  iOj 
years  ago  and  has  since  gone  on  14  trips  — to  South  Amer-i 
ica,  Africa,  and  Eastern  Europe.  Her  journeys  began  as  aj 
young  doctor  working  for  the  Texas  Department  of  Health.! 
One  day,  in  1988,  a fellow  approached  her  in  church.  “Thisj 
man  came  and  found  me  and  I had  no  idea  who  he  was,  butj 
he  knew  I was  a doctor,  and  he  asked  me  if  I’d  like  to  go  onj 
a mission  trip  to  Guyana.  I said,  ‘Sure,’  and  we  talked  about} 
it  a little  bit.  Next  thing  I know,  he’s  making  an  announce-i 
ment  in  church  that  I’m  leading  thej 
medical  side  of  the  mission.” 

Although  she  didn’t  make  her  first! 
trip  until  6 years  after  medical  school, j 
Dr  Patterson  always  had  an  interest  in 
medical  missions.  As  a student,  she; 
had  tried  repeatedly  to  get  a residency! 
or  to  do  rotations  at  Nigerian  Christ-s 
ian  Hospital  in  Abo,  Nigeria.  “I  tried! 
to  get  over  there  several  times,  but 
there  was  always  political  unrest  and  I 
couldn’t  get  a visa.” 

Dr  Patterson  and  her  husband, 
Scott  Zapalac,  who  organizes  theiil 
mission  trips,  once  had  a small  team 
ready  to  go  to  Nigeria  to  relieve  the  pe-j 
diatrician  at  Nigerian  Christian  Hospi-J 
tal  for  a month.  “We  wanted  to  let  himr 
have  a little  rest,  but  again,  the  Niger-| 
ian  government  would  not  approve 
our  visas.”  Even  with  a US  senator’s 


Patti  Patterson,  MD,  treats  a child's  raw  sores  in  Cihana,  a country  on  Africa’s  north  coast  that  was 
formerly  known  as  the  Gold  Coast. 


J 


i pressure,  the  visas  were  stalled.  “His 
i|staft  said  they  had  never  before  worked 
iwith  such  difficult  people,  and  finally 
[ told  me,  ‘If  they  won’t  let  you  in,  it’s 
their  loss.’  And  1 said,  ‘No,  it’s  the  peo- 
fple’s  loss.’  I’m  not  sure  anything  ever 
|!really  hums  in  the  Third  World,  but 
j when  bureaucrats  get  in  the  way,  it’s  al- 
iWays  infuriating.”  Dr  Patterson  still 
ihas  never  traveled  to  Nigeria. 

“It’s  heart-wrenching  sometimes 
when  you  see  a child  with  a condition 
like  a heart  defect.  In  this  country,  the 
defect  would  be  picked  up  early  and 

I corrective  surgery  performed,”  Dr 
Patterson  said.  “But  in  some  countries 
jlFve  visited,  they  don’t  have  a chance.” 
i There’s  always  at  least  one  memo- 
I table  patient  on  every  trip,  she  says.  “I 
ii|remember  little  Terress  Persaud.  She 

I was  5 months  old  and  her  mom 
brought  her  in  with  a real  high  fever, 
105  degrees  or  so,  and  we  were  out 
, doing  a clinic  under  a tree  somewhere. 
|You  just  sort  of  do  what  you  can  do. 
There  is  no  lab  to  do  tests,  and  it 
jcould  have  been  cerebral  malaria  or 
tuberculosis  or  plain  old  meningitis. 
You  just  take  your  best  guess,  and  you 
■treat  based  on  a clinical  assessment.  I 
|gave  Terress  what  I had,  and  a bunch 
I of  people  prayed  for  her  through  the 
night.  The  next  morning,  she  was  as 
chipper  as  she  could  be,  so  whatever 
I we  had  done  was  the  right  thing.  I 
I have  a gut-wrenching  letter  from  that 
mother  that  I’ll  always  keep.” 
ji  Dr  Patterson  said  that  on  every 
I'ltrip,  “there  are  people  we  see  who,  if 
liwe  had  not  been  there,  probably 
! would  have  died  or  had  some  disabil- 
I ity,  but  the  primary  focus  is  to  build 


something  lasting.  You  treat  the  indi- 
viduals, but  you’re  trying  to  build 
something  lasting.” 

Every  little  bit  helps 

In  Guyana,  Dr  Patterson’s  teams  have 
started  a permanent  regional  clinic  and 
have  trained  nurses  and  other  workers. 
“Most  of  these  systems  are  nurse- 
driven.  We  can  educate  and  help  nurses 
and  lay  community  health  workers  do 
their  jobs  better.  Sometimes  we  bring 
in  supplies,  but  a lot  of  the  time  they’re 
able  to  get  what  they  need  through 
world  health  organizations.  The  biggest 
need  in  some  places  is  training.” 

One  of  her  most  memorable  trips 
was  to  Albania  soon  after  the  fall  of 
communism.  A missionary  she  had 
worked  with  in  Guyana  had  begun  a 
school  for  children  with  hearing  impair- 


ments. Dr  Patterson  and  a small  team 
traveled  to  Albania,  assessed  needs,  and 
provided  nurses’  training.  They  then 
arranged  to  send  supplies  to  the  school. 
“It  was  in  the  middle  of  winter  in  Alba- 
nia, and  they  didn’t  even  have  blankets,” 
Dr  Patterson  said.  “And  Albania  was 
very  different  from  what  I had  expected. 
It  was  a very  isolated  culture.” 

In  Ghana,  Africa,  Dr  Patterson  and 
Mr  Zapalac  worked  with  others  to 
build  water  wells  in  remote  regions. 
“People  suffer  from  all  sorts  of  para- 
sitic and  diarrheal  diseases  from  the 
water,  including  guinea  worm.  In 
Ghana,  you  see  malaria  and  malnutri- 
tion, lots  of  distended  bellies.  In  those 
countries,  babies  die.  But  if  you  put  a 
well  in  the  village  and  provide  clean 
water,  infant  mortality  goes  down  by 
75%  immediately.” 
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have  a much  better  understanding  of 
how  spiritual,  mental,  and  physical 
health  are  connected.” 

Dr  Patterson  hopes  to  travel  to  Peru 
and  Guyana  this  year  and  invites 
physicians  to  call  her  husband,  Scott 

is  an  incredible, 
life-changing 

experience.  I think  I 

it*s  the  type  of  thing 

many  of  us  went  to 

medical  school  for, 

and  I would  encourage 

anyone  to  take  a 

chance  to  do  this.’’ 


Public  Health 

Dr  Patterson  is  second  in  command 
of  one  of  the  country’s  largest  public 
health  programs,  but  she  describes  her 
mission  work  as  real  “rubber  meets  the 
road”  public  health.  “That’s  what  is 
fun  about  this,”  she  said. 

Dr  Patterson  and  her  hus- 
band beg  and  grovel  to  raise 
money  for  their  mission  trips, 
she  says,  and  always  have  a 
shortage  of  doctors  and  den- 
tists. “But  it’s  hands-on  work, 
and  it’s  a lot  of  fun,”  Dr  Patter- 
son said,  adding  that  her  Chris- 
tian faith  also  motivates  her. 

“It’s  mind,  body,  and  spirit.” 

Poverty,  she  said,  “some- 
times is  in  the  eye  of  the  be- 
holder. For  example,  in  remote 
Ghana,  everyone  is  poor.  They 
have  nothing  — a mud  hut 
with  a mud  floor  and  a thatch 
roof  and  the  clothes  they  have 
on,  but  I don’t  know  that  they’re  un- 
happy. We  Americans  have  too  much 
stuff,  and  we  probably  put  our  confi- 
dence and  our  hopes  in  stuff,  rather 
than  in  our  beliefs  and  in  other  peo- 
ple. In  some  of  these  places,  people 


Zapalac,  at  (512)  491-3530  to  volun- 
teer. “It  is  an  incredible,  life-changing 
experience.  I think  it’s  the  type  of  thing 
many  of  us  went  to  medical  school  for, 
and  I would  encourage  anyone  to  take 
a chance  to  do  this.”  ★ 


These  schoolchildren  in  Mabaruma,  Guyana,  South  America,  traveled  all  night  by  boat  to  reach  the 
visiting  health  clinic,  a rarity  in  their  region.  The  tractor  driver  found  them  walking  the  last  leg  of 
their  journey  and  offered  them  a ride. 
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Texas  Physicians’  Directory 


Allergy 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

I Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue.  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 

I Diagnostic  and  Therapeutic  Preventive  Healthcare 
|j  Anti-Aging  Medicine 

ijUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XOCHITL  B.  SANCHEZ,  MD 

j Diplomate  American  Board  of  Anesthesiology 
j Anesthesiology 

1 7777  Foresc  Lane  (972)  566-4890 

I Suite  C-538  Answered  24  hours 

Dallas.  Texas  75230  Fax  (972)  566-4894 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 
Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Gynecologic  Oncology 

MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Prcmalignant  Female  Genital  Disease 
Texas  C9ncology.  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio.  Texas  78229 
(210)  692-1 918.  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 

PHILLIP  E.  HANSEN.  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000.  Dallas.  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  B1 16,  Dallas.  Texas  75230; 

(214)  661-7010 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  R Wills.  MD 
Richards.  Himes  Jr.,  MD 


Bariatric  Surgery 

IRA  J.  KASPER,  M.D.,  P.A. 

' General,  Vascular  & Bariatric  Surgery 
American  Society  of  Bariatric  Surgery 
Diplomate  American  Board  of  Surgery 

SURGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

( 5420  Dashwood,  Suite  201.  Houston,  Texas  77081 
I (713)  667-9100  Fax  (713)  667-9133 

'Dermatology 

ROBERT  F.  BLOOM,  MD 

I Mohs  Surgery  for  Skin  Cancer 
! Dermatologic  Surgery 
I Malignant  Melanoma 
Dysplastic  Nevi 
I Cutaneous  Oncology 
' 2201  Oxford  Avenue.  Suite  104 
Lubbock.  Texas  79410:  (806)  797-6631 


12221  MoPac  Expy  North,  Austin,  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Medical  Oncology 

JANET  MACHELEDT,  MD  — Medical  Oncology/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

909  Frosrwood,  Suite  221  5618  Medical  Centet  Dtive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722  Telephone  (713)  392-2757 

Fax  (7 1 3)  467- 1 704  Fax  (7 1 3)  392-8 1 48 
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Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth.  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith.  MD.  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.  ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


SPINE  DIAGNOSTICS  &THERAPEUTICS,  RA, 

Steven  L.  Remer,  MD  j.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road.  MOB-I,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,  Jr..  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 

2909  Lemmon  Ave..  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper.  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry.  MD 


2201  North  Stanton.  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn.  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 

Orthopedic  Surgery 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  1 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 
Dallas,  TX  75230  Dallas.  TX'75235 

Telephone  (972)  566-4400 
Fax  (972)  566-4317 


MAYME  F.RICHIE-GILLESPIE.MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic.  L.L.P. 

1651  W.  Rosedale.  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


Landry  Towers,  411  North  Washington,  Suite  7000.  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas.  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

l65l  West  Rosedale,  Fort  Worth.  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 

WALTER  P.  BOBECHKO,  MD,  FRCSC 

.Emeritus  Chairman  Hospital  tor  Sick  Children.  I'oronto 

Exclusively  children’s  orthopedics,  bone  tumors  ot  children,  scoliosis, 
Ilizarov  lengthening,  congenital  detormiries 

7777  Forest  Lane.  Suite  C.  Dallas,  Texas  75230 
'(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio,  Texas  78205:  Telephone  (210)  226-2424 


' DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allotved  for  six 
I months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
j McAdoo,  Texas  Medicine,  401  West  15th,  Austin.  Texas  78701.  Deadline  is  the  1st  of  the  month 
i preceding  publication  month. 


TexasMedicine 


Here’s  what’s 
coming  in  the  May 
Texas  Medicine'. 

Technology  to  improve  efFiciency 
Killer  strep 
Ethics  of  “slow  codes” 

Medical  school  controversy 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  considt  the  TMA  Web  site  at  www.texmed.org. 
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Classified  Directory 


Emergency  Medicine 


Associate/Assistant  Professor/Instructor  — The  Uni- 
versity ofTexas  Health  Science  Center  at  San  Antonio  is 
presently  recruiting  for  full-time  faculty  in  the  Department 
of  Surgery.  Division  of  Emergency  Medicine  to  join  the 
group  of  academically-oriented  Emergency  Medicine  physi- 
cians to  staff  the  University  Hospital  Emergency  Center. 
The  552-bcd  hospital  has  a Level  1 Trauma  Center  and  is 
the  primary  teaching  hospital  for  the  University  ofTexas 
Health  Science  Center  at  San  Antonio.  Opportunities  for 
medical  student  teaching,  clinical  practice  and  research. 
Compensation  and  academic  rank  based  on  qualifications. 
Preferred  candidates  will  be  Emergency  Medicine  board 
certified  or  prepared.  Send  curriculum  vitae  to  Charles 
R Davis,  M.D.,  Medical  Director,  University  Hospital 
Emergency  Center,  4502  Medical  Drive.  San  Antonio, 

TX  78229-4493.  Telephone:  (210)  358-2078;  FAX: 

(210)  358-1972.  The  University  ofTexas  Health  Science 
Center  at  San  Antonio  is  an  Equal  Employment  Opportu- 
nity/Affirmative Action  Employer. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-336-8600) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


Texos,  f)allQs/Tert  Wertfi 

Metroplex  Emergency  Physician  Associates  (MEPA) 
seeks  qualified  physicians  to  staff  community  hospitals 
in  the  Dallas/Fort  Worth  metroplex.  ED  volumes 
range  from  1 2,000  to  35,000  annually.  Competitive, 
incentive  based  compensation.  Qualifications  vary 
depending  on  location.  MEPA  is  a regional  group  of 
emergency  medicine  physicians  dedicated  to  quality. 
For  further  information:  (800)  346-6687:  e-mail: 
opportunities@med-edge.com;  Fax:  (972)  789-0339; 
14651  Dallas  Parkway,  Suite  700,  Dallas.TX  75240, 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 
PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-534-0665 


TEXAS,  North  Texas 


EDMD  opportunity  in 
economically  thriving  college  town,  45  minutes  from 
Dallas.  Excellent  schools,  museums  and  shopping. 
Area  lakes  with  excellent  fishing  and  recreational 
activities.  Hospital  has  excellent  reputation  with  ED 
annual  volume  of  19,000.  BE/BC  PC  with  experience. 
For  further  information  contact:  Anne  Biggs,  MEPA. 
14651  Dallas  Parkway.  Suite  700,  Dallas.  TX  75240; 
(800)  346-6687;  fax:  (972)  789-0339;  e-mail: 
opportunities@med-edge.com 


S&euttc^ 

New  Clinic  practice  in  Tyler  and  surrounding 
area.  Flexible  hours.  Excellent  compensation. 
BE  required.  Primary/moonlighting  positions. 
Fax  CV  to  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

1525  Merrimac  Circle.  Suite  107 
Fort  Worth,  TX  76107 
(888)  DOCS-911 


Texas:  Directorship  opportunity  in 
beautiful  East  Texas  for  BE/BC  PC  with  emer- 
gency medicine  experience.  Strong  economy  in 
city  with  a population  of  74,000,  excellent 
schools,  malls  and  antique  shopping.  ED  annual 
volume  of  17,000.  Excellent  nursing  & support- 
ive medical  staff.  Highly  competitive  compensa- 
tion. For  further  information  contact:  Anne 
Biggs,  MEPA,  (800)  346-6687;  Fax:  (972)  789- 
0339;  14651  Dallas  Parkway,  Suite  700,  Dallas, 
TX  75240. 


Family/General  Practice 


NORTHEAST  TEXAS  — FAMILY  PRACTITIONERS: 

Premier  physician-directed  provider  seeks  family  physi- 
cians. Practice  options  (from  no  OB  to  performing  C-sec- 
tions).  Safe  communities,  resort  lifestyles,  quality  schools 
and  churches.  Top  salaries,  bonuses  and  benefits.  Contact 
Betsy  Wegusen,  (800)  765-3055,  ID#:  5275TX.  Fax:  (314) 
726-3009,  e-mail:  bewegusen@cejka.com. 

HOUSTON  METRO  AREA:  Family  Practice.  Outpatient 
positions  with  CIGNA  HealrbCare.  Excellent  call  schedule, 
salary  and  benefits  package.  Contact  Dave  Duncan,  (800) 
678-7858,  ID:  4783TX.  fax:  (314)  726-0026,  e-mail: 
careers@cejka.com. 

Looking  for  a General  Practitioner  to  join  a thriving 
noninvasive  Cardiology/G.P.  practice  within  1 hour  of 
Dallas/Fort  Worth  Metroplex.  Competitive  salary  and  ben- 
efits. Needed  A.S.A.R  Call  (940)  668-7231. 


Methodist 

Hospitals  of  Dallas 

PHYSIATRY 

Full-time  physiatrist  needed  to  provide 
outpatient  services  in  a hospital-based 
outpatient  rehab  facility.  Spacious  new 
facilities.  Rotate  inpatient  call  with  sec- 
ond staff  physiatrist.  Immediate  avail- 
ability. 

ONCOLOGY 

Three-person  single-specialty  oncology 
group  seeks  fourth  BC/BE  oncologist  for 
summer  ‘98.  Beautiful  hospital  campuses 
and  state-of-the-art  cancer  center  facili- 
ties make  this  an  excellent  opportunity 
for  qualified  physician. 

RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatolo- 
gist to  establish  a private  practice  in  the 
immediate  service  area  of  Methodist 
Medical  Center  in  Dallas.  Competitive 
income  guarantee,  start-up  assistance, 
marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

PEDIATRICS 

Excellent  opportunity  for  BC  pediatri- 
cian to  join  an  existing  solo  practitioner 
at  Methodist  Medical  Center.  Spanish- 
speaking a plus.  Hospital  financial  and 
start-up  assistance  available. 

NEUROLOGY 

Modem  463-bed  urban,  teaching  facility 
with  Neuroscience  Center  and  new  16- 
bed  Neuro  Critical  Care  Unit  seeks  a fel- 
lowship trained  neurologist  to  join  a sin- 
gle-specialty neurology  group  located  on 
the  campus  of  Methodist  Medical  Center. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogbum,  Physician 
Recraiter  c/o  Methodist  Hospitals  of  Dallas,  PO 
Box  655999,  Dallas,  TX  75265,  Phone  (214) 
947-4579,  fax  (214)  947-4502,  e-mail:  susancog- 
burn@mhd.com. 
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Family  Practice 

Excellent  opportunities  ...  attractive  FP  openings  to 
join  well  established  groups  in  the  Dallas/Ft.  Worth 
area  including  an  associate  medical  director  posi- 
tion for  an  expanding  AOA  residency  program.  Major 
hospital  affiliations:  attractive  income  guarantees; 
reply  confidentially  to  Laurie  Myers 

(800)338-7107  Fax  (414)  427-7251 
E-mail,  flia@execpc.com 


Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated 
with  a coalition  of  five  regional  hospitals,  is 
seeking  Family  Practitioners  and 
Pediatricians  for  a variety  of  practice  oppor- 
tunities in  the  Huntsville,  Alabama  area. 

Competitive  salaries,  excellent  benefits,  and 
access  to  a bonus  plan.  Top  schools,  abun- 
dance of  recreational  and  cultural  activities, 
low  cost  of  living,  taste  of  all  four  seasons. 
Home  to  the  Marshall  Space  Flight  Center,  the 
U.S.  Space  and  Rocket  Center  and  many  high- 
tech  corporations. 

Southern  Tradition  That's  State-of-the-Art. 

Forward  CV  to: 

Julie  Franklin 
303  Williams  Ave,  Ste  123 
Huntsville,  AL  35801  ^ I ^ 

1-800-319-4247  COMMiTNITY  HEALTH 

PARTNERS 


STAFF  PHYSICIAN:  Progressive  non-profit  primary  care 
outpatient  clinic  in  Austin,  Texas.  No  call,  no  weekends. 
Full-time  contract  position  renewable  annually.  BC  or  BE  in 
family  practice.  Dynamic  committed  staff,  competitive 
compensation/vacation.  Send  or  fax  C.V.  to  Executive 
Director,  PCC,  2909  N.  IH-35,  Austin,  Texas  78722  or  fax 
to:  (512)  320-0702. 

Part-time  opportunity  in  conjunction  with  State  agency. 

1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1,500  per  day.  No  overnight  travel  required.  Send  CV  to 
ad  reply  attn:  David,  509B  West  Lynn,  Austin,  TX  78703. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergencies, 
and  no  hospital  work.  Paid  malpractice.  M-F.  Lucrative 
salary  and  benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax 
CVto(972)  256-1882, 

STAFF  PHYSICIAN:  Progressive  non-profit  primary  care 
outpatient  clinic  in  Austin,  Texas.  No  call,  no  weekends. 
Full-time  contract  position  renewable  annually.  BC  or  BE 
in  family  practice.  Dynamic  committed  staff,  competitive 
compensation/vacation.  Send  C.V.  to:  Executive  Director, 
PCC,  2909  N.  lH-35,  Austin,  TX  78722  or  fax  to: 

(512)  320-0702. 


Hospitalists 

Austin, Texas:  Established  group  with  a successful  track 
record  of  100%  hospital-based  care.  Expanding  to  support 
the  immediate  addition  of  at  least  two  more  hospitalists, 
critical  care  physicians  or  pulmonologists.  Requires  a Texas 
license,  board  certification,  team  spirit  and  superb  commu- 
nication skills.  Compensation  is  fully  productivity  based; 
the  contracting  company  develops  no  assets.  Will  consider 
guaranteeing  collections.  E-mail  dibo@tcms.com  or  page 
Dan  DiBona,  MD,  President,  Physician’s  Inpatient  Care, 
(512)  467-5292  or  (512)  306-1281  (home).  Potential  for 
medical  directorship  at  Central  hospital  is  possible. 


Internal  Medicine 

NORTHEAST  TEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  healthcare 
provider  seeks  another  hospitalist  to  join  their  present 
group.  Quality  colleagues,  exceptional  hospital,  top  salary 
and  benefits.  Beautiful  family-oriented  community  with 
temperate  year-round  climate,  resort  lifestyle,  cultural 
amenities,  excellent  schools.  Contact:  Betsy  Wegusen,  (800) 
765-3055.  ID#5338TX,  fax:  (314)  726-3009,  e-mail:  bwe- 
gusen@cejka.com. 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 

Eensation  package  includes  salary,  plus 
enefits  to  inclucJe  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444  


DALLAS  and  surrounding  communi- 
ties. Internists  needed  for  established 
private  group  and  senior  center  posi- 
tions. Exceptional  income/benefits. 
Patrick  Schmidt,  1-800-338-7107. 
Fax:  (414)  427-7251. 


Locum  Tenens 


Ini  ^im 

Physicians® 

"In  Texas  since  1982' 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

0^  Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 
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hdrting  a new  career  course  doesn'f 
to  feel  like  re-discovering  the  New 
World.  Staff  Care  keeps  the  adventure  of 
LOCUMS  exciting  without  the  fear  of 
j getting  lost  in  the  shuffle.  We  lead  the 
industry  with  our  national  medical  staff- 
ng  resources  and  confidently  guide  our 
Jw^.physicians  with  experienced  personnel 
Ns^/u^^^edicated  to  service  and  satisfaction. 

For  more  information  about  our 
LOCUM  TENENS  call; 


Neurology 

Neurologist  needed  part-time  for  office  in  Richardson. 
Good  opportunity.  Phone  (972)  238-1976  or  fax 
(972)  238-0456. 

Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Immediate 
and  future  opportunities  with  US  HealthWorks.  Call  Ned  at 
(713)  797-6106. 

DALLAS/FORT  WORTH.TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  ofHce,  OlFice  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.  V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 


DEPARTMENT  OF  FAMILY  AND  COMMU- 
NITY MEDICINE,  TEXAS  TECH  UNIVER- 
SITY HEALTH  SCIENCES  CENTER,  lias 
openings  for  Oeciipational  Medicine  pliysieians 
(ItC/Hh)  in  a well-estaldislied  Oceiipaiional 
.Medicine  Center.  Opporliinities  ineinde  elinieal 
aclivilies  lor  over  250  elieni  companies. 
Travel.Med  Cl  inie,  plus  aeadeinie  partici[)alion 
in  medical  school,  residenev  training,  and  elini- 
eal research.  Salary  and  aeadeinie  title  will  be 
depemient  upon  i|u<ililieations  and  e-X|)erienee. 
E.xcellenI  Cringe  benefits  package.  Send  a|ipli- 
eation  atid  c.v.  to: 

Richard  \ . I lonum.  M l). 

Chair.  Department  of  Familv  & 
Comiminitv  .Medicine 

Texas  reeh  Universit)  Health  Seienees  Center 
Liihbork,  T.X  704.30 

or  to: 

.Vnihoin  B.  Wav.  M l)  . Rh.l) 

Cliiel.  Division  of  Preventive  ic 
( )eeupationai  Medicine 

Departnient  ol  familv  6c  Commuiiilt  Medicine 
Texas  deeh  Cniver.sitv  Health  Sciences  Center 
Cuhhock,  T.X  70430 

Tl’l  MSB  is  an  AA/KOE  eni[>loyer  anti  is 
in  eoniplianee  witii  AD'.A. 


Pediatrics 

NORTHEAST  TEXAS  — PEDIATRICIANS:  Join  pre- 
mier multispecialty  group  in  attractive  family  oriented  com- 
munity. New  state-of-the-art  facilities.  Unique  lakeside  hos- 
pital. Quality  colleagues.  Top  salary,  benefits.  Temperate 
year-round  climate,  resort  lifestyle  with  lakes  and  parklands. 
Contact:  Betsy  Wegusen,  (800)  765-3055,  ID#:  5340TX, 
fax  (314)  726-3009,  e-mail:  bwegusen@cejka.com. 


Psychiatry 

RURAL  SOUTH  TEXAS  PSYCHIATRY  POSITION. 

A South  Texas  medical  center  needs  a BC/BE  fellowship- 
trained  psychiatrist  for  a solo  practice.  Must  have  completi 
fellowship  training  in  Psychosomatic  Medicine  and  Consu 
ration  Liaison  Psychiatry.  Bilingual  highly  preferred.  No 
managed  care.  Contact  Robert  Overfield  at  (800)  839-472 

Other  Opportunities 

Physician  needed  for  Progressive,  Preventive 
Medicine  Practice.  Seeking  general  practice,  internal  met 
icine,  or  OB/GYN  specialty.  Contact  Jacqueline  Wilson, 
RN-CEO,  at  (512)  502-0901. 


HEALTHCARE  CONNECTION 

Immediate  opporfunitles  for  Emergency  Medicine,  Family  Practice, 
General  Surgery,  Hemntology/Oncology,  Internal  Medicine, 
Obstelrics/Gynecology,  Orthopedic  Surgery,  Otolaryngology, 
Pediatrics,  Psychiatry  and  Urology  availoble  nationwide.  Urban, 
suburban  and  rural  areas.  Income  guarantee  or  saloried.  For  additional 
informalion  please  call  (888)  711-0505  oi  conlidenliolly  fox  CV  with  cri- 
teria to  (888)  717-0505. 


0 "p(yt  ttext  cevieen.  utaue  — 

Cf  C 

Healthcare  Recruitment  Specialists 

Immediate  positions  available  for: 

• Family  Practice  • Internal  Medicine 

• Endocrinology  • Allergy/lmmunology 

• Dermatology  • Hematology/Oncology 

Positions  offer  a variety  of  practice  options,  excellent 
compensation  packages,  and  attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 
PO  Box  682 1 84  • Houston.  Texas  77268 
Phone  28 1 -440-0636  • Fax  28 1 -587- 1 1 47 
Toll  Free  888-638-3106 
Visit  www.gcjohnston.com 

Refill,  _ Time  In Months,  M D 


CLASSIFIED  ADVERTISING  CATEGORIES 


Allergy  and  Immunology 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Fomily/Generol  Practice 

Gastroenterology 

General  Surgery 

Geriatrics 

Hematology 


Internal  Medicine 
Locum  Tenens 
Neonatology 
Nephrology 
Neurology 
Neurosurgery 
Obstetrics/Gynecology 
Occupational  Medicine 
Oncology 
Ophthalmology 
Orthopedics/Orthopedic 
Surgery 


Otolaryngology 
Pathology 
Pediatrics 
Physical  Medicine/ 
Rehabilitation 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Rodiology 
Rheumotology 
Urology 

Other  Opportunities 


Positions  Wanted 

Entertainment 

Equipment 

Office  Space 

Practices 

Property 

Travel 

Vocation  Homes 
Wanted  to  Buy 
Business  and  Financial 
Services 
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•ther  Opportunities 


Ve  have  physicians  looking  for  practice  opportuni- 

ies  in  the  Texas  area.  Please  call  or  fax  CV  to  MedicaJ 
Vdvisor)' Group  Inc.  Call  (281)  328-4207  or  lax  (281) 
S28-4207*51.  Address  6942  FM  1960  E-150  Humble.  FX 
7346. 


PULMOIMOLOGIST 
GENERAL  ORTHOPEDIST 
UROLOGIST 
ENT  SPECIALIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
PULMONOLOGIST,  GENERAL  ORTHOPEDIST,  UROLOGIST  and  ENT  SPECIALIST  to  join  established 
practices.  These  positions  will  require  energetic  individuals  willing  to  provide  health  care  services  in  an 
active  group  setting.  Competitive,  guaranteed  salary  with  bonus  productivity  plan.  Shareholder  status 
available  in  12-18  months.  Malpractice  insurance,  health  insurance  and  profes- 
sional dues  included  in  benefit  plan.  Relocation  and  interview  expenses  paid. 

This  semi-tropical  location  offers  an  economically  solid,  safe  community  with 
excellent  schools  and  a variety  of  cultural  and  outdoor  recreational  opportu- 
nities. 


Contact  or  send  CV  to; 

Dianne  Brumley.  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen.  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 
Fax  (956)  423-0345 


iS^ 


VALLEY  DIAGNOSTIC  CLINIC 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Dr  send  CV  to:  Reuben 

POBox  42314 
Houston,  TX  77242-231 4 
FAX  281  -493-2234  & Associates 


B 


r o n s t e i n 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

GP  clinic  in  Fort  Worth.  Gross  $500K.  NO  PPO,  80% 
;ash.  Hispanic  & multi-ethnic.  Call  broker  Paul  Bell. 
>h.D.,(972)  931-1497. 

Turn  Key  opportunity  in  Houston, Texas  or  Sale:  in  a 
modern  office  building,  a fully  equipped  elegant  new  otffce 
Mth  three  examination  rooms  and  a minor  surgery  room 
ocated  in  Houston,  Texas.  Call  beeper  number  (800)  506- 
4074  and  contact  Box  271 139.  Houston.  Texas  77277. 


FOR  SALE 

Lucrative  General  Surgery’  — 
Hand  Surgery  Practice. 
Surgeons  willing  to  stay  a year 
or  more  for  transition.  Suburban 
Houston  area.  Send  inquiry'  to: 


RG  Management 
3506  Deal 
Houston, TX  77025 


West  Texas  — Medical  practice  for  sale.  (915)  533-7408. 

Senior  solo  General  Surgeon  in  Houston  (emphasis 
breast  surgerv')  wishes  to  sell  practice  totally  or,  in  part  (to 
partner).  Fax  replies  to  (713)  932-8176. 

FOR  SALE  — Due  to  illness.  Large  well-established 
General  Orthopedics  practice  in  Fort  Worth.  Transferrable 
contracts  with  virtually  all  HMOs/Managed  Care.  Fully- 
equipped  office  near  major  medical  center.  Excellent 
opportunities  to  expand  practice.  Call  (817)  336-7861. 
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Property  for  Sale 


Llano  River  Ranch,  529  acres,  1.5  miles  river  frontage. 
Nice  native  stone,  cedar  house,  guest  house,  caretakers 
house,  barn  and  garage.  Abundant  wildlife.  Very  scenic. 
Agent  (830)  864-4533. 


Equipment 


Abodia  Lighted  Slides:  Store  & View  500  to  10,000 
slides  on  lighted  racks.  Quick  & Easy  access  ro  1000s.  40 
Models;  racks,  sheets,  light  boxes,  slides@abodia.com. 
www.ABODIA.com,  Box  3201 , Charleston,  WV  25332, 
(800)  950-7775. 


BUSINESS  AND  FINANCIAL  SERVICES 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of  accu- 
rate transcription  by  experienced,  well-trained 
personnel.  For  more  information  call  toll-free 
1-888-799-1399. 


LEGAL  SERVICES 


HEALTH 

CARE 

LAW 


Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud 

• Improper  Billing 


• Medicare  Fraud 

• Professional  Grievances 


Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

1 'Not  certified  by  tbe  Board  ol  Legal  Specialization  by  choice. 


Immigration  Problems?  Employment  Authorization, 
Relative  Petitions,  Labor  Certifications.  Preference  Peti- 
tions, Temporary  Work  Permits,  Naturalization,  and 
Deportation  Proceedings.  The  Law  Offices  of  C.  Welling- 
ton Smith,  PC.,  702  Colorado  St.,  Suite  1.130.  Austin, 
Texas  78701 . (512)  476-7163,  www.ilw.com/smich.  e-mail: 
geewhiz@ibm.net.  Board  certified,  Immigration  and 
Nationality  Law,  Texas  Board  of  Legal  Specialization. 
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Advertising  Rates  &C  Data  — Regular  classified  advertising 
sells  for  $2.00  per  word,  minimum  25  words  or  $50,  per 
issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column  inch, 
with  a one  inch  minimum.  A variety  of  typefaces,  logos, 
and  borders  may  be  used  in  display  classified  ads. 

Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9i/2  inches  $85/inch 
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with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
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Texas  Medicine 


Educational  Opportunities 


ULTRASOUND  EDUCATION 


Radiology  (Abdominal) 

October  1 -3 

OB/Cyn 

August  13-15 

Family  Practice 

July  9-11 

Emergency  Medicine 

April  16-18 

July  23-25 
September  10-12 

Advanced  Emergency 
Medicine 

June  5-6 
November  6-7 

OB/Gyn  (5  day) 

April  27  - May  1 
June  8-12 

August  3-7 

Echocardiography 

May  11-18 

July  13-20 

Vascular  Ultrasound 

June  15-19 

Radiology 
(5-day  Abdominal) 

April  20-24 

June  1-5 

July  27-31 

Courses  listeci  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (800)  239-1361 
for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


w w vv . A H 6 C o n 1 1 n e . c o m 


Cardiology  Fiesta  in  San  Antonio:  Update  on  Cardiac 
Diagnostic  and  Therapeutic  Techniques.  April  23-25, 
1998,  San  Antonio,  Texas.  Sponsored  by  American  College 
of  Cardiolog)'.  Program  Directors:  Steven  R.  Bailey,  MD, 
FACC;  Gregory  L.  Freeman,  MD,  FACC.  18  Category  1 
credit  hours.  For  information,  call  (800)  253-4636,  ext. 
695;  fax  (301)  897-9745. 

The  American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine  is  holding  its  52nd  Annual 
Meeting  in  San  Antonio,  Texas  September  17  to  19,  1998. 
This  multi-disciplinary  meeting  will  be  of  benefit  to  the 
pediatrician,  family  practitioner,  orthopaedist,  and  their 
staffs.  For  information,  call  (847)  698-1635. 

To  find  CME  opportunities  in  Texas,  go  to 

<http://www.texmed.org/>  and  click  on  Education/CME. 
Then  select  Continuing  Medical  Education  or  call  (800) 
880-1300,  ext.  1552,  or  (512)  370-1552. 

APRIL  IN  MEXICO.  Fhe  Texas  Urological  Society  will 
meet  April  29  - May  3 at  the  Marriott  Casamagna  Hotel  in 
Puerto  Vallarta.  Non-members  welcome;  CME  credit 
available.  Contact  Tricia  Hall  at  (512)  370-1510  for 
details. 

April  23-25,  1998  — Texas  Society  of  Internal  Medicine 
meeting  in  conjunction  with  TexMed  ’98.  Topics  include 
“Using  Patient  Satisfaction  Surveys  in  Clinical  Practice,” 
“Evidence-Based  Medicine,”  “Antiretroviral  Therapy 
Update,”  Cutaneous  Manifestations  of  Internal 
Malignancy,”  and  more.  CME  credit  available.  For  more 
information,  contact  Mildred  Bell,  (512)  370-1525. 


April  23-26,  1998  'Newer  Cosmetic  Procedures  for 
the  Dermatologist”  and  “Dermatology  Therapeutic 
Update”  presented  by  the  Texas  Dermatological  Society  in 
conjunction  with  TexMed  ’98.  CME  credit  available.  For 
more  information,  contact  Rachael  Reed,  (512)  370-1527. 

April  29  - May  2,  1998  Texas  Urological  Society 
Annual  Meeting  at  the  Puerto  Vallarta  Marriott 
Casamagna  Hotel.  Enjoy  fun  in  the  sun  while  getting 
updates  on  testicular  cancer,  bladder  cancer,  prostate  can- 
cer, sexual  dysfunction,  and  incontinence.  CME  credit 
available.  For  registration  information,  contact  Liz 
Leonard.  (512)  370-1521. 

April  24-25,  1998  — Texas  Ophthalmological  Association 
presents  two  full  days  of  programming  in  conjunction  with 
TexMed  '98.  “Focus  on  the  Future”  is  the  theme,  with  a 
maximum  of  14  Category  1 hours.  Presentations  will  cover 
the  latest  therapies  for  glaucoma,  retinal  disease,  pediatric 
ophthalmology,  oculoplastics,  and  ethics  in  opthalmology. 
For  more  information,  call  Jynne  Rivera,  (512)  370-1504. 

Saturday,  April  25, 9 a.m.  - 1 2:45  p.m.  — Texas 
Neurological  Society  section  on  neurology  focusing  on 
Alzheimer’s  Disease.  In  conjunction  with  TexMed  '98. 
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Question 

Would  you  consider  going  into  solo  practice? 
Why  or  why  not? 


es,  you  are  your  own  man. 


“Y 


es,  but  only  in  low  managed  care  market 
situations.” 


Robert  Ming-Cheug  Wang,  MD,  55 

pulmonary  diseases,  Corpus  Christi 


David  J.  Mallams,  MD,  51 

orthopaedic  surgery.  Midland 


*411  ope!  My  large  multispecialty  group  has 
mW  negotiating  power  (for  managed  care,  hospitals, 
suppliers,  etc)  that  I would  never  have  in  solo  practice,  and 
I am  free  to  rediscover  the  joy  — taking  care  of  patients  — 
that  brought  me  this  far,  instead  of  worrying  about 
contracts  and  office  management.” 


Carl  O.Trusler,  MD,  51 

family  practice,  Abilene 


^ ^ I f I were  30  years  younger,  I would  say  a resounding 
I yes.’  All  final  decisions  are  made  by  one  person.  All 
records  are  handled  by  no  more  than  two  or  three  people. 
Patients  feel  they  are  getting  personal  care  by  a single 
individual.  All  in  all,  it’s  an  ideal  situation  — the  pendulum 
is  slowly  swinging  back  toward  solo  practice.” 


Arnold  N.  Krause,  MD,  68 

family  practice.  Fort  Worth 


o,  it’s  too  demanding  and  expensive  to  go  into 
solo  practice.” 


Steven  M.  Katzman,  MD, 

gastroenterology,  Irving 


es,  I would  consider  going  into  solo  practice.  I 
just  did  because  you  can  control  what  happens' 
to  your  practice  and  eliminate  the  stealing  of  patients.  1 
recommend  that  all  doctors  in  group  practices  inspect  all 
aspects  of  their  practices  frequently.” 


did  exactly  that  in  the  mid-1970s  and  truly 
enjoyed  the  freedom  to  plan  and  build  a solo 
family  practice.  At  that  time,  however,  the  health  care 
environment  was  ‘wide  open’  to  physicians  who  chose  to 
go  solo.  Since  that  climate  no  longer  exists,  I would  not 
consider  going  into  solo  practice  today.” 

Kenneth  W. Teufel,  MD,  54 

family  practice.  New  Braunfels 


John  H.  Andrews,  MD,  75 

ophthalmology,  Baytown 


live  in  a large  urban  area  and  would  not  consider 
going  into  solo  practice.  In  today's  managed  care 
market,  I find  it  nearly  impossible  to  be  a compassionate, 
up-to-date,  well-read,  thorough,  ethical,  moral  physician 
while  simultaneously  being  a successful,  efficient,  effective, 
ruthless  medical  business  manager.  It  is  most  difficult  to 
achieve  as  a solo  practitioner." 


Back  Talk  is  a nonscientijic  samplmg  of  Texas  physicians  opinions  on  a topic  of  interest.  Physicians 
are  polled  by  telephone,  fax,  or  e-tnail.  We  welcome  suggestions  for  future  topics.  Send  them  to 
Texas  Medicine,  Back  Talk.  401  W 15th  St,  Austin,  TX  78701;  fax  them  to  (512)  370^1632; 
or  e-mail  them  to  amy_lykke^texmed.org. 


Monte  E, Troutman,  DO,  49 

gastroenterology.  Fort  Worth 
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How  to  beat  silent  PPOs  • Killer  strep  • RAHC  dispute 


What  computers  can  do 


. Autoflex 

makes  getting  the  exact  vehicle  that  you  want  easy. 


H)  REASONS  WHY 
YOI  R COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

L Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  ne.xt  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuminti  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end.  eliminating 
your  liability  for  the  car's  resale  \ alue. 

10.  We  lease  more  cars  than  all  other- 
combined  and  that  saves  \ ou  mone\  . 


Endorsed  by  medical  associations  nationwide 


Our  sheer  volume 


saves  you  money  with  lower  rates. 


access  to  exclusive  lease  programs 


available  only  to  Autoflex 


With  low’er  prices,  more  options,  immediate 
delivery,  and  maximum  prices  for  trade-ins; 


Lower 

Monthly 

Payments 


w ww.au  toflex.com 


Freedom 

to  choose  the  caregivers  you  want 

★ 

Control 


PLUS 

Tax  Advantages . . . 

You  get  all  this  and  more  when  you’re  covered 

by  the  TMA  offered 

Medical  Savings 
Account  Plan 

868  TMA  members  have  already  signed  up  for 
this  great  coverage... why  haven’t  you? 


Call  today  and  get  the  details: 

1 800  880-8181,  Dept.  2205 

(weekdays  between  7:30  a.m.  and  5:30  p.m.) 
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Technology  to  the  rescue 

Does  that  computer  in  your  ojfice  intimidate  you?  Get  over  it!  Computerized 
ojftce  technology  systems  can  be  your  best  friend.  They  can  make  your  practice 
and  your  life  easier  and,  more  importantly,  help  you  care  for  your  patients. 
There  are  many  systems  out  there,  and  you  can  spend  a little  or  a lot.  TMA 
will  help  you  make  the  right  choice. 

BY  LAURIE  STONEHAM 

34 

' II  I I", , I ■i.iiTt' 

Medical  Economics 

PPO  black  market 30 

Someone  may  be  picking  your  pocket  and  you  don’t  even  know  it.  The  pherwmenon  of 
“silent  PPOs”  has  those  who  have  discovered  what’s  going  on  seeing  red.  We’ll  tell  you  what 
to  look  for. 

BY  LAURIE  STONEHAM 

jPublic  Health 

'Tracking  a random  killer 42 

When  the  telephones  started  ringing  earlier  this  year,  state  health  department  ojficials 
knew  they  had  a problem  on  their  hands.  Those  calls  prompted  an  investigation  into 
\^group  A strep,  a killer  disease  that  seemed  to  strike  ivithout  rhyme  or  reason. 

iBY  TERI  MORAN 

i 
I 

Legislative  Affairs 

Town  versus  gown,  the  sequel 50 

At  first  glance,  it  would  seem  that  everyone  in  South  Texas  would  welcome  a new  regional 
academic  health  center.  But,  the  Texas  Legislature’s  decision  to  place  one  in  the  Rio  Grande 
Valley  has  touched  ojf  a dispute  that  has  some  hearing  echoes  from  the  bitter  town! gown 
fiend  in  Galveston  a few  years  ago. 

BY  KEN  ORTOLON 
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Law 


Friend  of  the  court 56 

TMA’s  Office  of  General  Counsel  files  numerous 
amicus  curiae  briefs  in  cases  important  to  Texas 
medicine.  We  summarize  2 recent  cases  involving 
physicians’  duties  to  third  parties. 


The  Journal 6l 

Survey  of  the  causes  of  stroke  among  Mexican  Americans  in  South  Texas 

BY  KAY  L.  WORLEY,  MD;  DANIEL  R.  LALONDE,  MD;  DAVID  R.  KERR,  MS; 
OSCAR  BENAVENTE,  MD;  AND  ROBERT  G.  HART,  MD 


Elevated  hepatitis  A and  E seroprevalence  rates  in  a Texas/Mexico  border 
community 

BY  THOMAS  REDLINGER,  PHD;  KATHLEEN  O’ROURKE,  PHD,  MPH; 
LAURANCE  NICKEY,  MD;  AND  GUSTAVO  MARTINEZ,  MD 


Musculoskeletal  Injury:  Pneumothorax  in  high  school  football 

BY  DALE  A.  FUNK,  MD;  PETER  L.J.  MCGANITY,  MD;  KARL  F.  HAGEMEIER 
III,  MD;  AND  ROBERT  C.  SCHENCK,  JR,  MD 


DEPARTMENTS 


Texas  Medicine  Rounds 14 

Ethics  and  professionalism  • Mental  health  Web  sites  • Dr  Howe  aims  for  consensus 
• Are  “slow  codes’’  ethicaP  • Ms  Homer’s  possible  mission  • Cunningham  entries 
needed  • Burlington  grant  to  Baylor  • Licking  the  organ  shortage  • TMA  public 
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Get  Back  Into 


The  Game 


THE  LEARNING  ORGANIZATION,  INC™ 

Presents 

Regaining  Control  of  Healthcare 

Developing  a Business  Strategy  for  Success 
in  a Chaotic  Healthcare  Arena 


A two-day  high  impact,  interactive  workshop  training  pliysicians 

and  other  medical  professionals  in  the  essentials  of  business  strategy, 

competition,  and  cooperation. 

• Analyze  successful  business  models  used  by  winning  companies 
and  physician  practices 

• Define  your  own  busine.ss  strateg)'  and  set  specific  goals  for  success 

TM 

• Experience  HealthPtny  (n  powerful,  healthcare  business  strategy 
simulation  game) 

• Master  leadership  and  group  management  techniques 

• Receive  new  negotiation  and  motivational  skills  training 

• Understand  your  own  clarity  of  vision  to  discern  problems  and 
create  lasting  solutions 


Dallas 

Jun  25-26 
Aug  20-21 

Houston 

Jul  16-17 
Sep  10-11 

San  Antonio  Jul  25-26 
Sep  24-25 

Austin 

Jul  30-31 

Fort  Worth 

Aug  6-7 

El  Paso 

Aug  15-16 

Call  1-888-522-2478 

Seating  is  limited  to  60  attendants 

If  you  were  unable  to  attend  previous  dates  for  this  powerful  workshop,  then  make  your  reservations  now! 


TexasMedical 

Association 


TMA’s  All-Star  Team. 


We’ll 
Keep  You 
in  the  Gam 


The  TMA  family  offers  you  an 
all-star  lineup  of  products  to  keep 
your  practice  batting  a thousand. 

From  insurance  products 
to  network  administration, 
our  team  covers  all  your  bases. 

Services  available  include: 

4 Contract  Data  Management  for  IPAs 
and  Networks 

♦Third  Party  Administration/Claims  Processing 

♦Consulting  Services 

♦Credentialing 

♦ Utilization/Quality  Review 

♦ Risk  A^nagement  Programs 
♦Insurance  Products 

Call  Today  to  find  out  how 
we  can  go  to  bat  for  you! 

(800)  523-TPSO 


P hysiciB^ii 
Services 


ORGANIZATIO 


ITMITI 

Texas  Medical  Liability  Trus 


TEXAS  MEDICAL  ASSOCIATIC 
INSURANCE  TRUST 


Texas  Mediae 
Foundation 


Letters 


Law  requires  physician 
supervision  of  CRNAs 

^HE  SARCASTIC  LETTER,  “CRNA 
I Training  Is  Extensive”  (March  1 998 
I Texas  Medicine,  pp  5-6),  contains 
I inaccurate  information. 

First,  Mr  Dunlap  says,  “CRNAs 
are  not  required  to  be  supervised  or 
directed  by  physicians.”  His  statement 
is  inconsistent  with  the  Medical  Prac- 
tice Act  of  Texas,  Senate  Bill  673 
(1995)  that  modified  the  Medical 
Practice  Act,  and  the  opinion  of  the 
courts  as  reflected  in  the  LaCroix  de- 
cision. Nurse  anesthetists  cannot 
legally  administer  an  anesthetic  in 
Texas  unless  it  is  delegated  and  super- 
vised by  a physician.  The  supervising 
physician  does  not  have  to  be  an  anes- 
thesiologist. He  or  she  may  be  the  op- 
erating surgeon  or  obstetrician. 

In  response  to  a legislative  inquiry, 
the  executive  director  of  the  Texas 
State  Board  of  Medical  Examiners 
(TSBME)  issued  an  opinion  that  ad- 
dresses this  question.  It  contains  the 
following  points: 

• The  administration  of  anesthesia 
for  any  procedure  falls  into  the  de- 
finition of  the  practice  of  medicine. 


Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine, 
TMA,  401  W 15th  St,  Austin.  TX  78701;  fax  (512)  370-1632; 
e-mail  larry_b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors,  and  are  subject  to  editing  and  abridgment. 
Letters  represent  the  opinions  of  the  authors  and  do  not  necessar- 
ily reflect  the  policies  of  the  Texas  Medical  Association. 


• The  administration  of  anesthesia 
may  be  delegated  to  qualified  and 
properly  trained  CRNAs. 

• A physician  is  responsible  lor  and 
subject  to  disciplinary  action  lor 
lailing  to  supervise  adequately 
those  persons  acting  under  his  or 
her  supervision,  including  failure 
to  supervise  adequately  delegated 
acts. 

• The  delegating  physician  remains 
responsible  to  tbe  TSBME  and  to 
his  or  her  patients  for  acts  per- 
formed by  a qualified  nurse  anes- 
thetist under  the  physician’s 
delegated  authority. 

Secondly,  Mr  Dunlap  comments  on 
the  LaCroix  case.  Whether  the  adverse 
event  was  overdose  or  anaphylaxis  is 
unclear  to  me;  however,  I believe  that 
the  probability  of  “rescue”  from  an  ad- 
verse event  is  greater  when  a physician 
is  involved  in  the  care.  Several  patient 
outcome  studies  support  this  position 
{Anesth  Analg.X^GG-,  82:1273-1283;  N 
Engl  J Med.  October  16,  1997;  and 
Med  Care.  July  1992).  Additionally,  the 
Texas  Supreme  Court  never  agreed  to 
hear  this  case.  In  lact,  on  February  13, 
1998,  the  Supreme  Court  denied  the 
petition  for  review  ol  this  case. 

Third,  Mr  Dunlap  made  reference  to 
Atty  Gen  Opinion  DM443.  That  opin- 
ion related  to  electromyography,  and 
any  relevancy  to  anesthesia  is  obscure. 

Finally,  Mr  Dunlap  discusses  relative 
educational  qualifications.  He  com- 
pares 1 year  of  critical  care  nursing  ex- 
perience to  a medical  internship  or  the 
first  year  of  a residency.  He  also  com- 
pares 24-36  months  of  nurse  anesthesia 


training  to  an  anesthesiology  residency. 
Even  in  centers  that  offer  both  training 
programs,  the  program  content  as  well 
as  the  medical  intensity  of  the  programs 
is  different.  All  anesthesiologists  are 
physicians  who  have  completed  more 
than  1 0 years  ol  education  and  medical 
training  beyond  high  school.  Thirty- 
seven  percent  of  nurse  anesthetists  do 
not  have  bachelor’s  degrees.  Twenty- 
two  percent  have  master’s  degrees,  and 
fewer  than  2%  have  PhDs  (/  Am  Assoc 
Nurse  Anesth.  June  1996). 

I believe  that  anesthesiology  is  the 
practice  of  medicine  and  that  a physi- 
cian may  delegate  some  tasks  to  non- 
physicians. When  delegation  occurs,  I 
believe  that  the  delegating  physician 
retains  legal,  moral,  and  ethical  re- 
sponsibility for  supervision  of  tbe 
nonphysician,  and  for  providing  all 
medical  care  to  the  patient  that  is  be- 
yond the  training  and  competency  of 
the  nonphysician.  This  responsibility 
is  independent  ol  “having  signed  an 
order.”  Medical  responsibility  during 
anesthesia  is  an  important  issue,  and 
the  apparent  conflict  in  the  interpreta- 
tions of  the  TSBME  and  the  Texas 
Board  of  Nurse  Examiners  needs  reso- 
lution. 

William  H.  King,  MD 

President 

Texas  Society  of  Anesthesiologists 
401  W 15th  St.  Ste  990 
Austin.  TX  78701 
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by  Michael  J.  Smith,  MS,  MBA,  CPA,  CPC,  CFP,  QPA 


Q 


A 


One  of  my  financial  advisors  suggested  I adopt  a Defined  Benefit  plan  for  my 
professiorud  corporation.  I am  45  years  old  and  recently  experienced  a drarrmtic 
increase  in  my  income,  accompanied  by  a substantial  increase  in  my  income 
tax.  I have  one  full-time  employee  and  have  not  had  a plan  in  the  past.  What 
are  the  pros  and  cons  of  this  type  of  plan? 


Contributions  to  a Defined  Benefit  plan  are  determined  by  the  benefits  specified. 
Benefits  are  limited,  but  contributions  are  not.  For  example,  if  the  retirement 
benefit  at  age  65  is  defined  as  50%  of  highest  annual  compensation,  a calculation 
would  have  to  be  made  to  determine  how  much  you  must  have  in  the  plan  to 
provide  this  lifetime  benefit  and  how  much  you  have  to  contribute  per  year  to 
ensure  that  benefit  level  at  retirement.  In  general,  you  need  about  10  times  the 
annual  benefit  in  the  account  at  age  65.  So  if  the  defined  retirement  benefit  were 
$120,000  per  year,  you  would  need  approximately  $1.2  million  in  the  plan.  If  you 
have  20  years  to  fund  the  plan  and  can  earn  9%  per  year,  the  level  premium  con- 
tribution required  would  be  about  $24,000  per  year.  This  is  an  oversimplification 
of  the  actual  calculation,  hut  it  illustrates  the  basic  principle. 


20  Years  to  fund  at  9%  return 

Annual  funding  limit  Accumulation  at  age  65 


Defined  Contribution  plan 
Defined  Benefit  plan 
Difference 


$30,000 
$24,000 
$ 6,000 


$1,535,000 
$1,228,000 
$ 307,000 


Defined  Benefit  plans  are  complicated  and  relatively  expensive  to  administer.  Also,  at 
age  45  you  are  probably  better  off  funding  a combination  Money  Purchase  Pension  and 
Profit  Sharing  Plan.  These  are  Defined  Contribution  plans.  As  you  may  know,  the  contri- 
bution limits  for  these  plans  are  the  lesser  of  $30,000  per  year  or  25%  of  compensation. 
If  you  were  in  your  mid  50s,  the  Defined  Benefit  plan  would  produce  a better  result. 


10  Years  to  fund  at  9%  return 

Annual  funding  limit  Accumulation  at  age  65 


Defined  Contribution  plan 
Defined  Benefit  plan 
Difference 


$30,000 

$79,000 

$49,000 


$ 456,000 
$1,200,000 
$ 744,000 


Due  to  complexity  and  the  mle  restricting  use  of  a combination  of  both  types  of  plans. 
Defined  Benefit  plans  have  fallen  out  of  favor  for  small  employers.  But  good  news  is  on  the 
horizon.  Starting  in  the  year  2000,  the  mle  limiting  combined  plans  no  longer  will  apply.  In 
other  words,  you  can  have  both  a Defined  Contribution  plan  and  a Defined  Benefit  plan. 


Michael}.  Sinit/i  is  ihe  Manager  of  Advanced  Services  m Mercer  Globa!  Advisors  (MGA).  MGA  desigris /inartciai  solMt3(m.s  to  address  die  unique 
needs  of  doctors  and  dieir  families . Their  fmancial  /)lanners  are  supl)orted  by  corporate-bosed  pension , tntsi , accounting  and  law  experts , and  their  fee- 
only  investment  management  services  give  individual  investors  access  to  the  cost  and  tax  benefits  of  insti'tuti(ma//und5.  To  reach  MGA,  call  toll-free.  I- 
800'898-4MGA,  or  visit  their  web  .site  at  uhvuj, mgadvisors.com.  These  hypothetical  questions  and  answers  are  provided  far  educational  purposes  only. 
Your  circumstances  may  i>ary.  Thus,  consult  a financial  andjor  legal  professional  before  malang  these  types  of  decisions. 


Letters 


Limitations  must  be 
known 


HEN  I FIRST  READ  M R 
Eddie  Dunlaps  letter  (“CRNA 
Training  Is  Extensive,”  March 
1998  Texas  Medicine,  pp  5-6), 

I thought  he  was  joking.  To  compare  1 
year  of  “experience  in  a critical  care 
area”  and  “24—36  months  of  additional 
ttaining”  to  a residency  in  anesthesia  is 
not  only  insulting  to  all  physicians,  it  is 
frightening  to  think  that  this  person  is  I 
taking  care  of  patients. 

Mr  Dunlap’s  delusions  that  he  is 
equal  in  training  to  a physician  would 
make  me  concerned  that  he  does  not 
know  his  limitations,  which  is  the 
most  dangerous  quality  in  any  health 
care  professional. 

I hope  that  his  hospital  is  aware  of 
this  problem. 


Daniel  Kocurek,  MD 

800  W Riindol  Mill  Rd 
Arlington,  TX  76012 


Quality  universal  health 
care  system  needed 


The  interview  with  med-! 
I CAL  ethicist  Laurence  McCul- 
lough, PhD,  (“You’re  Still  in 
Control,”  March  1998  Texas  Med- 
icine, pp  28-31)  does  not  do  justice  to 
the  curtent  situation.  One  of  the  most 
corrosive  effects  of  profit  care  is  the  lack 
of  continuity  of  care.  Many  of  us  can 
live  with  a drop  in  income,  but  it  hutts 
to  lose  a patient  who  wants  to  stay  with 
us  but  is  forced  to  change  physicians  by 
a new  insurance  company. 

Dr  McCullough  recommends  that 
we  practice  ethical  medicine  in  spite 
of  managed  care.  This  will  not  bring 
about  the  demise  of  profit  care.  Physi- 
cians must  organize  and  educate  the 
public  as  honest  brokers,  not  as  an- 
other special  interest  whose  real  con- 
cern is  our  wallet.  We  must  design  a 
modern  health  care  system  that  has 
quality,  affordability,  choice,  and  uni- 


TEXAS  MEDICINE  ★ MAY  I998 


Letters 


L'ern  is  our  wallet.  We  must  design  a 
modern  health  care  system  that  has 
quality,  affordability,  choice,  and  uni- 
versal access,  d'here  must  be  emphasis 
on  patient  education,  including 
lifestyle  and  prevention,  and  medical 
education  and  research. 

In  addition,  patients  should  have  ac- 
cess to  a report  card  on  physicians  and 
hospitals.  If  the  profession’s  only  con- 
cern about  profit  care  is  our  income, 
then  blasting  profit  care  will  achieve 
nothing.  If  we  propose  a modern,  prin- 
cipled, quality  universal  health  care  sys- 
tem with  the  patient  as  the  No.  1 
priority,  we  will  surely  carry  the  day. 

Make  no  mistake,  profit  care  is  not 
in  place  just  because  of  the  financial 
assets  of  the  industry.  We,  the  medical 
profession,  cared  about  our  individual 
patients,  but  regardless  of  claims  to 
the  contrary,  we  ignored  the  commu- 
nity at  large.  It  is  not  too  late  to 
I change  course. 

Jerry  Frankel,  MD 

\144I  Redbud  Blvd,  Ste  261 
\McKinney,  TX  75069 


Action 

in  your  e-mail  box 

Action  is  going  electronic. 

Sign  u[)  today  to  subscribe 
to  Action,  tlie  newsletter, 
via  e-mail. 


WHY? 

• Don't  wail  tor  snail  mail  to  biiM;  ...u 
Action's  news,  insights  and  praciitv 
saving  tii)S 

• (let  each  monthly  issue  nearly  two 
weeks  early. 

• (let  one  less  jiiece  of  mail  from  'FMA. 

• File  the  articles  electronically  or  instantly 
zap  them  to  your  friends  and  colleagues. 


To  subscribe,  visit  the  Members  Only  section  of  the  TMA  Web  site  at  wvvw.texmed.org  and  follow  the 
links  from  the  home  page.  Next  month's  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before 
the  ink  is  even  dry  on  the  paper  version. 


BECAUSE  YOU  WENT  TO  MED  SCHOOL 
NOT  LAW  SCHOOL. 


Maybe  it's  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 

Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 

api  * F^ici 

http://www.amph.com,  apl 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  co  offer  nacional  experience,  local  service,  scabilicy  and  commitment 
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iT^rofessiondl  i^otection  Exclusively  since  18S9 


To  reach  your  local  office,  call  800-344-1899. 


People 


Newsmakers 


Galveston  hematologist  Jack  B.  Alperin, 
MD,  received  the  Alumni  Appreciation 
Award  for  Excellence  in  Teaching  horn 
The  University  ol  Texas  Medical  Branch 
at  Galveston  School  of  Medicine 
Alumni  Association.  Dr  Alperin  also 
[was  honored  by  the  Lone  Star  Chapter 
of  the  National  Hemophilia  Founda- 
tion with  the  Award  of  Excellence  lor 
I his  dedicated  service  to  the  hemophilia 
I and  bleeding  disorders  community. 

John  C.  Baldwin,  MD,  Houston,  re- 
Iceived  the  medal  of  honorary  distinc- 
tion at  the  Fifth  Hellenic  Congress  of 
Angiology  and  Cardiovascular  Surgery 
in  Athens,  Greece. 

The  1 998  El  Paso  County  Medical  So- 
ciety officers  include  internist  Elaine 
Mowinski  Barron,  MD,  president;  pul- 
monary disease  specialist  Genaro 
I Vazquez,  MD,  president-elect;  internist 
Branch  Craige  III,  MD,  vice  president; 
and  nephrologist  Dionicio  M.  Alvarez, 
MD,  secretary. 

Houston  general  surgeon  F.  Charles 
Brunicardi,  MD,  was  elected  president  of 
the  Association  of  Academic  Surgery. 

! 

I Family  practitioner  Frank  Bryant,  Jr, 


; Please  let  Texas  Medicine  know  about  your  honors 
1 and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership: election  or  appointment  to  an  office  of  or  honors  from,  a 
national  or  state  organization;  or,  space  permitting,  recognition 
i at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
: at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
1 Medicine.  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370- 
I 1632;  e-mail  Johanna ffi@texmed.org. 


MD,  was  honored  by  tbe  San  Antonio 
Region  ofThe  National  Conference  for 
his  dedication  and  support  to  build 
compassionate  human  relations  among 
all  races,  religions,  and  cultures. 

The  1998-1999  Texas  Society  of 
Pathologists  officers  include  Maximil- 
ian Buja,  MD,  Houston,  president; 
Thomas  M.  Wheeler,  MD,  Houston, 
president-elect;  Oscar  D.  Abbott,  MD, 
San  Antonio,  secretary;  and  Kevin  S. 
Homer,  MD,  Fort  Worth,  treasurer. 

Plastic  surgeon  Ernest  Cronin,  MD, 
neurosurgeon  Robert  Grossman,  MD, 

and  cardiovascular  surgeon  Kenneth  L. 
Mattox,  MD,  all  of  Houston,  received 
the  Distinguished  Surgeons  Award 
from  the  National  Association  of  Op- 
erating Room  Nurses  and  its  Greater 
Houston  chapter. 

General  practitioner  John  K.  Griswell, 
MD,  Keene,  was  selected  by  members  of 
Huguley  Health  System  medical  staff  as 
Huguley’s  1 997  Physician  of  the  Year. 

Graham  general  surgeon  Charles  E. 
Oswalt,  MD,  received  the  St  George 
Medal  from  the  American  Cancer  So- 


Leonard  G.  Paul,  MD  Saleh  M.  Shenaq,  MD 


ciety  for  his  distinguished  service  in 
helping  to  achieve  the  society’s  goals 
in  the  fight  against  cancer. 

Leonard  G.  Paul,  MD,  San  Antonio, 
was  named  1998  Family  Physician  of 
the  Year  by  tbe  Alamo  Chapter  of  the 
Texas  Academy  of  Family  Physicians. 

Michael  J.  Reardon,  MD,  was  appointed 
chief  ol  the  Division  of  Cardiotho- 
racic  Surgery  at  Baylor  College  of 
Medicine  and  chief  of  cardiothoracic 
surgery  at  The  Methodist  Hospital  in 
Houston. 

Rod  J.  Rohrich,  MD,  Dallas,  received 
the  1 997  Distinguished  Service  Award 
Irom  the  Plastic  Surgery  Educational 
Foundation  for  his  commitment,  con- 
tribution, and  guidance  in  the  devel- 
opment of  innovative  educational 
programs  in  plastic  surgery. 

Houston  plastic  surgeon  Saleh  M. 
Shenaq,  MD,  was  elected  vice  president 
of  the  American  Society  for  Recon- 
structive Microsurgery.  Dr  Shenaq  also 
was  appointed  chair  of  the  Curriculum 
Committee  for  the  Association  of  Aca- 
demic Chairmen  in  Plastic  Surgery 
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Memorial  a Tribute  Giving 


REMEMBER  a 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services,  Inc., 
will  provide  you  with  the  solu  tions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  with  a reputa- 
tion for  obtaining  reasonably  priced 
malpractice  insurance  regardless  of 
a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services,  Inc. 


For  additional  information,  contact: 

Bill  Canipe,  Vice  President 
Aberdeen  Medical  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Croups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Urologist  Andrew  C.  von  Eschenbach, 

MD,  was  named  executive  vice  presi- 
dent and  chief  academic  officer  at  The 
University  of  Texas  M.D.  Anderson 
Cancer  Center  in  Houston. 

Houston  obstetrician  Isabelle  A. 
Wilkins,  MD,  was  named  vice  president 
of  the  American  Institute  of  Ultra- 
sound in  Medicine.  Dr  Wilkins  also 
was  reappointed  to  the  American  Col- 
lege of  Obstetricians  and  Gynecologists 
Subcommittee  of  Practice  Bulletins. 

Cardiovascular  disease  specialist  James 
T.Willerson,  MD,  received  the  1998  Dis- 
tinguished Alumnus  Award  from  Baylor 
College  of  Medicine  in  Houston. 


Deaths 


Ed  Frank  Bayouth,  MD,  63;  Leakey; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1962;  died  Feb- 
ruary 24,  1998. 

Edwin  Boyce  Dempsey,  MD,  72; 

Odessa;  Baylor  Gollege  of  Medicine, 
1951;  died  February  12,  1998. 

Harry  Morrow  Little,  Jr,  MD,  68;  La 

Marque;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1957; 
died  February  24,  1998. 

Xuan  Nguyen,  MD,  62;  Lubbock; 
Saigon  University-Vietnam,  1964; 
died  February  15,  1998. 

Joseph  Ernst  Wolpmann,  DO,  71; 

Junction;  University  of  Health  Sci- 
ences-Kansas  Gity,  Mo,  1956;  died 
February  21,  1998. 
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Pepcid 

Ag^Xcid 

"ontndler. 


ACID  MDOetf  / fAMOnom  rAUm  to  mg 


Freedom  From  the  High  Cost  of  Heartburn 


Pepcid  AC^ 

Ranitidine  1 50  mg 
Prilosec®*  20  mg 


Medicaid  requires 
a prescription 
for  coverage  of 
Pepcid  AC  10  mg 


’Prilosec  (omeprazole)  Is  a registered  trademark  of  Astra  Merck. 

1 . Sources:  IR!.  November  1997:  Red  Book  Update.  November  1997: 
IMS  America.  September  1997. 


© Johnson  & Jolmson  o MERCK  Consumer  Pharmaceuticals  Co.,  1998 
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® Registered  trademark  of  Merck  & Co.,  Inc. 
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ROUNDS 


Physicians  welcome 
new  focus 
of  conference 


What  is  the  changing 
health  care  environment 
doing  to  physicians  as 
professionals,  and  how  should  they 
deal  with  the  new  ethical  issues  they 
face  today?  Tough  questions  such  as 
these  were  central  to  Texas  Medical 
Association’s  Winter  Leadership 
Conference,  February  28,  in  Austin. 
Judging  by  members’  satisfaction 
surveys,  physicians  are  hungry  to  ex- 
plore and  debate  such  questions. 

TMA  members  gave  this  year’s 
conference  one  of  its  highest  ratings 
in  many  years,  even  though  the  usual 
topics  took  a back  burner.  In  the  tur- 
bulent health  care  climate  of  recent 
years,  TMA’s  leadership  conferences 
have  focused  heavily  on  how  legisla- 
tive and  socioeconomic  issues  affect 
physicians’  practices  and  their  pa- 
tients. This  year,  most  of  the  speak- 
ers addressed  how  these  challenging 
times  impact  physicians’  values,  their 
professionalism,  and  medicine’s 
standing  in  the  community. 

Join  your  peers  to  explore  another 
facet  of  medical  professionalism  at 
TMA’s  1998  Fall  Leadership  Confer- 
ence. With  the  theme  “Quality  in  the 
Face  of  Change,”  the  conference  will 
be  held  September  19  in  Austin. 


Then  TMA  President  Phil  H.  Berry,  Jr,  MD, 
asked  physicians  to  climb  aboard  the  Profes- 
sionalism Express  at  the  1998  Winter  Leader- 
ship Conference.  During  his  year  as  president. 
Dr  Berry  said,  his  responsibility  as  TMA’s  con- 
ductor required  him  to  pick  the  right  train  to 
take  TMA  members  to  “the  land  where  we  can 
all  practice  medicine  the  way  we  want,  unhin- 
dered, with  our  only  concern  being  the  patient’s 
best  interest.  ” Pie  said  he  also  was  entrusted  to 
avoid  bad  stops  along  the  way  such  as  “frustra- 
tion, hassle,  interference,  and  bottom-line  men- 
tality. ” TMA’s  efforts  to  educate  physicians  on 
fraud  and  abuse  regulations;  September’s  Open 
Forum  on  Ethics,  Professionalism,  and  Qual- 
ity; the  development  of  the  Texas  Health  Qual- 
ity Institute;  and  I998’s  winter  leadership 
conference  with  the  theme  “Focus  on  Profes- 
sionalism” all  helped  TMA  members  get  on  the 
right  track  this  year.  Dr  Berry  said. 
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Thomas  R.  Reardon,  MD,  chair  of  the  American  Medical  Association 
Board  of  Trustees,  said  professionalism  is  the  "tall  challenge”  of  working 
toward  "making  medicine  better.  ” He  defined  professionalism  as  value 
in  serving,  protecting,  and  empowering  patients;  expertise  in  making 
treatment  decisions;  and  trust  in  maintaining  high  standards  and  ac- 
countability. 


William  R.  Archer  III,  MD,  commissioner  of  the  Texas  Department  of 
Health,  is  welcomed  to  the  1998  Winter  Leadership  Conference  by  for- 
mer TMA  President  Betty  P.  Stephenson,  MD,  of  Houston.  Dr  Archer 
commended  Texas’  long  history  of  public  health  successes  but  also  encour- 
aged physicians  to  protect  public  health  from  politicization.  Although 
combating  disease  remains  a challenge.  Dr  Archer  said,  "what  is  even 
more  threatening  to  public  health  is  the  growing  array  of  entrenched  so- 
cial dynamics  that  has  made  our  etitire  population  vulnerable  to  a large 
assortment  of  potential  health  problems  — drug  and  alcohol  abuse,  to- 
bacco use,  teen  pregnancy,  youth  violence,  and  family  disintegration.  At- 
tempts to  solve  these  problems  cannot  go  forward  without  a deeper 
understanding  of  their  causes.  ” 


Reed  V.  Tuckson,  MD,  group  vice  president  for  professional  standards  at 
the  AMA,  urged  TMA  members  to  work  with  the  AAIA  for  physician 
autonomy  while  still  maintainmg professionalism.  Dr  Tuckson  said 
physicians  must  push  advocacy  efforts  for  patient  protection  to  the  front 
of  their  agendas.  “If  we  can  convince  the  public  that  we  are  acting  in 
the  interest  of  our  society,  then  we  have  a very  good  chance  to  be  given 
the  space  to  make  good  on  our  obligations,  ” he  said. 
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John  Burnside,  MD,  chair  ofTMA’s  Council  on  Scientijic  Ajfairs,  dis- 
cussed ethical  considerations  of  genetic  research  during  the  winter  leader- 
ship conference.  Genetic  research  will  give  physicians  a greater 
understanding  of  the  origins  of  diseases  and  the  ability  to  prevent  or  cure 
them,  according  to  Dr  Burnside,  but  will  raise  many  ethical  issues. 
Physicians  must  vigorously  participate  in  the  political  and  public  policy 
debate  over  genetic  research  so  that  ethical  concerns  do  not  limit  legiti- 
mate scietitific  advances  in  medicine,  he  said.  “As  with  other  major  his- 
torical events,  we  are  beginning  a journey  without  having  a clear  view 
of  the  destination.  We  cannot,  however,  not  make  the  journey.  ” 


TMA  President  John  P.  Hoive  III,  MD,  leads  a discussion  on  profession- 
alism during  the  general  session  at  TMA's  1998  Winter  Leadership 
Conference. 


US  Rep  Charles  Norwood,  DDS  (R-Ga),  waits  in  the  press  room  before 
speaking  at  the  1998  Winter  Leadership  Conference.  Dr  Norwood,  a 
practicing  dentist,  drew  standing  ovations  for  his  efforts  to  pass  federal 
patient  protection  laws.  “Patients  must  have  the  final  say  in  choosing 
their  doctors  and  health  plans,  ” Dr  Norwood  said.  “And  managed  care 
plans  must  be  held  legally  responsible  for  damages  caused  by  denial  of 
promised  and  medically  necessary  care.  ” Dr  Norwood  said  his  efforts 
have  met  with  stiff  opposition  from  his  own  party.  “Most  of  the  people 
opposing  us  in  protecting  our  patients  are  my  friends  — and  I’m  run- 
ning out  of  friends.  ” 


TMA  alternate  delegate  to  the  AMA  and  Jacksonville  internist  Joe  H. 
Cunningham,  MD,  left,  and  Fort  Worth  trauma  surgeon  Robert  W. 
Sloane,  Jr,  MD,  talk  shop  during  a break  in  the  action  at  the  winter 
leadership  conference. 


1 6 


TEXAS  MEDICINE  ★ MAY  I998 


By  Johanna  Franke 


Because  May  is  National  Mental  Health  Month,  “MedBytes”  focuses  on  sites 
that  provide  psychiatric  information  for  physicians  and  their  patients. 

Kick  back  on  the  CyberCouch 

Two  Dallas-area  psychiatrists  and  TMA  members, Thomas  A.  Grugle,  MD,  and 
Daniel  Pearson  III,  MD,  along  with  Dallas  licensed  clinical  psychologist  Mary 
Ann  Shaw,  EdD,  have  developed  The  CyberCouch  at  cybercouch.com. 

The  site  provides  a scale  by  which  visitors  can  rank  their  psychotherapists, 
as  well  as  chat  and  forum  areas  to  participate  in  discussions  with  psychiatrists. 
Links  to  original  articles  by  the  CyberCouch  staff  and  descriptions  of 
recommended  self-help  books  can  be  found  in  the  library  and  bookstore 
sections  of  the  site.  Links  to  other  helpful  sites  and  newsgroups  are  located  in 
“The  CyberCouch  Links’’  area. 

Get  psyched  about  the  APA 

APA  Online,  the  American  Psychiatric  Association  (APA)  Web  site,  offers 
information  for  physicians  and  patients,  and  is  located  at  www.psych.org. 

The  “Medical  Education’’  and  “Practice  of  Psychiatry”  areas  of  the  site 
provide  important  continuing  medical  education  and  managed  care  information 
for  physicians.  The  “Other  Organizations”  section  contains  links  to  psychiatric 
resources  while  “APPI”  leads  to  the  site  for  American  Psychiatric  Press,  Inc,  the 
leading  publisher  of  books,  journals,  and  other  media  related  to  psychiatry. 

The  APA  site  contains  basic  mental  health  facts  in  the  “Public  Information” 
area  and  more  specific  topical  data  in  the  clinical  resources  section.  “News 
Stand”  provides  access  to  APA  event  dates,  press  releases,  newsletters,  and  the 
latest  psychiatric  news.  Visitors  can  find  research  funding  and  training 
information  under  “Research  Resources,”  and  federal  legislative  and 
regulatory  news  in  the  “Public  Policy  Advocacy”  sections. 

A mental  health  smorgasbord 

The  Mental  Health  Infosource  site  at  www.mhsource.com  features  the  latest 
mental  health  news,  a listing  of  national  continuing  medical  education 
conferences,  an  “Ask  the  Expert”  section,  and  other  interactive  chat  rooms 
and  mailing  lists. 

Physicians  can  sign  up  for  a listing  under  “MHI  Professional  Directory,” 
which  helps  site  visitors  find  nearby  mental  health  professionals.  The 
“Classifieds”  section  lists  residencies,  fellowships,  products,  services,  and 
practice  opportunities  by  state. 

Get  some  Action  in  your  e-mail  box 

You  can  now  subscribe  to  Action,  TMA’s  monthly  newsletter,  via  e-mail  by 
going  to  TMA’s  Web  site  at  www.texmed.org.Sign  up  on  the  “Members  Only” 
main  page  or  in  the  “News  & Events”  area  under  “Members  Only.” 

MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas 
physicians.The  column  also  highlights  features  oftheTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Dr  Howe  assumes 
TMA  presidency 
with  goal  of 
building  consensus 


TMA  President  John  P.  Howe  III,  MD 


John  P.  Howe  III,  MD,  the  Texas  Medical  Association’s 
new  president,  is  fond  of  telling  his  audiences  that 
when  he  was  approached  about  becoming  president  of 
The  University  of  Texas  Health  Science  Center  at  San 
Antonio  (UTHSC-SA)  in  1985,  he  was  assured  ol  3 
things:  Oil  production  meant  Texas  was  awash  in  money, 
the  UT  System  had  deep  pockets,  and  the  Lone  Star 
State  had  a much  warmer  climate  than  the  harsh  New 
England  winters  he  was  used  to. 

But  alter  he  accepted  the  job,  and  between  the  time 
his  plane  left  Boston  and  landed  in  Texas,  he  says  3 
things  happened:  The  price  of  oil  dropped  from  $37  to 


$7  per  barrel,  the  state’s  higher  education  budget  was 
threatened  with  a $26  million  cut,  and  13  inches  of 
snow  fell  in  San  Antonio. 

“It  was  my  introduction  to  Texas  story-telling  at  its 
best,”  Dr  Howe  recalls,  chuckling.  “All  of  this  occurred 
within  months  of  these  wonderful  Texans  telling  me 
about  a warm  climate,  lots  of  money,  and  a well-en- 
dowed University  of  Texas.  It  was  a rude  awakening  to 
find  out  that  wasn’t  the  case  when  I first  arrived.” 

A timid  soul  might  have  gotten  back  on  the  plane  and 
returned  to  Boston.  Dr  Howe,  however,  did  not.  He  hung 
in  there  and,  eventually,  the  snow  melted,  the  price  of  oil 
went  back  up,  and  the  drastic  budget  cut  was  averted. 

Dr  Howe,  55,  has  since  built  the  San  Antonio  cam- 
pus into  a driving  force  in  meeting  the  health  care  needs 
of  South  Texans  and  in  providing  educational  opportu- 
nities lor  the  area,  a feat  that  was  recognized  in  February 
when  he  was  named  “Mr  South  Texas”  by  the  Washing- 
ton’s Birthday  Celebration  Association  in  Laredo.  Under 
his  leadership,  the  South  Texas/Border  Region  Health 
Education  Initiative  has  helped  create  21  new  education 
programs  since  1995  and  is  responsible  for  about  $30 
million  contributed  to  help  enhance  opportunities  for 
students  from  Laredo  to  the  Lower  Rio  Grande  Valley  to 
Corpus  Christ!  and  the  Coastal  Bend. 

Dr  Howe  also  has  continued  his  involvement  with  or- 
ganized medicine  in  his  newly  adopted  state,  just  as  he 
had  in  Massachusetts.  He  served  as  president  of  the 
Bexar  County  Medical  Society  in  1996,  and  last  month, 
he  became  TMA  president  during  TexMed  ’98:  Educa- 
tional Showcase  & Expo. 

Role  models 

Dr  Howe’s  journey  from  the  small  town  of  Bethel,  Me, 
to  dual  board  certification  in  internal  medicine  and  car- 
diology, and  to  the  twin  presidencies  of  UTHSC-SA  and 
TMA,  was  influenced  by  2 major  role  models  — his  own 
father  and  Bill  Boynton,  MD,  his  best  friend’s  father. 
They  helped  instill  in  him  a love  and  respect  for  educa- 
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cion  and  a desire  to  become  a physician.  “1  was  blessed 
by  having  w'onderlul  role  models  who  inspired  me  to  be 
all  I could  be,”  Dr  Howe  said. 

The  elder  Howe  was  the  head  ol  product  develop- 
ment lor  a lumber  company  in  western  Maine,  but  at  the 
age  of  40  moved  the  lamily  to  New  Haven,  Conn,  while 
he  earned  a master’s  degree  and  PhD  Irom  the  College  of 
Forestry  at  Yale.  That  allowed  him  to  lulfill  a dream  ol 
becoming  a prolessor  and  chair  ol  the  Wood  Chemistry 
Department  at  the  University  ol  Idaho  College  of 
Forestry,  a position  he  held  until  he  retired. 

Even  then  his  education  didn’t  end.  He  enrolled  in  the 
Andover  Newton  Theological  School  in  Newton,  Mass,  at 
age  65,  and  2 years  later,  to  the  applause  of  his  children 
and  grandchildren,  received  his  degree  and  became  a Pres- 
bnerian  minister. 

Dr  Boynton,  1 ol  only  2 physicians  in  Bethel,  a town 
of  800  residents,  showed  the  young  John  Howe  the  ded- 
ication required  to  be  a physician. 

“Whether  it  was  a 2 am  delivery 
or  a 4-in-the-afternoon  reduction 
of  a Iracture,  he  was  there.  He 
had  a palpable  presence  in  the 
hearts  of  the  town’s  citizenry,”  Dr 
Howe  recalled. 

An  untimely  death  in  the 
Howe  family  led  to  Dr  Howe’s  in- 
terest in  cardiology.  Dr  Howe’s  fa- 
ther was  only  14  when  his  father 
died  from  a defective  heart  valve 
damaged  by  rheumatic  fever  when 
he  was  a child.  “In  those  days,  the 
only  remedy  was  digitalis,  and  so 
he  was  severely  short  of  breath.  My  granddad  died  a very 
difficult  death,  and  hearing  stories  of  that  sparked  my  in- 
terest in  cardiology.  What  was  a death-delivering  sen- 
tence for  my  grandfather  is  a malady  easily  treated  today 
with  valve  replacement,”  he  said. 

After  earning  his  undergraduate  degree  from  Amherst 
College  and  his  medical  degree  from  Boston  University,  Dr 
Howe  completed  his  internal  medicine  residency  at  Boston 
City  Hospital  and  his  cardiology  residency  at  one  of  the 
Harvard  teaching  hospitals.  Even  though  the  Vietnam  War 
had  just  ended,  the  Army  called  Dr  Howe  to  active  duty 
and  he  became  head  of  the  critical  care  units  at  Triplet 
Army  Medical  Center  in  Honolulu.  It  was  during  that  tour 
of  duty  that  he  found  himself  and  a Medevac  team  de- 
ployed to  the  big  island  of  Hawaii  to  stand  by  to  provide 
medical  coverage  for  then  Vice  President  Gerald  Ford. 

After  the  Army,  Dr  Howe  returned  to  Harvard  and 
was  among  a small  group  of  physicians  selected  to  de- 
velop the  University  of  Massachusetts  Medical  School, 


that  state’s  lust  public  medical  school.  He  began  . . . 

sistant  professor  ol  medicine  and  eventually  becan,, 
school’s  academic  dean.  During  that  time,  he  was  ui 
tively  involved  in  practicing  cardiology,  including  serv- 
ing as  a team  physician  lor  the  Boston  Red  Sox. 

His  involvement  in  organized  medicine  began  during 
that  period.  He  was  elected  president  of  the  Worcester 
District  Medical  Society  and  became  the  first  president 
since  1836  to  be  reelected  to  a second  term.  He  was  en 
route  to  the  presidency  of  the  Massachusetts  Medical  So- 
ciety when  he  was  offered  the  presidency  in  San  Antonio. 

Consensus  builder 

Dr  Howe,  who  describes  his  leadership  style  as  quiet,  be- 
hind-the-scenes consensus  building,  says  he  took  the  pulse 
of  the  association’s  membership  during  his  “internship” 
year  as  TMA  president-elect  and  was  struck  by  physicians’ 
concern  for  the  profession  of  medicine  and  its  future. 

“We’re  in  a time  of  tumult,  with 
great  change  before  us,  and  in  a 
time  like  this,  it  is  so  important  that 
we  find  ways  of  coming  together 
with  a common  voice  and  a com- 
mon viewpoint,”  he  said.  “The  era 
is  ripe  for  leadership  that  has  a real 
passion  for  profession,  and  my  goal 
is  a straightforward  one.  I would 
like  nothing  better  than  12  months 
from  now  to  hear  the  voices  of  my 
colleagues  with  a common  message 
— that  the  Howe  presidential  year 
made  a difference  in  the  lives  of  our 
state’s  practicing  physicians.” 

Dr  Howe  says  he  hopes  to  persuade  more  physicians 
to  become  active  in  organized  medicine  and  to  assure 
TMA’s  35,000  members  that  they  have  more  in  com- 
mon than  they  think.  “Our  successes  will  be  shared  suc- 
cesses, and  they  will  come  in  the  setting  of  consensus.” 

How  can  that  be  accomplished  in  a state  where  physi- 
cians are  in  so  many  diverse  practice  settings  — urban, 
rural,  academic,  private,  group,  and  solo  practices  — and 
where  some  markets  are  dominated  by  managed  care, 
while  in  others  it  is  a small  factor?  The  answer,  he  says,  is 
to  “rally  around  those  teachings  and  values  that  are  com- 
mon to  all  of  us,  and  that  is  caring  for  the  patients.” 

He  is  aware  that  some  physicians  might  fear  that  his  role 
in  academic  medicine  may  color  his  judgment  on  major  is- 
sues during  his  presidency.  Similar  concerns  were  expressed 
when  he  became  president  of  the  county  medical  society  in 
San  Antonio.  But,  he  adds,  “The  concerns  quickly  disap- 
peared as  the  membership  came  to  know  me  and  my  per- 
sonal commitment  to  the  best  practice  of  medicine.” 


“WeVe  in  a time  of 
tumult,  with  great 
change  before  us, 
and  in  a time  like  this, 
it  is  so  important 
that  we  find  ways  of 
coming  together  with 
a common  voice  and 
a common  viewpoint.” 
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RESUSCITATION  AT  THE  END  OF  LIFE:  ARE  SLOW  CODES  ACCEPTABLE?  BY  EUGENE  V.  BOISAUBIN,  MD 


IDEALLY,  THE  USE  OF  CARDIOPULMONARY 
resuscitation  (CPR)  would  be  a standardized  affair, 
and  medical  practitioners  would  follow  agreed-upon, 
published  guidelines  in  appropriate  settings.  Unfortu- 
nately, medical  practice  is  rarely  ideal,  and  the  medical, 
social,  and  ethical  factors  involved  in  many  cardiac  arrests 
complicate  the  issue  of  when  resuscitation  is  appropriate. 

Ironically,  although  our  ability  to  sustain  patients 
with  advanced  technology  has  never  been  better,  in  real- 
ity, some  patients  do  not  want  to  be  resuscitated.  Others 
request  it  even  when  their  chances  for  recovery  or  a 
meaningful  existence  are  poor  to  nonexistent.  Sometimes 
patients  or  their  families  desire  CPR,  but  the  physician 
may  be  ambivalent  or  opposed  to  the  effort,  believing  it 
to  be  a gesture  of  medical  futility. 

It  is  within  this  context  of  professional  uncertainty, 
ambivalence,  and  opposition  to  resuscitation  that  the  cult 
of  the  slow  code  (or  “show”  or  “Hollywood”  code)  has 
evolved.  With  a slow  code,  a deliberate  decision  is  made 
not  to  attempt  aggressive  resuscitation  but  rather  to  allow 
the  patient  to  die  while  making  it  appear  as  though  full 
resuscitative  measures  were  taken.  While  the  prevalence  of 
slow  codes  is  unknown,  given  physicians’  reticence  to  talk 
about  the  practice,  its  use  is  probably  not  uncommon. 

Slow  codes  are  generally  denounced  as  dishonest  — 
part  of  an  overall  deception  that  fails  to  respect  the  in- 
tegrity and  desires  of  patients  and  their  families  — and 
they  are  often  the  result  of  physicians  not  adequately  ad- 
dressing end-of-life  issues  with  their  patients  beforehand. 
Discomfort  with  the  topic  of  death  and  dying,  belief  that 
honestly  discussing  a poor  prognosis  would  lead  to  pa- 
tients losing  hope,  and  an  assumption  that  patients  or 
their  families  should  initiate  the  dialogue  could  explain 
why  physicians  often  do  not  discuss  end-of-life  issues 
with  their  patients  earlier  (1). 

Let  us  consider  a clinical  case  example. 


Eugene  V.  Boisaubin,  MD,A clinical ethi- 
cist  and  professor  of  medicine  at  The  University  of  Texas 
Medical  Branch  at  Galveston. 


A previously  robust,  widowed,  80-year-old  woman  is 
admitted  to  an  intensive  care  unit,  having  sustained  a 
devastating  stroke  that  has  left  her  comatose.  After 
several  days  of  aggressive  support,  no  progress  is 
made,  and  the  physicians  agree  that  death  is  inevitable 
and  imminent.  No  living  will  or  advance  directive  is 
known  to  exist,  and  the  patient’s  previous  wishes  con- 
cerning further  treatment  are  unknown.  However, 
when  issues  of  withholding  medical  treatment  are  dis- 
cussed with  the  eldest  daughter,  she  becomes  agitated 
and  demands  that  everything  be  done  to  keep  her 
mother  alive,  including  CPR.  Forty-eight  hours  later, 
the  daughter  is  in  the  adjoining  waiting  room  when 
her  mother  goes  into  cardiac  arrest.  The  physician, 
afraid  of  confronting  the  daughter,  calls  loudly  for  a 
full  resuscitation,  or  code,  but  consciously  delays  its 
initiation  and  then  abruptly  stops  it,  although  he  asks 
the  resuscitation  team  to  remain  in  the  patient’s  room 
for  several  minutes  more.  He  then  tells  the  daughter, 
“We  tried  everything,  but  we  couldn’t  help  her.” 

This  composite  case  illustrates  most  of  the  elements 
that  typically  influence  the  use  of  a slow  code.  First,  an 
end-of-life  situation  develops  that  was  not  anticipated  by 
the  patient,  family,  or  physician.  The  patient  is  unable  to 
express  her  desires  about  end-of-life  care,  and  no  previ- 
ous treatment  preferences  are  documented  or  known. 
Asked  about  treatment  preferences,  the  family  member 
reacts  with  a reflexive  “do  everything,”  which  is  a re- 
sponse typically  based  on  uncertainty,  ignorance  of  the 
medical  issues,  and  denial.  Unfortunately,  physicians  of- 
ten interpret  such  a response  as  a mandate  to  continue  all 
technologic  support.  And  when  a physician  believes  that 
a family’s  requested  intervention  is  medically  futile  but  is 
unable  or  unwilling  to  come  to  grips  with  admittedly  dif- 
ficult issues,  he  or  she  may  hope  to  resolve  the  problem 
and  appease  survivors  by  creating  the  appearance  of  an 
extraordinary  effort. 

Another  scenario  where  slow  codes  surface  is  when  an 
attending  physician  passes  both  the  mandate  and  the  re- 
sponsibility for  resuscitation  to  a house  officer  but  does 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  pub- 
lication, please  contact  Teri  Moran,  senior  editor,  at  Texas  Medicine,  40 1 W 1 5th  St,  Austin, TX  78701;  phone  (800)  880-1300,  ext  1 371,  or  (5 1 2)  370-1371; 
fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org.  Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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not  adequately  discuss  the  issue  with  the  patient,  family,  or  trainee.  I'he 
house  officer  is  now  the  one  under  duress,  and  he  or  she  may  believe  that 
resuscitation  edorts  would  he  futile  and  ill-advised.  But  in  order  to  avoid 
confrontation  with  the  attending  physician,  the  house  officer  carries  out 
the  slow  code  to  appease  the  attending  physician  as  well  as  the  family. 

Let  us  now  recon- 


sider how  this  compos- 
ite case,  or  another  like 
it,  could  be  better  man- 
aged. First,  the  pa- 
tient’s reflections  and 
beliefs  about  end-of- 
life  care  are  best  han- 
dled by  anticipating 
the  situation  before  a 
catastrophic  event  oc- 
curs. Through  timely 
and  sensitive  office  en- 
counters, where  both 


The  wishes  of 
patients  and  their 
families  should  be 
respected,  but 
respected  in  the 
context  of  what 
is  both  realistic 
and  humane  for 
the  patient. 


the  patient  and  the 

physician  honestly  and  openly  discuss  possible  end-of-life  scenarios,  in- 
cluding the  benefits  and  limitations  of  CPR,  a consensus  might  be 
reached  and  then  documented  at  least  in  the  medical  record,  if  not  also 
in  an  advance  directive,  or  living  will.  A surrogate  decision-maker,  in  case 
of  incapacity,  can  also  be  identified,  with  the  understanding  that  he  or 
she  will  be  informed  and  educated  about  the  patient’s  beliefs  and  prefer- 
ences and  will  provide  input  later,  if  needed. 

But  even  in  the  best  medical  practices,  such  advanced  planning  does 
not  always  happen,  and  the  physician  and  family  are  often  left  struggling 
to  do  the  right  thing  as  each  person  sees  it.  The  physician  should  never 
accept  the  request  to  “do  everything”  without  first  framing  reasonable 
medical  options  in  an  understandable  way.  If  a physician  truly  believes 
that  an  intervention  such  as  CPR  will  be  medically  futile  and  increase  the 
patient’s  suffering,  he  or  she  should  actively  discourage  it.  The  wishes  of 
patients  and  their  families  should  be  respected,  but  respected  in  the  con- 
text of  what  is  both  realistic  and  humane  for  the  patient.  Very  often,  pa- 
tients and  their  families  are  relieved  to  have  physicians  help  them  make 
such  a profoundly  difficult  decision.  They  rarely  possess  the  clinical 
knowledge  to  know  what  to  ask  for,  and  sharing  in  decision-making  may 
help  reduce  their  sense  of  responsibility  or  guilt. 

Facing  end-of-life  issues,  including  CPR,  in  medical  practice  is  com- 
mon and  never  easy.  A concerted  effort  to  address  the  issues  openly  and 
honestly  beforehand  is  optimal,  but  even  later,  physicians  must  continue 
to  provide  realistic,  compassionate  options  for  care  so  that  slow  codes 
fade  into  oblivion. 
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TMAA  president 
embarks 
on  “Mission 
i Possible” 

Mary  Ann  Homer,  a Fort 
Worth  businesswoman,  was 
installed  as  president  of  the 
Texas  Medical  Association  Alliance 
(TMAA)  last  month.  Ms  Homer 
and  TMA  President  John  P.  Howe 
III,  MD,  were  honored  at  a joint  in- 
stallation luncheon  during  TexMed 
’98:  Educational  Showcase  & Expo. 

During  her  term  as  president,  Ms 
Homer  will  emphasize  legislation  and 
political  action,  2 areas  where  TMAA 
makes  great  contributions  to  medi- 
cine and  has  gained  much  strength  in 
recent  years.  TMAA  will  be  involved 
in  get-out-the-vote  efforts  and  candi- 
date support  for  the  1998  elections. 
The  1 999  session  of  the  Texas  Legis- 
lature will  see  accelerated  TMAA  ac- 
tivity, as  well  as  continuation  of  the 
popular  Capitol  Check-Up. 

TMAA  public  service  will  include 
more  efforts  to  increase  organ  donor 
awareness  through  Live  & Then 
Give,  especially  in  helping  other 
state  medical  societies  and  alliances 
adopt  the  program  in  their  own  ar- 
eas. TMAA  also  will  continue  its 
family  violence  initiatives,  one  of  its 
most  successful  recent  endeavors. 

Ms  Homer  also  plans  to  emphasize 
the  importance  of  alliance  membership 
to  medical  student  and  resident 
spouses,  to  the  ever-increasing  number 
of  male  members  of  the  alliance,  and  to 
the  large  number  of  physician  spouses 
who,  because  of  their  own  professions, 
have  not  been  able  to  participate  in 
medical  alliance  projects  in  the  past. 

Ms  Homer  wants  to  assure  TMA 
members  that  TMAA  is  a unified 
force  of  talented,  willing  workers 
who  are  ready  to  stand  by  physicians 
as  partners  in  the  challenges  they 
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face  in  today’s  changing  medical  cli- 
mate. A proposed  new  slogan  lor 
TMAA,  “Physicians’  Spouses  in 
Partnership  with  TMA,”  clearly 
states  “who  we  are  and  who  we  want 
to  be,”  Ms  Homer  said.  “With  the 
support,  acceptance,  inclusion,  and 
encouragement  ol  TMA,  we  can  ac- 
complish much  more  together.” 

Cunningham  award 
call  for  entries  issued 

The  Texas  Medicine  Editorial 
Committee  has  issued  a call 
for  entries  in  the  competition 
for  the  1998-1999  Harriet  Cun- 
ningham Award  ol  Excellence  for 
Meritorious  Scientific  Writing.  The 
$1,000  award  will  recognize  an  out- 
standing clinical  article  written  by  a 
medical  student,  resident,  or  fellow 
for  publication  in  The  Journal  of 
Texas  Medicine.  The  deadline  for 
submitting  articles  is  July  31,  1998. 

Submissions  may  be  review  arti- 
cles or  original  observations  of  inter- 
est to  the  broad  range  of  Texas 
physicians.  They  may  deal  with  clin- 
ical, public  health,  social,  or  eco- 
nomic issues  related  to  the  health 
and  well-being  of  Texans.  The  win- 
ning article  will  be  chosen  by  the 
Texas  Medicine  Editorial  Committee. 

The  competition  is  open  to  any 
Texas  Medical  Association  member 
who  is  enrolled  in  a Texas  medical 
school,  medical  residency,  or  fellow- 
ship program  at  the  time  he  or  she 
submits  an  article  for  publication  in 
Texas  Medicine.  In  the  case  of  multi- 
ple authors,  the  primary  author  must 
be  a student,  resident,  or  fellow.  If 
more  than  1 student,  resident,  or  fel- 
low coauthors  the  winning  paper,  the 
award  will  be  divided  between  them. 

Article  submission  procedures  are 
described  in  Information  for  Authors 
(see  p 75).  Each  submission  should 
include  a cover  letter  stating  that  it  is 
intended  for  consideration  in  the 
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Harriet  Cunningham  Award  competi- 
tion. For  a copy  of  submission  proce- 
dures or  for  more  information  about 
the  award,  please  contact  Larry  Be- 
Saw,  managing  editor,  at  (800)  880- 
1300,  ext  1383,  or  (512)  370-1383. 

Baylor  receives  unrestricted  grant 

Baylor  College  of  Medicine’s  In- 
vestment in  Discovery  cam- 
paign received  a $1  million 
grant  from  Burlington  Resources 
Foundation. 

The  unrestricted  grant,  payable 
over  5 years,  will  provide  flexibility 
fot  funding  high-ptioriry  research 
and  educational  activities  at  Baylor. 
Burlington  Resources  Inc  is  one  of 
the  largest  independent  oil  and  gas 
explotation  and  production  compa- 
nies in  the  nation. 

Celebrities  influence 
medical  decisions 

A national  breast  cancer  study 
shows  that  former  First  Lady 
Nancy  Reagan’s  decision  to 
have  a mastectomy  in  1 987  may  have 
influenced  women  to  choose  the 
same  breast  cancet  treatment. 

A study  coauthoted  by  James 
Goodwin,  MD,  director  of  the  Sealy 
Centet  on  Aging  at  The  University 
of  Texas  Medical  Branch  at  Galve- 
ston, reported  that  3,400  more 
women  than  expected  chose  mastec- 
tomy ovet  lumpectomy  during  the  6 
months  following  Ms  Reagan’s 
surgety.  The  increase  was  not  associ- 
ated with  any  medical  literature  or 
lay  press  publications  that  called  into 
question  lumpectomy  effectiveness. 

The  celebrity  role  model  influ- 
ence was  strongest  among  persons 
who  demographically  resembled  Ms 
Reagan  — white  women  aged  50  to 
79  — but  it  was  most  sustained 
among  women  with  lower  levels  of 
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USPS  helps  lick  organ  shortage 

The  United  States  Postal  Service  (USPS) 
will  release  a special  stamp  this  summer 
designed  to  encourage  people  to  think  and 
talk  about  organ  and  tissue  donation.  By 
increasing  organ  donor  awareness,  the 
USPS  hopes  to  help  the  nearly  60, 000  chil- 
dren and  adults  waiting  for  transplants. 
Twenty-five  million  commemorative  stamps 
will  be  printed. 


education  and  incomes  of  less  than 
$25,000.  Ms  Reagan’s  influence  was 
not  seen  among  African  American 
women  but  was  present  in  women 
treated  in  both  urban  and  rural  areas. 

“In  a way,  what  was  found  makes 
a lot  of  sense,”  Dr  Goodwin  said. 
“Suppose  for  a moment  that  you  are 
a woman  with  breast  cancer,  and  you 
have  been  given  a choice  between  2 
different  treatments  by  your  physi- 
cians. You  would  assume  that  Nancy 
Reagan  had  access  to  the  best  medical 
advice  in  the  world.  Put  in  that  light, 
her  choice  might  influence  me  if  I 
were  a woman  with  breast  cancer.” 

The  study,  funded  by  the  Na- 
tional Cancer  Institute  and  the  US 
Department  ol  the  Army,  was  pub- 
lished in  the  March  11,  1998,  issue 
ol  the  Journal  of  the  American  Med- 
ical Association. 


TMA  named  friend  of  public  health 

The  Texas  Department  of 
Health  (TDH)  has  presented 
TMA  with  this  year’s  TDH 
Friends  of  Public  Health  Award. 

The  honor  recognizes  the  TMA- 
TDH  partnership’s  long-term  com- 
mitment to  improve  public  health. 
TMA  support  has  helped  TDH 
make  significant  contributions  in  the 


areas  of  injury  prevention,  education 
on  domestic  violence  and  child 
abuse,  and  the  coordination  of  med- 
ical health  and  environmental  ser- 
vices along  the  border. 

TDI  recommends  $800,000  fine 
against  Harris  Methodist 

The  financial  incentives  of  Har- 
ris Methodist’s  health  mainte- 
nance organization  (HMO) 
penalize  physicians  for  providing 
medically  necessary  services,  accord- 
ing to  an  April  1 Texas  Department 
of  Insurance  (TDI)  report.  And  its 
financial  incentives  and  payments 
act  as  inducements  to  limit  med- 
ically necessary  services,  the  report 
concluded,  which  violates  a new 
state  law  TMA  was  instrumental  in 
passing  last  year. 

As  a result  of  its  Harris  HMO 
investigation,  TDI  staff  have  recom- 
mended the  commissioner  of  insur- 
ance order  Harris  to  cease  and  desist 
from  using  financial  incentives  that 
violate  the  law;  pay  an  $800,000 
fine;  and  pay  complete  restitution  to 
physicians  for  financial  penalties 
they  incurred  as  a result  of  Harris’ 
financial  incentives.  See  “Cow  Town 
Showdown,”  pp  38-44,  in  April’s 
Texas  Medicine. 
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Cardiovascular  disease  claims 
most  lives  in  Texas 

Cardiovascular  disease  re- 
mains the  No.  1 killer  in 
Texas,  according  to  data 
released  by  the  American  Heart  As- 
sociation (AHA),  Texas  Affiliate. 

The  latest  statistics  show  that 
55,500  Texans  died  from  cardio- 
vascular disease  in  1996,  while 
31,959  died  Irom  cancer,  the  state’s 
second  leading  cause  of  death. 

Even  more  disturbing  national 
numbers  show  that  only  two  thirds 
of  Americans  would  seek  immediate 
medical  attention  lor  common  heart 
attack  symptoms,  and  only  one  half 
can  accurately  identify  the  symp- 
toms of  heart  attack.  These  results 
from  a survey  of  more  than  2,300 
Americans  have  led  to  a new  pro- 
gram to  educate  the  public  on  early 
heart  attack  awareness  response. 

The  AHA  recommends  teach- 
ing patients  to  recognize  the  early 
signs  of  a heart  attack  and  encour- 
aging people  who  suspect  they  or 
someone  else  may  be  having  a heart 
attack  to  call  911  or  a local  emer- 
gency number,  rather  than  attempt 
to  drive  themselves  to  the  hospital 
or  to  contact  a physician,  friend,  or 
family  member  for  advice. 

The  national  survey,  sponsored 
by  AHA  and  Boehringer  Mannheim 
Corporation,  also  showed  that  of  the 
500,000  Americans  who  die  from 
coronary  heart  disease  each  year, 
about  half  die  within  1 hour  of  ini- 
tial symptoms.  A decrease  in  the 
time  between  heart  attack  onset  and 
treatment  to  1 hour  or  less  could  re- 
duce deaths  by  14%. 

For  more  information,  call 
(800)  AHA-USAl. 


DOCTORS  RESOURCE  SERVit 

A full  -service  financial  firm, 
including  tax,  accounting  and  pension 
dedicated  to  providing  unique  solutions 
to  the  inonetary,  financial  and  tax  problems 
of  the  health  professional 

Maurice  M.  Glazer,  the  Chairman  of  DRS 
has  been  a financial  advisor  for  35  years. 

DOCTORS  RESOURCE  SERVICE 

Specializes  in  a custom  analysis  for  each  doctor 
with  specific  suggestions.  This  information  can 
save  physicians  significant  dollars. 


For  information  call  Marilyn: 

800-588-8931 


* Investment  advisory  service  through  Associated  Financial  Planners,  Inc,,  an  IFG  affiliate, 
'•Securities  offered  through  IFG  Network  Secunties,  Inc,,  Member  NASD/SIPC,  Maunce  M Glazer  is  a 
registered  praicipal  of  IFG  Network  Securities,  Inc,  which  is  otherwise  unaffiJiated  with  Doctors  Resource  Service, 
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By  Larry  BeSaw 

Aetna  Inc  has  purchased 
NYLCare,  the  health  care 
unit  of  New  York  Life  In- 
surance, for  $1.05  billion 
in  cash. 

Physician  Reliance  Net- 
work, of  Dallas,  plans  to 
build  a 16,000-square- 
foot  cancer  treatment 
center  in  Waco. 

The  Texas  Pacific  Group 
investment  firm  is  invest- 
ing $350  million  in  Oxford 
Health  Plans  and  intends 
to  raise  another  $350  mil- 
lion in  debt  financing. 

Directors  of  Austin’s 
Prime  Medical  Services 
have  authorized  $ 1 5 mil- 
lion for  repurchasing 
shares  of  its  common 
stock.  The  company  now 
operates  6 1 lithotripters 
in  34  states. 

Pediatrix  Medical  Group, 
of  Fort  Lauderdale,  Fla, 
has  purchased  Texas  Ma- 
ternal Fetal  Medicine  in 
Fort  Worth. 

The  Baptist  Health  Sys- 
tem plans  to  develop  an 
$1  I million  facility  to 
provide  specialized 
health  services  for 


women  in  the  South 
Texas  Medical  Center  in 
San  Antonio.  (San  Antonio 
Business  Journal) 

Baylor  Health  Care  Sys- 
tem, of  Dallas,  has  signed 
a $1.4  million  contract 
with  the  Web  Enterprise 
Company,  of  Minneapolis, 
to  purchase  a health  care 
business  management 
system. 

San  Antonio’s  Physician 
Partners  of  Texas  hopes 
to  raise  $5  million 
through  a second  stock  of- 
fering. Physician  Partners, 
which  currently  has  33 
physician  owners,  has  also 
signed  a consulting  agree- 
ment with  Physicians 
Care  Management  Ser- 
vices, a subsidiary  of  Penn- 
sylvania Physicians  Care. 

The  Dallas-based  Veterans 
Affairs  North  Texas  Health 
Care  System  is  expanding 
its  primary  care  services 
in  20  counties  in  North 
Texas  and  2 in  southern 
Oklahoma  with  the  open- 
ing of  community-based 
outpatient  clinics. 

Pediatric  Services  of 
America,  of  Norcross,  Ga, 
has  acquired  2 Austin 
home  health  companies. 


Strictly  Pediatrics  and 
Medical  Equipment  and 
Supply. 

About  20%  of  all  Houston- 
area  residents  now  belong 
to  health  maintenance  or- 
ganizations (HMOs),  while 
40%  participate  in  some 
HMOs,  preferred  provider 
organizations,  or  point-of- 
service  plans,  according  to 
documents  filed  with  the 
Texas  Association  of 
Health  Plans.  Aetna  US 
Healthcare  had  the 
biggest  enrollment  gain 
last  year,  increasing  332% 
from  36,700  to  1 58,444 
members.  (Houston 
Business  Journal) 

Newspapers  in  Dallas  and 
Austin  reported  that 
HMOs  in  those  cities  are 
losing  money.  The  Dallas 
Business  Journal  said  most 
Dallas-area  HMOs  re- 
ported losses  during  the 
third  quarter  of  1 997,  the 
most  recent  period  for 
which  figures  were  avail- 
able. The  Austin  American- 
Statesman  said  8 of  the  1 0 
largest  HMOs  in  the 
Austin  area  lost  money 
last  year.  Losses  ranged 
from  $69,400  for  Seton 
Health  Plan  to  $19.7  mil- 
lion for  Prudential  Health 
Care  Plan. 


NextCARE,  Inc,  of  Austin, 
has  opened  a 34-bed 
long-term  acute  care 
hospital  in  San  Antonio. 

It  specializes  in  treating 
critically  ill  and  medically 
complex  patients. 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace. 
Submit  items  for  inclusion  in 
this  column  to  Larry  BeSaw, 
From  the  Field,  Texas  Medicine, 
401  W 15th  St,  Austin,TX  78701; 
fax  (512)  370-1632; 
e-mail  larry_b@texmed.org. 
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ItbSitti  Practice  Management 


^ Fully  scalable  for  all  sizes 
of  practices  and  clinics 
(■  Improves  patient  flow  and 
optimizes  scheduling 
Ji  Streamlines  procedures 
and  back  office  functions 
^ Improves  cash  flow 


GRATED... WINDOWS  BASED... EASY  TO 


..call  toll  free 


1-888-MDS-1441 


MDS  TECHNOLOGIES 


Serving  the  Medical  Industry 


4800  Sugar  Grove  Blvd.  Suite  320 
Stafford,  Texas  77477  USA 

www.mdstechnologies.com 


nally,  there  is  a single  answer  to*airyour  medical  practice  software  needs. 

D-SERVE^”  is  a fully  integrated  family  of  Windows-based 

'ftware  that  is  revolutionizing  the  healthcare  marketplace. 


MD-SERVE  was  designed  and  developed  with  extensive  input  from  doctors  and  healthcare 
professionals  who  know  how  healthcare  organizations  and  medical  practices  should  run. 

As  healthcare  organizations  move  from  traditional  fee  for  service  billing  to  full  risk  capitated 
contracts,  the  demand  for  information  will  grow. 

MD-SERVE  is  a fully  integrated  Total  Healthcare  Information  Management 

solution  that  runs  under  Microsoft  Windows  95,  and  Windows  NT  making  MD-SERVE 
flexible,  affordable,  powerful  and  easy  to  use.  We  invite  you  to  see  for  yourself. 


ilBilflilUi  Managed  Care 

^ Designed  for  groups  that  are  taking 
on  risk-based  contracts  such  as  IPA’s, 
MCO’s,  TPA’s,  PHO’s,  etc. 

^ Handles  all  authorizations,  claims 
adjudication  and  claims  payments 
(P  Extensive  reporting  analysis 
^ Fully  integrated  with  all  MD-SERVE 


Medical  Economics 

PPO  black  market 

Even  if  you  know  you  re  being  ripped  off  you  probably  don’t  know  how  much 

By  Laurie  Sr oheh am.  Associate  editor 


You’re  probably  being  bilked  — possibly  for  big 
bucks  — and  may  not  even  know  it.  And  that’s 
not  the  worst  of  the  news.  If  you  are  aware  of 
this  insurance  scam,  you  likely  can’t  afford  to 
do  much  about  it  because  this  insidious  practice  is  tricky  to 
detect  and  excruciatingly  difficult  to  battle  effectively. 


So  your  best  bet  is  to  avoid  being  victimized  in  the  first 
place.  And  some  doctors  find  themselves  unable  to  do  even 
that. 

What  we’re  talking  about  are  “silent  PPOs,”  sometimes 
called  nondirected  or  blind  networks.  In  simplest  terms, 
this  is  the  growing  practice  of  payers  taking  discounts  with- 
out a doctor’s  or  hospital’s  permission. 

How  silent  PPOs  shortchange  you 

• A patient  with  traditional  indemnity  insurance  (80%  paid 
by  insurer,  20%  paid  by  patient)  comes  to  you  for  care. 

• Your  staff  verifies  the  patient’s  eligibility  with  the  in- 
demnity plan. 

• Services  are  rendered  and  a bill  is  sent  to  the  insurance 
company  lor  the  full  amount  ol  your  charges. 

• The  payer,  who  for  obvious  reasons  would  rather  not 
pay  lull  price,  contacts  an  agent,  broker,  or  third-party 
administrator  who  has  provider  lists  and  pricing  struc- 
tures for  various  preferred  provider  organizations 
(PPOs.)  This  broker  discovers  you  have  a contract  with 
one  of  these  legitimate  PPOs  for  perhaps  a 25%  dis- 
count off  your  regular  rate. 

• The  payer  then  reimburses  you  at  the  discounted  rate 
and  in  the  explanation  of  benefits  (EOB)  notes  the  PPO 
as  the  reason  for  the  lower  rate. 

• Your  accounts  receivable  staff  member  sees  the  explana- 
tory notation,  knows  you  have  a contract  with  that 
PPO,  and  may  think  nothing  more  of  it  il  the  patient 
admission  records  are  not  reviewed. 

• You’ve  just  lost  25%  ol  the  billable  dollars  rightly  owed 
to  you. 

• The  savings  from  this  unauthorized  discount  is  split 
among  the  insurance  carrier,  the  broker,  and  the  PPO 
who  leased  the  discount. 


The  price  of  silence 

Michael  Berkowitz,  administrator  for' 
KSF  Orthopaedic  Center  in  Houston,  i 
says  even  getting  a handle  on  the  scope 
of  the  problem  is  very  difficult.  When 
asked  what  he  thinks  silent  PPOs  are 
costing  him,  he  responded  quickly, 
“That’s  an  easy  question.  I’ve  no  idea, 
because  how  do  you  evaluate  something  that  you  don’t  know 
about?  You  identify  some,  but  you  know  that  you’re  missing 
a whole  lot  because  to  catch  these,  to  really  identify  them,  is 
very  labor  intensive.  To  be  quite  honest,  I don’t  know  very 
many  offices  that  are  really  set  up  to  do  that.” 

David  Gaume,  vice  president  of  Clinical  Pathology  Lab- 
oratories and  Clinical  Pathology  Associates  in  Austin,  has  a 
better,  if  more  startling,  handle  on  the  scope  of  the  prob- 
lem. He  estimates  unauthorized  payment  reductions  cost 
his  business  thousands  of  dollars  annually,  but  he  admits  it 
may  be  higher.  “Our  problem  is  just  trying  to  quantify  it 
all,  for  which  we  don’t  have  the  time.  I can’t  afford  to  put 
the  resources  on  it  to  spend  time  to  do  this.” 
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Byzantine  networks 

Mr  Gaiime  puts  it  into  perspective 
when  he  says,  “You  know  billing  used 
to  be  pretty  much  a slarn-dunk  event. 
Now  it’s  not.”  He  says  part  of  the  in- 
tricacy of  silent  PPOs  is  trying  to  keep 
up  with  who’s  married  to  whom.  As 
insurance  companies  merge  ancl  col- 
lapse into  one  another,  it’s  virtually 


impossible  to  know  all  the  various  as- 
sociations because  these  companies 
may  have  their  own  networks,  as  well 
as  contractual  relationships  with  a 
multitude  of  PPO  networks. 

Mr  Gaume  restates  what  many 
physicians  consider  to  be  basic  busi- 
ness ethics.  “The  assumption  is  made 
when  you  sign  a contract  with  a party. 


you’re  dealing  only  with  the  products 
they’re  currently  representing.” 

TMA  General  Counsel  Donald  P. 
Wilcox,  JD,  summarizes  what  hap- 
pens. “Doctors  will  sign  one  of  these 
contracts  and  it  says,  ‘You  agree  to  any 
deal  that  we  bring  into  the  network.’ 
So  they  bring  other  deals  into  the  net- 
work. The  doctor  doesn’t  even  know 


How  to  avoid  being  taken 

Here  are  some  ways  physicians  can  protect  themselves  from  being  stung  by  silent  PPOs. 


Before  signing  a contract: 

! • Ask  basic  questions:  What  are  you  signing?  With  whom 
1 are  you  signing?  Why  are  you  signing  the  contract? 

! • Find  out  about  the  insurance  company  or  delivery 

I system  — its  history,  clients,  and  service  track  record. 

• Be  wary  of  companies  that  have  no  insureds  in  your 
area. 

' • Look  for  language  in  the  contract  that  says  the  physi- 
j cian  will  be  notified  of  any  new  payers  or  employers 
that  are  added  to  the  network,  including  all  their  poli- 
. cies,  procedures,  etc. 

! • Require  that  any  terms  agreed  to  by  the  network  to 
bring  in  other  payers  that  are  not  consistent  with  the 
contract  be  accepted  specifically  by  the  physician  be- 
fore they  become  binding. 

• Include  a provision  that  says  financial  arrangements  the 
physician  has  with  the  company  are  considered  propri- 

{ etary  and  the  company  is  not  free  to  disclose  these  to 
' any  other  entity  without  the  physician’s  permission. 

• Make  sure  that  there  is  steerage  in  every  contract  you 
sign  and  know  the  extent  of  those  incentives.  Accord- 
ing to  Garni  Hawkins,  vice  president  of  USA  Managed 
Care  Organization,  the  minimum  amount  of  steerage 
ought  to  include  at  least  a 1 0%  differential,  access  to  a 
directory  of  providers  within  the  preferred  network, 
patient  identification  (ID)  cards  that  clearly  state  the 


preferred  provider  organization  (PPO)  contract  from 
which  the  discount  is  being  taken,  and  some  form  of 
patient  education  about  how  to  access  the  network. 

• Have  contracts  reviewed  by  an  attorney  before  you 
sign  them. 

For  existing  contracts: 

• Extend  PPO  discounts  only  to  patients  who  have 
cards  identifying  them  as  enrollees. 

• Have  PPO  discounts  disclosed  at  the  time  coverage  is 
verified. 

• Make  reimbursement  audits  part  of  office  procedures. 

• Know  which  employer  groups  are  contracted  with 
which  networks.  If  patient  ID  cards  identify  more 
than  one  PPO  network,  this  is  an  alert  to  what  Ms 
Hawkins  calls  “discount  shopping  and  a pattern  of 
abuse.” 

• Flag  indemnity  insureds  and  specifically  match  expla- 
nations of  benefits  with  the  admission  records  of  these 
patients. 

• Verify  a patient’s  participation  in  any  given  plan. 
Computer  programs  are  available  to  match  reim- 
bursement rates  with  your  contracted  rates;  however, 
office  staff  must  verify  patient  participation  in  specific 
plans. 

• Ask  PPOs  for  frequent  updates  of  payers. 
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Let  us  know 

Texas  Medical  Association  is  chronicling  the  problem  of 
silent  PPOs.  To  help,  please  let  TMA  know  about  your 
experiences.  Please  contact  Patrick  Coffey  or  Bradley 
Reiner  in  the  TMA  Health  Care  Financing  Department. 
You  can  reach  Mr  Coffey  at  (800)  880-1300,  ext  1416,  or  (512)  370-1416; 
and  Mr  Reiner  at  (800)  880-1300,  ext  1407,  or  (512)  370-1407.  You  can  e- 
mail  them  at  pat_c@texmed.org  or  bradley_r@texmed.org. 


he’s  contracting  with  them,  but  he’s 
agreed  to  it  in  the  contract.  That’s  the 
typical  silent  PPO;  the  doctor  has 
signed  this  very  one-sided  agreement.” 

Mr  Gaume  explained  how  his 
group  has  been  affected.  “For  exam- 
ple, a company  can  merge  with  an- 
other one  in  the  Northeast;  the 
contract  may  affect  you,  and  you  don’t 
even  know  about  it  because  no  one 
even  sends  you  a notice,”  Mr  Gaume 
noted.  “There  may  be  mergers  going 
on  that  you  don’t  receive  notice  of,  or 
if  you  do,  it’s  not  a notice  to  you 
specifically.  It’s  hard  to  tell  how  you’re 
affected,  because  you  don’t  know  how 
big  the  network  is.” 

The  problem  got  so  bad  with  one 
carrier,  Mr  Gaume  says,  that  his  group 
canceled  the  contract  because  the 
company’s  various  acquisitions  made 
billing  and  collections  a nightmare. 

What’s  a doctor  to  do? 

Mr  Gaume  says  his  pathology  group 
knows  it’s  whipped  when  it  comes  to 
catching  all  the  discrepancies.  “We 
only  track  our  largest  payers  with  the 
full  detail  of  activity  that  we  run  a re- 
port of  outstanding  accounts,  and  we 
have  over  260  insurance  companies 
that  we  deal  with.” 

If  shortages  are  noticed,  the  choices 
are  not  always  good  ones.  It  becomes  a 
business  decision  as  to  whether  to  fight 
the  scams.  Mr  Berkowitz  said,  “Let’s 
say  you’re  talking  about  a $60  office 
visit.  You’re  expecting  to  get  paid  $50, 
and  you  get  $47.50  instead.  Is  it  worth 
your  time  to  go  after  the  $2.50?” 

Mr  Gaume’s  group  takes  the  next 
obvious  route  and  rebills  the  patients 
for  the  unpaid  balance  based  on  the 
explanation  of  benefits  provided  by  the 


insurance  company.  The  patients  are 
confused  and  upset  because  they  don’t 
understand  why  they’re  having  to  pay 
for  something  they  expected  to  be  cov- 
ered by  their  insurance  plans.  Besides 
being  frustrating  for  both  the  practice 
and  the  patient,  balance-billing  is 
largely  futile  as  a recovery  tactic,  ac- 
cording to  Mr  Gaume.  He  estimates 
his  practice  recoups  only  40  to  50 
cents  of  every  patient-billed  dollar. 

Some  offices,  upon  discovering  er- 
rors, call  payers  directly  and  demand 
full  payment.  Such  efforts  can  be  ef- 
fective, and  offices  that  consistently 
scrutinize  reimbursements  tend  to  be 
victimized  less  frequently. 

Preemptive  strikes 

Garni  Hawkins  is  vice  president  of 
USA  Managed  Care  Organization,  a 
national  PPO  with  close  to  9 million 
covered  lives  in  its  health  and  wellness 
and  workers’  compensation  networks. 
She  explains  that  the  company  is  lead- 
ing the  charge  to  do  away  with  silent 
PPOs  because  it  is  tarnishing  the  rep- 
utation of  the  entire  industry. 

She  explains  there  are  2 sides  to  the 
issue  — the  payer  side  and  the  net- 
work side.  “On  the  PPO  network 
side,  what  you  are  talking  about  are 


PPOs  that  allow  different  agents  and 
brokers  to  rent  their  networks,  then  j 
offer  those  discounted  rates  to  in- 
sureds who  are  not  in  managed  care 
environments.”  Ms  Hawkins  says 
such  practices  corrupt  the  entire  PPO 
concept  by  allowing  outside  parties  to 
gain  access  to  and  benefit  from  the 
same  discounted  rates  large  groups 
have  negotiated  with  PPOs. 

“On  the  payer  side,”  Ms  Hawkins 
continued,  “you  have  what  is  referred 
to  as  ‘PPO  stacking,’  where  the  payer 
will  contract  with  a multitude  of  net- 
works in  the  same  areas.  Those  net- 
works, in  turn,  have  contracts  with 
many  of  the  same  providers.”  When 
the  payer  receives  the  claim,  the  dif- 
ferent networks  are  “shopped”  to  find 
and  select  the  lowest  rate. 

Ms  Hawkins  suggests  physicians 
clarify  several  issues  before  signing  con- 
tracts — Does  the  PPO  access  other 
PPOs,  or  is  it  self-developed?  Does  the 
PPO  lease  its  network  to  other  PPOs? 
She  says  what  you  want  to  hear  is  that 
the  PPO  neither  leases  other  networks 
nor  allows  its  network  to  be  leased. 

Contracts  should  specifically  pro- 
hibit these  practices  of  renting  net- 
works. This  is  the  only  way  to  deal 
effectively  with  unauthorized  dis- 
counting. 

I 

f 

Remaining  silent  about  the  silence 

Some  doctors  may  be  unwilling  to  try 
to  protect  themselves  even  at  the  con- 
tract stage.  Mr  Wilcox  explains,  “The 
contract  may,  in  essence  say,  ‘This  is  the  | 
deal,  but  you  agree  that  we  can  go  and  f 
find  other  payers  and  enter  into  other ; 


TMA  contract  review  services 

Texas  Medical  Association  members  may  obtain  indepen- 
dent contract  reviews  for  $150  per  document.  Contact 
Andre  Hampton,  JD,  attorney-mediator,  at  515  Congress 
Ave,  Ste  2000,  Austin,  TX  78701;  (512)  469-9006. 
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Medical  Economics 

jarraiigcnicnts.  ” Doctors  who  agivc  to 
|siich  terms,  according  to  Mr  Wilcox, 
have  no  wav  ot  tracking  wlio  is  entitled 
Uo  what  discounts.  “ This  is  a ‘trust  me 
deal,’  and  is  not  advisable,”  he  said. 

I'MA’s  general  counsel  says  doctors 
are  also  hesitant  not  to  sign  contracts 
for  fear  of  losing  patients,  “ddie  pres- 
sures exist  if  you’re  a specialist  and  you 
get  referrals  from  a variety  of  sources.  If 
vou  don’t  participate  in  the  managed 
I care  contracts  that  are  available,  then 
[you’re  going  to  have  people  out  there 
discovering  that  they  can’t  refer  patients 
;to  you.  You’re  afraid  that  not  only  will 
you  lose  the  opportunity  to  take  care  of 
j those  patients,  but  also  if  it  becomes  a 
significant  problem,  you  may  not  get 
I any  more  referrals  because  the  hassle  is 
' too  great.  So  you’ll  see  specialists  sign- 
|ing45  contracts  in  Austin  because  they 
want  to  be  in  every  plan.”  At  that 
point,  Mr  Wilcox  says,  doctors  are  not 
! in  a very  strong  bargaining  position. 

Regulatory  change  may  be  on  the  v/ay 

Ms  Hawkins  believes  that  self-regula- 
tion within  the  PPO  industry  itself 
may  be  the  best  way  to  curtail  these 
practices.  The  Association  of  Man- 
aged Healthcare  Organizations,  the 
national  PPO  association,  has  devel- 
oped its  own  contracting  standards  for 
providers  and  payers,  urging  that  the 
intent  of  steered  business  be  honored 
in  all  contracts. 

Ms  Hawkins  also  thinks  the  Joint 
Commission  on  Accreditation  of 
Healthcare  Organizations  may  be 
leaning  toward  adopting  standards 
stating  that  all  contractual  relation- 
ships be  direct.  Such  standards  would 
establish  something  of  a “seal  of  ap- 
proval” from  an  independent  entity 
reviewing  contracting  methodologies 
within  the  PPO  industry. 

Until  such  regulatory  remedies  are 
in  place,  the  best  way  to  avoid  being 
zinged  by  silent  PPOs  is  to  rigorously 
review  contract  language  on  the  front 
end  and  meticulously  examine  EOBs 
on  the  back  end.  ★ 
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World  of  Medicine  * 
at  Yonr  Fingertips. 

l.iiirarian.s  iravx'l  ihe  world  ol  iiKalit  al  inlormalion  riaily 
to  get  iIk'  latest  knowkxige  into  your  hands.  'I'MA  l.ihrary 
staff  use  elinieal  dataliases,  the  InteriK't,  and  laint  resources 
to  search  lor  answers  to  your  c linic  al  (|uestions.  When  do 
you  )U‘cd  to  /oc/c/)'.^  Referenc  e services  are  a benefit  ol 

membership  and  are  free  ot  charge  to  TMA  members. 

for  more  information:  (81)0)  88()-f300,  ext.  1530, 
or  (S12)  370-1850,  lina_lihr(iiy@tex))ied.oi\i>. 


Protecting  Yours 

We  know  Malpractice  Insurance 

Wood/Menna  & Company  has  built  a reputation  on  integrity  and 
knowledge  of  the  current  medical  malpractice  insurance  marketplace! 


Wood/Menna  & Company: 

• Represents  the  majority  of  carriers  writing  malpractice  insurance  in  Texas. 

• Provides  insurance  solutions  for  both  solo  and  group  practice  physicians. 

• Locates  the  best  protection  at  the  lowest  cost  regardless  of  your  specialty 
or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons,  Clinics,  Surgery 
Centers,  Hospitals,  IPA’s,  50 Ts,  MSO’s,  Multiple  Specialty  Practices, 
Individual  and  Group  Disability  Insurance 


Waod/IVIenna  & Company 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 

www.insurance@malpractice.com 


3 3 


VOLUME  94  ★ NUMBER  5 


34 


TEXAS  MEDICINE  ★ MAY  1998 


HILE  IT  MAY  NOT  BE  CAPABLE  OF  CREATING 
full-color  3-D  holograms  of  a patient’s  brain  as 
some  computerized  medical  systems  do  these 
days,  office  technology  can  intelligently  man-  ' 
age  both  clinical  and  business  information  to 
relieve  physician  practices  from  the  crush  of  today’s  data  | 
collection  and  regulatory  requirements. 

That’s  exactly  how  one  Beaumont  psychiatrist  is  using 
computer  technology.  Today,  the  office  of  James  B.  Creed, 
MD,  is  fully  automated  and  virtually  paperless.  Dr  Creed 
started  in  1992  by  converting  21  years  of  closed  paper 
records  to  CD-ROM,  a $2,000  operation  that  saved  him 
$200  a month  in  storage  fees.  ' 

A couple  of  years  later.  Dr  Creed  computerized  his  active 
open  charts  with  a $95  program  written  for  his  specialty  that  - 
includes  a prescription  writer.  Now,  all  patient  data  are  entered 
and  stored  on  the  hard  drive  of  his  $15,000  computer  system. 

During  check-in,  an  electronic  chart  is  set  up.  A new  pa- 
tient then  completes  a social  history  on  a computer  bubble 
form  that’s  passed  through  a scanning  machine  and  printed 
for  Dr  Creed’s  review. 

Instead  of  taking  notes  during  the  visit.  Dr  Creed  types 
into  the  patient’s  chart.  Then  he  uses  a voice-activated  tran- 
scription system  to  summarize  the  visit,  including  coding. 
Dr  Creed  also  uses  a program  to  complete  a treatment  plan 
in  2 minutes,  replacing  the  paperwork  that  used  to  take  15 
to  20  minutes  to  write  out  and  then  be  transcribed. 

“By  the  time  the  patient  walks  out  of  the  office,  I sim- 
ply fax  the  entire  interview  to  the  primary  care  physician, 
so  he  or  she  gets  immediate  feedback,  and  then  the  billing 
goes  out  at  5 pm  that  day.  We  bill  every  24  hours.” 

Prescriptions  are  handled  electronically  within  the  pa- 
tient record,  a procedure  Dr  Creed  says  eliminates  writing 
and  transcribing  and  improves  accuracy.  Laboratory  results, 
as  well  as  electrocardiograms  and  x-rays,  are  scanned  di- 
rectly into  the  patient  chart  and  then  shredded. 

Four  independent  mental  health  practitioners  within  Dr 
Creed’s  practice  use  only  1 staff  person  to  do  all  of  the 
billing.  “Before  I was  computerized,  I had  3 full-time  em- 
ployees to  handle  accounting  and  insurance.” 

The  psychiatrist  sees  technology  as  a major  stress  re- 
liever. “It’s  very  nice  at  the  end  of  the  day  to  walk  out  of  the 
office  with  everything  you’ve  done  that  day  thoroughly,  ad- 
equately, and  accurately  documented,  and  not  have  to 
come  back  or  even  to  dictate  a chart  at  the  end  of  the  day.” 

But  the  benefits  don’t  stop  there.  Active  records  are 
backed  up  at  the  end  of  the  day  on  a portable  disc  drive  that 
Dr  Creed  takes  with  him  and  installs  on  his  home  computer,  j 
“So  if  a patient  calls  me  in  the  middle  of  the  night,  I just  type  I 
in  my  security  code  and  the  record  is  right  there  in  front  of  I 
me.  I don’t  have  to  get  out  of  bed.  I don’t  have  to  think.  I ! 
don’t  have  to  remember  what  medicines  she’s  on,  what  her  ^ 
allergies  are,  what  her  husband’s  name  is,”  he  explained. 
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Dr  Crrhd  hncxuiracks  lus  rm  irn  ts  ix)  corrI'Scono 
with  him  electronically.  I hey  use  e-mail  to  ask  routine 
questions  about  medications,  tor  example.  1 le  refers  pa- 
tients to  online  support  groups,  bulletin  boards,  and  chat 
rooms  because  he  believes  in  the  therapeutic  value  of  these 
,ictivities.  His  patients  also  receive  educational  materials 
via  e-mail. 

Fhe  private  practitioner  also  conducts  online  research 
,utd  corresponds  with  other  physicians  via  e-mail.  “1  know 
the  e-mail  addresses  of  just  about  everyone  who  is  impor- 
tant in  the  field  of  psychiatry.  It’s  like  having  the  fathers  of 
the  field  right  here  in  the  room  with  me.” 


Computers  are  nothing  new  to  physician  offices. 
For  years  they’ve  been  assisting  with  the  once  mundane 
task  of  accounting.  But  as  the  business  aspects  of  medicine 
become  increasingly  complex,  so  are  the  capabilities  of  in- 
formation systems. 

Newer  on  the  horizon  is  the  electronic  medical  record 
(EMR),  also  referred  to  as  the  automated  or  computerized 
medical  record.  In  simplest  terms,  this  sophisticated  pack- 
age creates  an  electronic  version  of  the  paper  chart  and  in- 
cludes all  relevant  patient  information.  Instead  of  office 


personnel  constanily  searching  for  and  keeping  tiack 
walls  of  pa[)ers,  patient  information  is  stored  in  a compun 
file  that’s  accessible  by  a simple  keystroke  or  motise  disk. 

Btit  the  F.MR  is  more  than  jtist  fancy  record-keeping 
wizardry.  Most  programs  offer  clinical  decision-making 
sttpport  to  alert  doctors  about  drug  interactions  and  possi- 
ble allergic  reactions,  and  abottt  dttplicated  services  stich  as 
tests  that  have  already  been  performed.  Some  allow  labora- 
tory and  test  results,  including  images,  to  be  downloaded 
or  scanned  into  the  chart. 

During  the  patient  visit,  the  EMR  is  used  to  attach  the 
proper  coding  for  diagnoses,  procedures,  and  materials  use. 
d'his  information  can  then  be  integrated  into  the  billing 
process  and  used  for  outcomes  tracking  and  reporting. 

Thus,  office  technology  offers  a host  of  solutions.  It  can 
improve  the  efficiency  and  productivity  of  major  office 
functions,  including: 

• Appointment  scheduling; 

• General  ledger; 

• Accounts  payable  and  receivable; 

• Insurance  billing; 

• Electronic  claims  submissions; 

• Eligibility  and  authorization  verification; 

• Document  storage  and  retrieval; 

• Electronic  medical  records; 

• Electronic  prescription  and  lab  processing;  and 

• Outcomes  tracking/ reporting; 


Help  in  choosing  a system  is  on  the  way 

The  process  of  selecting,  procuring,  and  implementing  an  information  system  can  be  — and 
is  — daunting.  That’s  why  the  Texas  Medical  Association  is  working  with  the  nation’s  leader  in 
fplf  strategic  systems  planning  to  produce  a practical,  down-to-earth  guide  on  how  to  make  good  tech- 

The  guidebook,  How  to  Select  an  Information  System  Appropriate  for  Your  Practice,  is  being  writ- 
ten  with  the  assistance  of  First  Consulting  Group,  a firm  with  22  offices  worldwide  that  special- 
izes in  health  care  information  systems.  Step-by-step  tips  will  cover  key  topics  such  as: 

• Issues  to  consider  when  evaluating  what  the  practice  needs  from  a system; 

• Tips  on  developing  a request  for  proposal  for  prospective  vendors; 

• ’What  to  look  for  when  evaluating  vendors; 

• Critical  elements  that  need  to  be  contained  in  a vendor  contract;  and 

• ’Ways  to  successfully  manage  an  ongoing  relationship  with  an  information  system  vendor. 

This  book  will  be  available  for  a nominal  charge  through  TMA’s  Texas  Physician  Services  Organization  by  Sep- 
tember of  this  year. 

“TMA  is  taking  a proactive  role  in  providing  physicians  with  the  tools  they  need  to  manage  the  business  side  of 
their  practices,”  said  Susan  Night,  TMA  director  of  health  care  delivery  systems,  whose  department  is  spearheading 
the  book’s  development. 
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The  problem,  of  course,  is  finding  the  system  that  offers 
the  right  solutions  for  your  practice  setting.  This  requires 
understanding  what’s  out  there,  how  to  deal  with  informa- 
tion systems  vendors,  and  how  to  make  the  best  use  of  the 
system  that  meets  your  business  and  clinical  needs. 


Jon  O’Sullivan,  managing  director  of  Practice 
Performance,  a Dallas-based  physician  consulting  firm,  en- 
courages doctors  to  realize  first  that  the  business  of  select- 
ing and  implementing  office  technology  is  a process  that 
involves  a variety  of  steps.  He  says  to  approach  it  from  a 
single-task  orientation  is  to  risk  buying  a system  that  isn’t 
fully  used,  doesn’t  actually  streamline  the  work,  or  becomes 
obsolete  in  2 or  3 years. 

So,  the  best  place  to  start  is  to  ask,  “What  do  you  want  the 
system  to  do?”  Starting  from  the  most  basic,  he  says,  physi- 
cians want  a system  that  will  help  them  bill  and  collect  their 
dollars  and  process  patient  handling  — that  is,  check  patients 
in  and  out,  and  then  have  claims  submitted  electronically. 

The  next  level  of  technological  assistance  is  what  Mr 
O’Sullivan  calls  “managed  care  contract  optimization.” 
This  includes  electronically  verifying  eligibility,  facilitating 
refertal  authorizations,  detailing  what’s  reimbursable  under 
a particular  plan’s  guidelines,  and  finally,  streamlining  the 
billing  and  collection  for  the  services  rendered. 


Once  the  needed  capabilities  are  understood, 
more  tough  choices  lie  ahead:  going  with  a known,  proven 
system  or  exploring  the  frontiers  of  emerging  technologies 
that  don’t  have  solid  track  records. 

Today’s  most  common  health  care  information  solutions 
are  large,  expensive  systems  that  tend  to  marry  a practice  to 
one  vendor.  Some  of  these  single-source  suppliers  install  a 
basic  integrated  system  that  typically  includes  both  hard- 
ware and  software,  and  offers  no-frills  financial,  clinical,  and 
practice  management  functions.  Optional  modules  may  be 
added  a la  carte  and  include  advanced  capabilities  such  as 
full-spectrum  managed  care  contract  management,  elec- 
tronic claims  submission  and  collection,  voice  dictation, 
and  electronic  laboratory  and  prescription  interfaces.  Prices 
for  the  basic  integrated  systems  start  in  the  6 figures,  while 
fully  dressed  systems  can  top  the  $500,000  mark. 

With  these  larger  packages  that  use  proprietary  data- 
bases, the  manufacturers  have  control  over  how  the  data  are 
processed,  gathered,  and  reported.  Users  are  somewhat 
confined  in  terms  of  data  manipulation  and  report-writing 
capabilities.  Also,  integration  with  other  computer  systems 


A technological 
Wnn  win 
in  the  works 
for  physicians 

David  L.  Winn,  MD,  wants  to  give  away 
his  software,  a package  that’s  being  developed  to 
compete  with  systems  costing  upwards  of 
$100,000.  That’s  right.  The  family  practitioner, 
in  Cedar  Park,  near  Austin,  and  president  of  Pa-^ 
perless  Office  Practice,  Inc,  is  trying  to  set  a new  standard! 
in  medical  information  technology  by  creating  and  deliv-; 
ering  a fully  integrated  electronic  medical  record  and  fi-| 
nancial  management  package  that  will  be  distributed  free  [ 
of  charge  through  pharmaceutical  distributors  or  will 
cost,  at  tops,  $500,  plus  a nominal  monthly  usage  fee. 
The  initial  single-user  version  of  his  TOPS  Chart  is  slated  i 
to  hit  the  streets  this  summer  for  only  $100.  ^ 

There  are  some  skeptics.  “If  somebody  has  all  those 
answers  for  $500,  my  first  reaction  would  be  that  I don’t 
believe  it,”  says  Jon  O’Sullivan,  a health  care  information 
specialist  and  managing  director  of  Practice  Performance 
consulting  group  in  Dallas.  “It’s  sort  of  like  saying,  ‘I’m" 
going  to  sell  you  a Ferrari  for  $1,000.’” 

FROM  PRIMITIVE  TO  LEADING  EDGE  < 

The  reception  area  of  Dr  Winn’s  Northwest,- 
Diagnostic  & Family  Medical  Center  looks  as  expected, 
filled  with  about  a dozen  patients  ranging  in  age  from 
“barely  walking”  to  “beyond  middle  age.”  Only  a flight  of 
stairs  away,  a flurry  of  entrepreneurial  activity  is  under  way 
in  a crowded  suite  of  rooms  lined  with  personal  comput- 
ers (PCs)  and  programmers,  including  Dr  Winn  and  asso- 
ciate Tracy  L.  Angelocci,  MD.  Each  is  working  with 
palpable  intensity,  contributing  his  or  her  share  toward  the 
huge  undertaking  of  developing  a one-stop  medical  infor- 
mation software  package. 

Since  1990,  Dr  Winn  has  been  using  what  he  calls  a 
“primitive”  patient  charting  program  he  wrote.  The 
bare-bones  system  tracks  and  charts  patient  visits,  from^ 
check-in  to  checkout.  It  collects  all  the  standard  demo^^ 
graphic  and  payer  information.  Then  a nurse  records  pa-' 
tient  history  before  the  doctor  arrives. 

Every  exam  room  has  a PC,  which  the  doctors  use  as  I 
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they  talk  with  patients.  Btiilt-in  templates  are  used  ti)  make  the 
progress  notes,  complete  with  proper  coding.  This  version  does 
1 require  .some  freehand  typing;  the  .system  under  construction 
will  require  only  the  direction  oi  a mouse.  The  entire  chart  is 
then  sent  back  to  the  front  desk  where  the  completed  claim  is 
tiled  electronically,  and  the  patient  leaves  with  a laser  printout 
i summarizing  the  visit,  including  pre.scription(s)  and  relevant 
physician  instructions  or  patient  education. 

: “This  software  probably  makes  a difference  in  our  take- 

home  pay  of  $75,000  a year,”  Dr  Winn  said.  Dr  Angelocci, 
board-certified  in  both  internal  medicine  and  pediatrics, 
nods  her  head  in  agreement.  It  also  helps  improve  the  prof- 
itability of  the  practice  for  its  health  maintenance  organi- 
zations (HMOs).  He  shared  a report  from  Preferred 
independent  Physicians  of  America,  noting  that  his  prac- 
, tice  posted  a $96,000  profit  for  the  first  9 months  of  1997. 


]David  L.  Winn,  MD,  discusses  his  software  solution  with  physicians  dur- 
\ing  the  1998  TMA  Winter  Leadership  Conference. 


THE  BELLS  AND  WHISTLES 

With  what  he  calls  “a  big  background  in 
icomputers,”  Dr  Winn  launched  a grander  scheme  2 years  ago 
to  produce  an  easy-to-use,  low-cost  package  that  would  com- 
jbine  sophisticated  clinical  and  information  management  ca- 
jpabilities.  He  joined  forces  with  John  Dunegan,  developer  of 
lEasyDoc,  a medical  billing  system  sold  throughout  Texas, 
(California,  and  Illinois.  More  recently,  Dr  Winn  has  con- 
jnected  with  AMT  Solutions,  a company  that  specializes  in 
[taking  banks  paperless. 

I If  TOPS  Chart  lives  up  to  its  promises,  it  will  be  a pow- 
erful package  that  truly  is  an  all-in-one  business  and  clini- 
,cal  encounter  solution.  The  program  will  handle  the 
[common  scheduling,  billing,  and  practice  management 
, tasks,  with  the  exception  of  insurance  verification,  which  is 
[planned  for  a later  release. 

[ In  a point-and-click  environment  using  pull-down  menus. 
It  also  will  offer  elaborate  yet  practical  applications  such  as 
ibuilt-in  problem-oriented  Subjective-Objective-Assessment- 


Pkmning  (SCMP)  exam  templates  with  diflereiuiai  h.  • 
prompting,  including  the  latest  HHDIS  3.0  aiul  pi.  . 
guidelines;  perform  automatic  coding  (CP  Is,  HCP(  i‘-  a 
9s,  and  E/M);  scan  in  test  results  and  x-rays;  give  brief  de 
.scriptions  of  more  than  10, 000  disea.ses  and  100,000  related 
conditions,  including  thousands  of  medical  illustrations  and 
images;  and  make  available  to  patients  more  than  1,500  edu- 
cational materials  in  both  .Spanish  and  English.  It  also  will 
alert  physicians  to  such  things  as  drug  interactions  and  patient 
allergies.  From  a practice  management  perspective,  TOPS 
Chart  is  expected  to  do  everything  from  capitation  analysis 
and  disease  tracking  by  profit/ cost  centers  to  managing  HMO 
formularies  and  managed  care  contracting  pricing  intricacies. 

SOUND  TOO  GOOD  TO  BE  TRUE? 

How  CAN  ALL  THIS  HORSEPOWER  BE  AVAILABLE  FOR 
next  to  nothing?  Dr  Winn  is  talking  with  pharmaceutical 
companies  SmithKline  Beecham  and  Abbott  Labs  to  be- 
come strategic  partners  and  put  the  software  into  the  hands 
of  doctors,  possibly  for  free  through  the  companies’  distri- 
bution networks. 

“It  will  be  advertising  for  them,”  Dr  Winn  explained. 
“Their  medications  will  be  linked  to  the  diagnoses  and  will 
be  at  the  top  of  the  list  and  highlighted.  The  pharmaceuti- 
cal companies  will  have  animated  screen  savers.  But  the  doc- 
tor will  still  have  autonomy  on  which  medicine  is  selected.” 

Before  this  distribution  network  is  in  place,  though.  Dr 
Winn  will  be  selling  a single-user  version.  “It  has  SOAP;  it 
doesn’t  have  billing,  but  it  does  have  patient  education,  ICD- 
9 codes,  practice  guidelines,  a wealth  of  other  information. 
It’s  $100,  and  you  can  put  it  on  your  laptop.  We  want  peo- 
ple to  get  addicted  to  that  laptop  system  and  then  say,  ‘This 
is  so  fine.  I’ve  got  to  have  the  full-blown  system.’” 

What  is  the  bottom-line  investment?  Dr  Winn  says 
everything,  hardware  and  software,  should  cost  about 
$40,000  to  equip  an  office  with  10  exam  rooms. 

Mr  O’Sullivan  remains  skeptical.  “If  it  sounds  too  good 
to  be  true,  it  probably  is.  If  they  sold  the  software  for 
$10,000,  it  would  still  be  an  incredible  deal.” 

Mr  O’Sullivan  suggests  that  the  following  be  considered 
when  evaluating  Windows-based  solutions.  Find  out  if  the 
company  is  a “Microsoft  Solution  Provider,”  a certification 
that  Microsoft  gives  to  developers  that  conform  to  the 
company’s  coding  requirements.  Learn  if  a national  distri- 
bution network  is  in  place.  Ensure  that  the  balance  sheet 
includes  money  for  continued  research  and  development. 
Be  sure  the  company  has  a management  team  with  a suc- 
cessful track  record  in  software  development. 

When  asked  if  he  felt  that  technology  was  taking  some 
of  the  pain  out  of  practicing  medicine.  Dr  Winn  put  it  an- 
other way:  “I  think  you’re  adding  back  the  fun  of  practic- 
ing medicine.” 
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is  difficult  if  not  impossible.  Physician  practices,  therefore, 
remain  dependent  on  the  same  vendor  for  ongoing  support 
and  additional  capabilities. 

Mr  O’Sullivan  doesn’t  think  this  is  a workable  long- 
term solution  for  physicians.  He  believes  the  way  of  the  fu- 
ture is  an  open  architecture  or  so-called  “plug-and-play” 
environment,  whereby  various  software  programs  work  to- 
gether on  the  same  system.  It’s  like  today’s  business  office 
systems  that  are  equipped  with  various  word  processing, 
graphics,  financial,  and  database  programs. 

Also  essential,  according  to  Mr  O’Sullivan,  is  having  a 
relational  database,  one  that  ties  all  the  data  together.  He 
explained,  “It  will  identify  your  name  with  your  patient 
identification  number,  with  your  street  address,  and  it 
might  also  identify  your  zip  code  with  everybody  else’s  zip 
code,  so  everything  is  related  to  everything  else.” 

Relational  databases  are  important  for  being  able  to  work 
with  the  data  and  see  what  the  data  mean.  Mr  O’Sullivan 
points  out  these  databases  give  physicians  the  ability  to  ex- 
amine demographics,  treatment  patterns,  and  other  data  to 
enhance  performance  and  productivity.  “Now  you’re  using 
technology  for  a lot  more  than  billing  and  collecting;  you’re 
using  it  to  manage  your  practice,  your  business,”  he  noted. 

What  Mr  O’Sullivan  is  talking  about  are  Microsoft 
Windows-based  systems  that  he  says  are  not  only  more 


flexible  and  controllable  but  are  significantly  less  expensive; 
and  easier  to  use.  Yet  many  of  the  companies  developing 
Windows  applications  are  young  and  unproven.  He  admits 
the  risks  associated  with  being  on  the  leading  edge  make 
some  physicians  uncomfortable. 


According  to  Becky  Magee,  practice  director 
with  First  Consulting  Group,  large  integrated  practice 
management  solutions  are  installed  in  only  10%  of  the 
physician  practices  across  the  United  States.  First  Consult- 
ing is  one  of  the  nation’s  leading  health  care  information 
system  specialists  and  is  working  with  the  Texas  Medical 
Association  to  develop  a guidebook  on  system  specifica-i 
tions.  (See  “Help  in  choosing  a system  is  on  the  way”) 
“The  remaining  90%  of  the  market  is  being  provided 
by  solutions  that  are  not  necessarily  at  a national  scale, 
meaning  there  are  a lot  of  independent  automated  solu- 
tions in  our  industry,”  she  said. 

Ms  Magee  says  this  illustrates  the  complexity  of  the  solu- 
tions on  this  topic.  As  a result,  she  cautions  physicians  making 
decisions  about  automation  and  even  billing  services  to  be 
“very  thorough  in  their  analyses  of  potential  business  partners.” 


Additional  resources 


TMA  PUBLICATIONS 

A new  book,  Online@TMA,  shows  you  how  to  surf  the  Internet  and  harness  its  power  for  your 
practice.  This  informative  guide  explains  everything  from  what  the  Internet  is  to  how  to  commu- 
nicate via  e-mail,  get  the  most  out  of  mailing  lists  and  newsgroups,  surf  the  World  Wide  Web,  use 
file  transfer  protocols,  and  design  a Web  site  for  your  practice. 

Online@TMA  is  $29  for  members  ($59  for  nonmembers)  and  may  be  ordered  by  faxing  (512) 
370-1635;  by  calling  Anne  Grubbs  at  (800)  880-1300,  ext  1423,  or  (512)  370-1423;  or  sending  an  e-mail  to 
anne_g@texmed.org.  An  online  order  form  also  is  available  on  the  TMA  Web  site  at  www.texmed.org. 

Another  publication.  Advice  on  Getting  Advice,  discusses  how  to  select,  outline  expectations  for,  and  manage  the 
work  of  a consultant.  It  is  free  to  TMA  members  and  can  be  obtained  by  calling  (800)  523-TPSO  (8776). 

Help  is  also  available  from  several  industry  associations,  such  as: 


American  Medical  Informatics  Association  (recently 
merged  with  Computer-based  Patient  Record  Institute) 
www.amia.org 

(301)  657-1291 


Medical  Records  Institute 
www.medrecinst.com 

(617)  964-3923 


Medical  Group  Management  Association 
www.mgma.com 

(303)  799-1111 


Healthcare  Information  and  Management  Systems 
Society 

www.himss.org 

(312)  664-HIMS  (4467) 
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)Onc:H  TIIH  SYS  I KM  HAS  BHHN  SKI.F.Cn'Kn,  VOU’rK  S TII  I 
Inionths  away  from  enjoying  its  fruits,  'fhe  hardware  has  to 
!be  installed,  existing  data  need  to  be  converted  from  the 
old  system  into  the  new  one,  and  software  must  be  ciis- 
jtomized  with  specific  data  applicable  for  the  individtial 
'practice,  ie,  pricing  and  contract  intricacies.  Finally,  hands- 
lon  user  training  is  needed  for  the  .system  to  be  used  and  a 
|return  on  investment  optimized. 

Carl  E.  Couch,  MO,  chair  of  Healthl’exas  Provider  Net- 
|work,  a 9S()-member  North  lexas  physician  organization, 
ksays  it  took  a 4-physician  practice  5 months  to  become 
Icomfortable  with  a new  electronic  medical  record  .system. 
|"It’s  a very  long  learning  curve  because  of  the  complete 
■ 180-degree  transition  that  you  have  to  go  through  in  your 
entire  work  How,”  he  said. 

I 


Dr  Couch  says  studies  within  his  organization 
jcalculate  that  3%  of  staff  time  is  spent  chasing  down  eligi- 
ibility  and  authorization  verification.  “We  think  the  average 
[primary  care  physician  employs  1.5  full-time  equivalent 
[people  in  the  office  just  to  do  this.  That  translates  to 
$30,000  to  $40,000  per  doctor  in  direct  costs,”  he  esti- 
mated. “Add  in  the  costs  of  rejected  claims,  payment  de- 
nials, and  lost  revenues  serving  ineligible  people,  and  the 
total  costs  go  up  to  about  $50,000  per  doctor  per  year.” 

Technology  can,  in  some  cases,  reduce  or  eliminate  other 
costs.  These  include  dictation  time  and  transcription  costs; 
storage  fees;  personnel  time;  energy  on  interpreting,  translat- 
ing, and  properly  formatting  coding  and  billing  information; 
telephone  time  for  processing  prescriptions,  and  ordering 
and  receiving  lab  results;  and  redundant  patient  forms. 

Advanced  systems  can  reduce  coding  inaccuracies  and 
actually  increase  revenues  by  fully  documenting  all  reim- 
bursable costs,  such  as  materials  used  in  procedures.  In  a se- 
ries of  articles  last  year.  Medical  Economics  calculated  that 
coding  too  conservatively  (ie,  using  99212  instead  of 
99213)  could  cost  a family  practitioner  seeing  125  patients 
a week  $60,000  a year  and  an  internist  seeing  105  patients 
a week  $45,000  a year. 

! Despite  these  possible  savings  and  revenue  gains,  office 
technology  isn’t  cheap.  Fdardware  and  software  investments 
can  be,  and  usually  are,  significant. 

I The  pilot  EMR  system  recently  installed  in  1 of  the 
'HealthTexas  practices  cost  $50,000  per  doctor,  or  a total  of 
$200,000.  Those  costs,  however,  do  not  cover  the  resources 
involved  in  reviewing,  revising,  and  reengineering  the  prac- 
tice’s work  flow  necessary  to  use  the  new  technology. 

Dr  Couch  estimates  subsequent  EMR  installations  will 


be  le.ss  expensive,  perhaps  as  much  as  hall  the  original  price 
tag,  becau.se  fixed  costs  won’t  be  involved.  Idigibility  and 
authorization  determination  modules  are  planned  add-ons 
to  complete  what  he  calls  their  “ha.ssle  .solution.” 

fhe  Windows-based  solution  preferred  by  Mr  O’Sulli- 
van is  less  costly.  He  says  hardware  requirements  include  a 
central  computing  server  that  rtins  $8, ()()()  to  $ I 2,000,  plus 
multiple  personal  computer  (PC)  workstations  for  $1,200 
each.  Where  FiMRs  are  being  u.sed,  Mr  O’Sullivan  .says  to 
figtire  4 PCs  per  doctor  — 1 for  the  nurse’s  station  and  1 
for  each  of  3 exam  rooms.  Printers  cost  $500  each,  and 
there  should  be  2 or  3 in  the  office.  Other  peripherals  such 
as  modems,  routers,  and  scanners  add  another  $2,000.  At 
these  rates,  the  hardware  tab  for  a 4-person  physician  prac- 
tice would  be  roughly  $34,000.  The  software  he  recom- 
mends is  priced  at  $5,000  per  physician.  His  solution, 
then,  totals  just  over  $50,000. 


Without  question,  some  physicians  consider 
technology  an  unwelcome  invader,  while  others  are  em- 
bracing its  use  in  all  phases  of  their  practices.  Why  the  hes- 
itancy on  the  part  of  some  physicians? 

Dr  Creed  believes  physicians  are  scared  to  jump  in  with 
both  feet.  “I  am  just  absolutely  amazed  at  the  reluctance. 
They  feel  intimidated  at  learning  a new  system.” 

Dr  Couch  sees  it  another  way.  “It’s  not  an  aversion  to 
technology;  it’s  an  aversion  to  hassle.  Most  doctors  are  be- 
leaguered and  hassled  every  day,  all  day  long,  and  so  tech- 
nology has  got  to  be  a servant  to  them.” 

Everyone  Texas  Medicine  spoke  with  suggested  that  in- 
vesting in  technology  can  be  a rigorous  undertaking.  “It 
does  take  a degree  of  commitment.  You  really  have  to  want 
this  to  work,”  said  Dr  Creed. 

Dr  Couch  agrees.  “It’s  hard  work  and  lots  of  it,  and  you 
have  to  chart-change  how  you  do  everything.” 

Still,  the  physicians  in  the  HealthTexas  pilot  study  are 
sold  on  the  advantages  automation  offers  over  manual 
medical  practice  management,  according  to  Dr  Couch.  “If 
you  ask  any  of  the  4 doctors  about  the  transition,  they’d 
say,  ‘I’d  never  go  back.’”  ★ 
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Public  Health 

Tracking  a random  killer 

How  TDH  faced  an  outbreak  of  invasive  group  A strep  ’ 

By  Teri  Moran,  Senior  editor 


Something  was  wrong,  very  wrong  — that  much 
was  clear.  Within  about  a 2-week  period  in  early 
January,  3 Texas  Department  of  Health  (TDH) 
epidemiologists  in  Austin  received  almost  10 
phone  calls  from  different  locations  in  Texas.  Some  were 
from  hospitals  and  some  were  from  medical  examiners, 
and  all  had  bad  news.  Previously  healthy  people  had  died, 
unexpectedly  and  suddenly,  sometimes  in  their  homes  or 
shortly  after  being  hospitalized. 


“We  weren’t  soliciting  the  calls,  so  that  alone  was  odd,” 
said  Kate  Hendricks,  MD,  director  of  TDH’s  infectious 
disease  epidemiology  and  surveillance  division.  “It  wasn’t 
immediately  apparent  what  all  the  people  had  died  of,  but 
we  soon  found  out  that  some  had  died  of  pneumococcal 
disease  and  others  had  died  ol  group  A strep.”  Although 
group  A streptococcal  infections  kill  a handful  of  people 
every  year,  according  to  Dr  Hendricks,  she  and  the  other  2 
epidemiologists  in  her  division  were  alarmed  when  they  dis- 
covered some  of  the  deaths  in  Central  Texas  were  from  he- 
morrhagic pneumonia.  “That’s  just  very  uncommon.” 

From  December  1,  1997,  through  March  20,  1998, 
there  were  134  cases  of  invasive  group  A streptococcal 
(strep)  disease  reported  in  Texas,  and 
36  people  had  died  from  the  disease. 

At  press  time,  fewer  new  cases  of 
strep  A were  being  reported,  but 
TDH’s  investigation  was  far  from 
over.  Physicians  there  remained  cau- 
tious because  group  A strep  usually 
peaks  in  April. 

From  passive  to  active 

Those  January  phone  calls  prompted  a 
closer  look.  “We  know  that  strep  pneu- 
monia is  not  reportable  but  that  its  in- 
cidence is  pretty  high  anyway.  So  we 
tried  to  look  at  strep  pneumonia  to  de- 
termine if  there  was  an  increase  in 
that,”  Dr  Hendricks  said.  “At  the  same 


time,  we  were  looking  at  group  A strep 
and  the  more  we  looked,  the  more  cases 
we  found.  When  we  think  we  have  a 
cluster  or  an  outbreak,  we  always  shift 
from  passive  to  active  surveillance.”  ^ 
Active  surveillance  initially  involves  | 
looking  for  cases  by  making  hundreds  | 
of  phone  calls  around  the  state.  TDH  j 
epidemiologists  also  called  the  Centers 
for  Disease  Control  and  Prevention 
(CDC)  to  ask  if  there  were  unusual 
numbers  of  strep  A cases  anywhere  else  i 
in  the  country;  CDC  officials  said  no.  “About  that  time,  we  ' 
sent  CDC  some  isolates.  They  called  us  back  a week  later  | 
and  told  us  we  had  several  Mis  [a  strain  of  group  A strep],  : 
which  are  known  to  be  highly  virulent,”  Dr  Hendricks  said.  ! 
“Then  CDC  asked.  Are  you  going  to  do  something  about ; 
this?’  We  told  them  we  had  been  trying  to  do  something  | 
about  it  for  weeks.” 

Still  looking  for  more  cases,  TDH  workers  sent  out  a fax 
alert  to  all  pathologists  in  the  state  asking  if  they  had  seen  ] 
deaths  from  either  group  A strep  or  Streptococcus  pneumo-  \ 
niae.  They  received  very  few  replies.  Then,  at  the  end  of  1 
January,  according  to  Dr  Hendricks,  TDH  sent  informa-  | 
tion  to  doctors  in  Central  Texas  saying,  “Look,  we  have  , 
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what  looks  like  an  increase,  plus,  we 
have  these  virulent  Mis.  Please  report 
any  cases  to  us.” 

Meanwhile,  FDH  was  preparing 
lor  how  to  deal  with  more  cases,  Dr 
Hendricks  said.  “After  consulting  with 
CDC  experts,  we  devised  a plan  lor 
treating  contacts  ol  invasive  cases.” 

What  to  tell  them 

After  TDH  alerted  Central  Texas 
•physicians,  the  calls  started  coming  in. 
For  a few  days,  Diane  Simpson,  MD, 
T DH’s  associate  commissioner  for 
[disease  control  and  prevention,  and 
her  staff  debated  whether  the  number 
of  cases  warranted  some  sort  of  public 
lalert.  “On  the  one  hand,  we  were 
1th inking,  ‘What  are  we  going  to  tell 
; people  to  do?’”  Dr  Simpson  said.  “As 
much  as  20%  ol  the  population  can 
[Carry  the  bacteria  when  it’s  going 
Around,  and  many  people  don’t  be- 
come sick  at  all.  There  is  no  immu- 
[jnization  for  it,  and  we  don’t  want 
[people  trying  to  get  antibiotics  for  no 
I reason  or  thinking  that  because  they 
have  sore  throats  they’ll  develop  severe 
manifestations  of  strep. 

“But  on  the  other  hand,  we  were 
I hearing  of  cases  where  rapid  diagnoses 
land  early  treatment  were  important 
Tor  survival,  so  we  chose  to  make  a 
public  advisement  in  the  newspaper.” 

I That  notification  did  not  garner 
, much  attention  until  the  media  picked 
, up  on  a few  of  the  deaths.  The  out- 
1 break  had  more  than  the  usual  news 
[appeal  because  some  of  the  patients 
were  children  and  some  had  necrotiz- 
ing fasciitis.  Suddenly,  the  story  made 
• the  front  page  of  the  Austin  American- 


Statesman  almost  daily  lor  weeks,  and 
physicians’  olfices  were  swamped  with 
phone  calls  Irom  the  “worried  well,” 
especially  parents  ol  children.  Media 
reports  olten  used  the  words  “fiesh- 
eating,”  according  to  Dr  Simpson. 
“Consequently,  a lot  ol  people  became 
very  concerned  and  sought  medical 
care  when  they  ordinarily  wouldn’t 
have.  But  our  intent  was  to  tell  people 
who  were  truly  sick  to  not  delay  get- 
ting medical  care.” 

Also  inundated  with  phone  calls 
were  the  state  and  local  health  depart- 
ments. “In  the  thick  ol  this,  it  became 
nearly  impossible  for  many  here  to  do 
their  jobs  and  continue  the  investiga- 
tion,” Dr  Hendricks  said.  “You  can’t 
work  on  an  outbreak  when  you’re  on 
the  phone  to  reporters.”  TDH  set  up 
a telephone  hotline  that  handled  com- 
mon questions,  allowing  the  epidemi- 
ologists and  their  stalls  to  work  the 
outbreak.  Two  CDC  consultants  went 
to  Houston  to  assist  local  health  de- 
partments with  active  surveillance. 

Close  contacts  of  patients  who  had 
died  of  group  A strep  or  who  had  de- 
veloped severe  manifestations  of  it, 
such  as  toxic  shock  syndrome  or 
necrotizing  fasciitis,  were  promptly 
given  prophylactic  antibiotics.  TDH 
also  let  Central  Texas  physicians  know 
about  an  experimental  treatment  for 
severely  ill  patients  using  large  doses 
of  intravenous  immunoglobulin 
(IVIG).  “The  next  day  we  began  get- 
ting calls  from  physicians  saying, 
‘Thanks  for  the  advice,  but  we  don’t 
have  any  IVIG,”’  Dr  Hendricks  said. 
“We  felt  bad  for  suggesting  that  they 
consider  using  IVIG  when  there  was 


not  any  to  be  had.”  Amidst  a nation- 
wide shortage,  a few  TDH  workers 
worked  days  on  end  to  locate  as  much 
IVIG  as  possible  and  had  it  shipped  to 
the  pharmacy  of  a centrally  located 
trauma  center. 

By  March,  the  epidemiologists’  in- 
vestigations had  revealed  that  no  sin- 
gle virulent  form  of  the  group  A strep 
bacterium  was  causing  all  the  illnesses 
and  death.  “Why  it  happened  here 
and  why  it  happened  now  is  un- 
known,” Dr  Simpson  said.  “What  we 
do  know  is  that  some  virulent  strains 
were  circulating.  Also,  we  don’t  know 
what  role,  if  any,  concurrent  viral  in- 
fections such  as  flu  and  chicken  pox 
play  in  increasing  a person’s  risk  for 
the  invasive  group  A strep.” 

TDH  epidemiologists  have  en- 
countered situations  where  outbreaks 
of  serious  diseases  could  have  been 
prevented  had  a physician  reported 
the  disease  to  TDH.  But  in  this  out- 
break, no  connection  has  been  made 
between  underreporting  and  spread  of 
the  disease.  “Underreporting  slows 
you  down,”  Dr  Hendricks  said.  “It 
takes  a lot  of  time  to  figure  out  what’s 
really  going  on  because  you  have  to  go 
backward  and  fill  in  the  rates.  You 
can’t  just  start  where  you  are;  you  have 
to  go  back.”  Passive  surveillance  al- 
most always  fails  to  deliver  a true  as- 
sessment of  the  incidence  of  a disease, 
she  added.  “You  have  to  do  a lot  of  ex- 
tra work  to  try  to  determine  what  the 
baseline  really  is.” 

The  story  of  this  outbreak  contin- 
ues at  TDH,  whose  epidemiologists 
will  study  it  for  mionths  to  come.  A '■ 
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Three  years  ago  in  Texas  Medicine,  we 
reviewed  recent  advances  in  prevention  of 
stroke.'  Since  then,  an  unprecedented  num- 
ber of  important  clinical  trials  have  clarified 
many  issues,  allowing  several  aspects  of 
stroke  management  to  be  refined.  Here,  we 
update  our  earlier  review,  focusing  on  selecf- 
cd  new  developments  impacting  the  care  of 
common  cerebrovascular  problems  (Table  f). 


TABLE  I 


Advances  in  Stroke: 
Highlights 

PREVENTION  OF  STROKE 

/ Value  of  treating  isolated  systolic  hyper- 
tension is  confirmed. 

/ Cholesterol-lowering  with  statins  reduces 
stroke  risk. 

/ New  antiplatelet  agent  clopidogrel  is 
shown  efficacious. 

/ High-dose  dipyridamole  added  to  aspirin 
may  be  of  value. 

/ Risk-stratification  identifies  patients 
with  atrial  fibrillation  who  benefit  most 
from  warfarin. 

/ Asymptomatic  carotid  stenosis  can  be 
managed  medically  or  surgically. 


ACOTE  TREATMENT  OF  STROKE 

/ Systematic  approach  to  management  (i.e., 
stroke  units,  clinical  pathways) 
improves  outcome. 

/ Early  initiation  of  aspirin  following 
acute  ischemic  stroke  offers  modest 
long-term  benefits. 

/ Tissue  plasminogen  activator,  if  given 
within  3 hours  of  onset  of  ischemic 
stroke,  improves  neurologic  outcome. 


In  areas  of  rapidly  evolving  manage- 
ment, controversy  is  inevitable.  What  consti- 
tutes sufficient  evidence  to  change  clinical 
practice  differs  among  well-informed,  experi- 
enced clinicians  and  researchers.  For  exam- 
ple, knowledgeable  authorities  have  oppos- 
ing views  about  the  clinical  use  of  throm- 
bolytic agents  for  acute  ischemic  stroke. 
Acknowledging  where  different  viewpoints 
currently  exist,  we  try  to  present  a balanced 
interpretation  of  the  available  data,  flavored 
with  our  experience. 

About  30,000  strokes  occur  each  year  in 
Texas.  Most  can  be  prevented  using  available, 
established  interventions.  The  challenge  is  to 
apply  preventive  therapies  effectively  in  din- 
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ical  settings.  The  Texas  Medical  Associatio 
Stroke  Project,  cosponsored  by  the  Texas 
Affiliate  of  the  American  Heart  Associatioi 
facilitates  meeting  this  challenge  through 
professional  education.  Stroke  prevention 
good  medicine,  cost-effective,  and  often  ct 
saving.  We  welcome  your  questions  and  s 
gestions,  and  we  encourage  participation 
all  Texas  physicians.  For  more  informatioi 
contact  the  TMA  Stroke  Project  at  (512)  3 
1461. 

COMPARING  THE  IMPACT  OF  THERAPIES 

An  increasingly  popular  and  useful  c 
cept  to  assess  the  importance  of  a therap)‘ 
the  "number-needed-to-treat."  This  const 
the  relative  risk  reduction  provided  by  a t' 
apy  as  well  as  the  absolute  rate  of  events, 
yielding  the  number  of  patients  that  woui 
need  to  be  treated  in  order  to  prevent  on(| 
event.  Considering  relative  risk  reduction! 
alone  can  distort  the  importance  of  a theij 
py.  For  example  (as  discussed  below),  carc| 
endarterectomy  for  patients  with  severe 
carotid  artery  stenosis  reduces  stroke  by 
about  60'K)  both  for  patients  with  ipsilate 
TlAs  and  for  asymptomatic  patients. 
However,  since  those  with  ipsilateral  sym 
toms  have  a far  greater  risk  of  stroke,  the 
number-needed-to-treat  with  carotid 
endarterectomy  to  prevent  one  stroke  is  a 
least  five  times  greater  for  asymptomatic 
patients  than  for  those  with  recent  ipsilat 
symptoms  (i.e.,  the  operation  offers  more 
than  five  times  the  benefit  for  those  with 
ipsilateral  symptoms!).  The  number-needi 
to-treat  is  calculated  by  multiplying  the  n 
tive  risk  reduction  by  the  rate  of  events  tc 
yield  an  absolute  rate  reduction,  and  this 
number  is  then  divided  into  1. 

ETIOLOGY  AND  EPIDEMIOLOGY 

Stroke  is  a heterogenous  syndrome 
caused  by  several  major  and  multiple 
uncommon  disorders  leading  to  ocdusioi 
rupture  of  blood  vessels  supplying  the  br^ 
(Figure  1). 


Figure  1 
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optimal  prevention  depetids  on  identi- 
iji  the  cause  of  threatened  stroke.  Severe 
deal  carotid  artery  stenosis  is  |)resent  in 
lit  15%  of  patients  with  brain  ischemia, 
istenotic  atherosclerotic  [ilaques  can 
se  TlAs  and  stroke  by  acting  as  a source  of 
'riogenic  emboli  that  migrate  to  obstruct 
al  vessels;  antiplatelet  agents  probably 
lice  stroke  by  inhibiting  clot  formation  on 
imbogenic  surfaces  of  atherosclerotic 
[lies.  Primary  occlusive  disease  of  the 

II  penetrating  arteries  leads  to  small  sub- 
deal  infarcts  (often  called  "lacunes"), 
liologlcally  distinct  from  atherosclerosis. 

' liogenic  emboli  arise  from  vah  ular  dis- 
I and  from  the  cardiac  chambers,  with 

III  fibrillation  as  the  most  common  sub- 
e.  Depending  on  diagnostic  criteria  and 
Int  of  evaluation,  in  about  30'K)  of 

ikes,  no  specific  cause  can  be  identified 
[.•ptogenic  stroke");  these  are  particularly 


jhiition  of  stroke  subtypes  in  North  America. 

iient  in  younger  stroke  victims.  The  dis- 
Ition  of  stroke  subtypes  for  most  North 
Bdican  populations  is  shown  in  Figure  2. 

5 ican- Americans  in  Texas  have  particular- 
fgh  frequencies  of  small  subcortical 
a mar"  strokes  and  intracerebral  hemor- 
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Using  transeso|)hageal  echocardiogra- 
phy com  [ilex  aorik  arch  tilhcrosckrotic  phujiic 
can  be  diagnosed  and  appears  to  be  an  inde- 
pendent risk  factor  for  stroke.*  However,  the 
management  im|)lications  of  this  diagnosis 
are  unclear  at  present:  Whether  anti|)latelet 
agents,  anticoagulants,  or  other  interventions 
offer  substantial  protection  against  recurrent 
ischemia  is  not  known.  Consequently, 
because  of  the  lack  of  a specific  proven  thera- 
py, pursuing  the  diagnosis  of  aortic  arch 
plaque  may  not  be  indicated  for  many 
patients. 

RISK  FACTOR  MANAGEMENT 

Treatment  of  isolated  systolic  hypertension 
in  the  elderly  reduces  stroke  and  is  generally 
well-tolerated,  if  carefully  administered. 

A recent  large  randomized  trial  (Sys-Eur) 
showed  that  the  benefits  of  treatment  can 
be  achieved  with  dihydropyridine  calcium 
channel  blockers  and  angiotensin- 
converting enzyme  inhibitors.'*  For 
those  with  a systolic  blood  pressure 
of  >160  mm/Hg,  the  number- 
needed-to-treat  for  one  year  to  pre- 
vent one  stroke  is  about  120;  treat- 
ment also  reduces  the  incidence  of 
congestive  heart  failure  and  other 
cardiovascular  events. 

While  large  observational  stud- 
ies have  failed  to  implicate  increased 
cholesterol  as  an  independent  risk 
factor  for  stroke’,  clinical  trials  testing  choles- 
terol-reduction with  " statin" -dnigs  (HMG  co-A 
reductase  inhibitors)  in  people  with  coronary 
artery  disease  or  coronary  risk  factors  consis- 
tently demonstrate  a reduction  in  stroke, 
averaging  about  30%.*’  Explanation  for  this 
paradox  is  not  entirely  clear:  The  effect  of 
statins  on  stroke  among  patients  with  coro- 
nary syndromes  may  not  be  the  same  as  for 


patients  with  .sym|)tomatic  cerebrovascular 
disease,  or  stroke  reduction  by  .statins  could 
be  mediated  by  effects  .separate  from  choles- 
terol reduction.  At  [rresent,  efficacy  of  statins 
for  stroke  prevention  has  not  been  estab- 
lished specifically  for  patients  with  cere- 
brovascular disease  by  clinical  trials. 

However,  as  patients  with  atherosclerotic 
cerebrovascular  disease  frequently  have  asso- 
ciated coronary  artery  disease  and  increased 
cholesterol,  use  of  statins  in  patients  with 
cerebral  ischemia  is  often  clinically  indicated. 

Mildly  elevated  serum  homocysteine  lev- 
els have  been  correlated  with  risk  for 
myocardial  infarction  and  ischemic  stroke, 
especially  in  middle-aged  people.'  Because 
small  doses  of  folate  correct  the  abnormality, 
there  is  considerable  interest  in  this  easily- 
treatable  potential  risk  factor  for  stroke.  A 
large  clinical  trial  (VISE)  is  underway  assess- 
ing the  value  of  folate  supplements  for  sec- 
ondary prevention  of  stroke  among  patients 
with  mild  hyperhomocysteinemia. 

ANTIPIATELETTNERAPIESFOR 
CEREBROVASCULAR  DISEASE 

Aspirin  and  ticlopidine  are  widely  recog- 
nized as  effective  for  secondary  prevention  of 
ischemic  stroke  for  patients  with  TIA  or 
ischemic  stroke.®  Two  additional  antiplatelet 
therapies  for  stroke  prevention  recently  have 
emerged:  Clopidogrel  and  high-dose  dipyri- 
damole (Table  2).  Other  novel  antiplatelet 
agents  (e.g.,  oral  glycoprotein  llb/llla 
inhibitors)  have  not  yet  been  tested  in 
patients  with  threatened  stroke  due  to  cere- 
brovascular disease. 

Use  of  aspirin  reduces  stroke  by  about 
25%  (the  number-needed-to-treat  of  typical 
TlA/minor  ischemic  stroke  survivors  for  one 
year  to  prevent  one  stroke  using  aspirin  is 
about  50).  Aspirin  doses  between  75  mg/day 
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TABU  2 


Antiplatelet  Therapies  for  Stroke  Prevention:  Estimates  of  Comparative  Efficacy* 


Ageiit(s) 

Dose 

Risk  Reduction 
vs.  Placebo 

NNT 

vs.  Placebo* 

NNT 

vs.  Aspirin** 

Aspirin 

75-1300  mg/day 

25% 

= 50 

— 

Ticlopidine 

250  mg  bid 

25-40% 

= 30 

= 80 

Clopidogrel 

75  mg/day 

30% 

= 40 

= 200 

Dipyridamole 
(with  aspirin)  # 

200  mg  bid 

35-40% 

= 30 

= 80 

Authors'  estimates  based  on  indirect  comparisons  of  results  from  randomized  clinical  trials;  clopidogrel  has  not  been  compared  to  placebo  directly  and  hence  the  estimate  is 
derived  from  indirect  comparison.  These  interpretations  and  estimates  are  subject  to  controversy,  but  represent  a necessary  attempt  to  compare  antiplatelet  agents.  Given  the 
width  of  confidence  intervals  surrounding  efficacy  in  randomized  trials,  it  is  possible  that  all  three  alternahves  to  aspirin  are  equally  efficacious  (i.e.,  one  has  not  been  proven  better 
than  another). 

NNT  vs.  aspirin  = number-needed-to-treat  with  the  agent  instead  of  aspirin  for  one  year  compared  to  prevent  one  stroke  or  to  prevent  one  of  stroke,  MI  (myocardial  infarction)  or 
vascular  death.  A stroke  rate  of  8%/yr  is  used  for  these  calculations. 

The  only  clinical  trial  showing  a benefit  of  dipyridamole  added  to  aspirin  used  high-dose  (200  mg  bid)  sustained  -release  preparation. 


and  1300  mg/day  have  been  shown  to  be 
effective  for  sfroke  prevention.  The  optimal 
dose  of  aspirin  to  prevent  stroke  remains 
controversial  with  advocates  of  both 
extremes  of  this  range.  In  the  absence  of 
convincing  evidence  favoring  a specific  dose, 
most  clinicians  prescribe  325  mg/day.  No 
patient  subgroups  have  been  defined  for 
whom  aspirin  offers  more  or  less  protection 
(i.e.,  by  gender,  age,  etc.).® 

Tkiopidine  is  significantly  more  effective 
than  aspirin  for  prevention  of  stroke  in 
patients  with  TIAs  and  minor  ischemic 
stroke,  but  the  magnitude  of  difference 
appears  to  be  relatively  small:  The  number- 


Indirect  comparison  of  the  relative  efficacies  of 
antiplatelet  agents  for  stroke  prevention  in  patients  with 
TIA  and  ischemic  stroke,  based  on  key  clinical  trials.  For 
this  comparison,  a stroke  rate  of8%/yr  is  assumed  for 
placebo  patients  and  no  difference  in  efficacy  between 
doses  of  aspirin  (see  text).  It  is  not  possible  to  be  certain 
if  tkiopidine,  clopidogrel,  or  the  combination  of  high- 
dose  dipyridamole  plus  aspirin  are  equal  or  superior  in 
these  indirect  comparisons.  ASA  = aspirin,  TASS  = 
Tkiopidine  Aspirin  Stroke  Study,  ESPS II  = European 
Stoke  Prex'ention  Study  II,"’  CAPRIE  = Clopidogrel  vs. 
Aspirin  in  Patients  at  Risk  of  Ischemic  Events.’ 


needed-to-treat  with  ticlopidine  instead  of 
aspirin  for  one  year  to  prevent  one  stroke  is 
about  80  (Figure  3).  Ticlopidine  use  requires 
monitoring  of  the  white  blood  cell  count 
every  two  weeks  during  the  first  three 
months  to  detect  leukopenia  that  occurs  in 
1-2%;  skin  rash  and  diarrhea  preclude  con- 
tinued use  of  ticlopidine  in  about  15%  of 
patients.  While  ticlopidine  is  approved  for 
first-line  antiplatelet  therapy  following  TIA 
or  ischemic  stroke  due  to  cerebrovascular  dis- 
ease, most  clinicians  reserve  its  use  for 
patients  who  experience  cerebral  ischemia 
while  taking  aspirin  or  for  aspirin- 
intolerant  patients.  The  monthly  cost  of 
ticlopidine  is  currently  about  $90. 

Clopidogrel  is  a congener  of  ticlopidine, 
recently  compared  to  aspirin  in  an  interna- 
tional mega-trial  (CAPRIE)  involving  more 
than  19,000  participants  with  varying  clini- 
cal manifestations  of  vascular  disease.’ 
Considering  the  combined  outcome  of 
stroke,  myocardial  infarction,  or  vascular 
death,  clopidogrel  was  superior  to  aspirin 
(p  = .04).  Considering  only  the  subset  of 
6431  participants  entered  into  this  trial  with 
recent  ischemic  stroke,  the  reduction  in 
events  by  clopidogrel  vs.  aspirin  was  not  sta- 
tistically significant,  either  for  subsequent 
stroke  or  for  the  constellation  of  stroke, 
myocardial  infarction,  or  vascular  death.  The 
serious  toxicity  of  clopidogrel  75  mg/day  was 
comparable  to  aspirin  325  mg/day.  It  is 
unclear  and  controversial  whether  clopido- 
grel offers  important  advantages  over  aspirin 
for  patients  with  recent  cerebral  ischemia 
who  are  able  to  take  aspirin. 

Dipyridimwle  combined  with  aspirin  was 
widely  used  in  the  early  1980s  for  stroke  pre- 
vention, until  three  randomized  trials  testing 


dipyridamole  doses  of  100-225  mg/day  fe 
to  demonstrate  benefit  of  the  combinatiiij 
A recent  large  European  randomized  tria 
(ESPS  II)  found  high-dose  dipyridamole  (; 
mg  twice  daily,  extended-release  prepara 
plus  aspirin  (25  mg  twice  daily)  to  be  su] 
or  to  aspirin  alone  (a  21%  risk  reduction  I 
tive  to  aspirin,  p = 0.006,  number-needeal 
treat  with  dipyridamole  plus  aspirin  vs. 
aspirin  alone  for  one  year  to  prevent  om 
stroke  about  80).'"  Critics  of  KPS  II  sugg 
that  the  use  of  larger  doses  of  aspirin  wo 
obliterate  the  difference,  while  advocate; 
argue  that  the  previous  clinical  trials  did 
test  sufficiently  large  doses  of  dipyridam^ 
At  present,  the  role  of  combination  of  di 
damole  with  aspirin  for  prevention  of  sfi 
in  patients  with  cerebrovascular  disease  i 
controversial.  The  extended-release  prep? 
tion  is  not  currently  available  in  the  U.S. 
(FDA  approval  is  pending.) 

Based  on  different  mechanisms  of 
platelet  inhibition,  combinations  of  aspi 
with  other  antiplatelet  agents  theoretical 
could  enhance  stroke  prevention.  Except 
dipyridamole  as  discussed  above,  the  effi 
and  safety  of  combinations  have  not  bee 
established  for  patients  with  cerebrovasc 
disease  by  clinical  trials,  and  thus  their  n 
tine  use  cannot  be  recommended  at  pres 
in  our  view. 

With  the  recent  availability  of  these 
four  antiplatelet  agents,  there  is  evolving 
legitimate  controversy  about  the  optima 
antiplatelet  therapy  for  stroke  preventior 
Each  of  these  agents  has  its  advocates  foi 
as  first-line  antiplatelet  therapy  to  prever 
stroke,  as  experts  disagree  about  the  strer 
of  existing  evidence  and  clinical  importa 
of  therapy-related  differences  in  outcomt 
present,  we  prescribe  aspirin  as  our  first-1 


TABLE  3 


Risk  Stnitlfiaitiaii  Schemes  for  Patleiits  with  Nonvalvular  Atrial  Hbiillatio] 


Atrial  Fibrillation  Investigators  (AFI)/ 
American  College  of  Chest  Physicians 
(ACCP)  Consensus  Conference 

Stroke  Prevention  in 

Atrial  Fibrillation 
(SPAF)  111  Study 

CLINICAL  FEATURES 

STROKE  RATE 

CLINICAL  FEATURES 

STROKE  RATK 

Fligh-Risk 

Idistory  of  Fiypertension 
Diabetes 

Prior  stroke  or  TIA  ## 

Coronary  Artery  Disease 
Congestive  Ffeart  Failure 

= 6%/yr 

Systolic  BP  >160  mmHg 

Left  Ventricular  dysfunction  # 
Prior  Stroke  or  TIA  ## 

Women  >75  years  old 

= 6%/yr 

Moderate-Risk 

Low-Risk 

Age  >65 

None  of  Above 

= 2%/yr* 

= 1%/yr 

History  of  Hypertension 

None  of  Above 

= 3%/yr 
= 1%/yr 

In  the  .4FI/ACCP  Consensus  Conference  scheme,  the  ischemic  stroke  rate  in  those  without  high-risk  features  was  1.6%/year  in  the  age  group  60-69,  2.1%  in  those  age  70-79,  £ 
3.0%/year  in  those  over  age  80. 


# Defined  as  fractional  shortening  of  <25%  by  m-mode  echocardiography  or  recent  (within  3 months)  congestive  heart  failure. 
**  Stroke  rate  while  receiving  aspirin.  ” 

##  AF  patients  with  prior  TIA  or  stroke,  even  if  occurring  months  or  years  before,  are  at  highest  risk;  averaging  12%/yr. 


|()latolet  therapy,  using  clopidogrel  for 
firin-failures”  or  aspirin-intolerant 
hits. 

f Anticoagulation  with  warfarin  has  not 
'1  estahlished  as  heneficial  t\)r  [latients 
TIA  or  ischemic  stroke  due  to  common 
nrovascular  diseases  (in  contrast  to  its 
ren  value  for  patients  with  cardioembolic 
es  of  brain  ischemia).  A multicenter 
i'pean  randomized  trial  (SPIRIT)  comjiar- 
inticoagulation  (target  INR  range  3-4.S, 
in  achieved  INR  of  about  d)  to  aspirin 
(Stopped  because  of  an  intolerably  high 
jof  brain  hemorrhage  in  those  assigned 
I'oagulation."  An  ongoing  Nlll-spon- 
|1  trial  (WARSS)  is  testing  lower  INRs, 

I results  expected  in  1999.  Pending  fur- 
data  regarding  the  efficacy  and  safety  for 
fnts  with  cerebrovascular  disease,  war- 
I should  not  be  routinely  prescribed  to 
ent  stroke,  in  our  view.  Of  note,  some 
orities  advocate  warfarin  for  patients 
I inoperable  symptomatic  carotid  steno- 
ntracranial  atherosclerotic  stenosis,  or 
(platelet  failures."  Methodologically 
id  evidence  favoring  these  approaches  is 
ing  at  present. 

AL  FIBRILLATION  (AF) 

Clinical  trials  continue  to  demonstrate 
irtant  benefits  of  warfarin  (target  INR  2- 
r primary  and  secondary  stroke  preven- 
for  selected  patients  with  nonvalvular 
Treatment  with  adjusted-dose  warfarin 
;es  the  risk  of  stroke  in  AF  patients  by 
t two-thirds.'^  The  efficacy  of  aspirin  for 
mting  stroke  in  AF  patients  is  supported 
Doled  results  of  three  placebo-controlled 
i yielding  a 21%  reduction  in  stroke.'^ 
iPatients  with  nonvalvular  AF  are  clini- 
I heterogeneous,  and  the  rate  of  stroke 
s widely  within  the  broad  spectrum  of 
atients.  Many  AF  pafients  have  a low 
Df  stroke  while  taking  aspirin  or  if 
!ated;  anticoagulation  of  low-risk  AF 
nts  provides  only  small  reductions  in 
bsolute  rates  of  stroke.'^  Risk  stratifica- 
allows  AF  patients  who  benefit  most  and 
from  anticoagulation  to  be  identified 
e 3).  Considering  the  SPAF  111  Study  cri- 
(Table  3),  the  number  of  AF  high-risk 
nts  needed  to  treat  for  one  year  with 
irin  instead  of  aspirin  fo  prevent  one 
e is  about  25,  compared  to  200  for  low- 
\F  patients.  It  is  as  yet  unclear  how  well 
able  risk  stratification  schemes  (Table  3), 
ed  from  participanfs  in  clinical  trials, 
r to  clinical  practice. 

ITID  ARTERY  STENOSIS 

It  is  generally  accepted,  based  on  consis- 
results  of  randomized  clinical  trials,  that 
id  endarterectomy  offers  important  ben- 
for  patients  with  high-grade  (>70%)  cer- 
carotid  stenosis  who  also  have  ipsilater- 
:al  ischemic  events  (i.e.,  symptomatic 


stenosis),  as  the  rate  of  stroke  without 
surgery  is  substantial  (-  IS'Ki/yr)."’ 
.Symptomatic  patients  with  mild  stenosis 
(<  50'Ki)  usually  do  not  benefit  from  surgery.'^ 
Preliminary  resulfs  of  NASCET  concerning 
moderate  (5()-69'Xi)  symptomatic  stenosis 
show  that  an  overall  4'X)/yr  iiDsilateral  stroke 
rate  can  he  reduced  to  about  3'Mi/yr  by 
carotid  surgery.'" 


TABU  4 


Carotid  Endarterectomy 
for  Stroke  Prevention 

• For  symptomatic  stenosis: 

/ Important  benefit  for  high-grade 
(>70')i))  stenosis;  surgery  recommended 
for  most  patients. 

/ Modest  benefit  for  moderafe  (50%- 
69%)  stenosis;  surgery  recommended 
for  selected  patients.  ^ 

/ No  substantial  benefit  over  medical 
management  for  mild  (<50%)  stenosis. 

• Reduces  stroke  in  asymptomatic  carotid 
stenosis,  but  magnitude  of  benefit  is  small 
in  unselected  patients. 

• Role  of  carotid  angioplasty/stenting  now 
undergoing  evaluation  in  clinical  trials. 

• Whether  subgroups  of  patients  with  moderate 
symptomatic  stenosis  who  have  large  ulcera- 
tions benefit  or  who  have  contralateral  steno- 
sis is  controversial. 

Patients  with  asymptomatic  carotid  steno- 
sis have  a much  lower  risk  of  ipsilateral 
sfroke  (about  2%/yr)."’  While  carotid 
endarterectomy  has  been  shown  to  reduce 
the  risk  of  ipsilaferal  ischemic  stroke  for 
patients  with  asymptomatic  carotid  steno- 
sis,'’ the  magnitude  of  this  reduction  is  much 
smaller  than  for  patients  with  symptomatic 
stenosis  (Figure  4).  It  is  unclear  at  present 
whether  asymptomatic  patients  with  very 


Sympiomatic  Asymptomalic 

Carotid  Stenosis  ( >70^'<  ) Carotid  Stenosis  ( >6()9f  ) 

Carotid  endarterectomy  hi  carotid  stenosis:  rate  reduc- 
tions in  stroke  comparing  symptomatic  vs.  asympto- 
matic patients.  While  the  relative  risk  reductions  are 
similar,  the  absolute  risk  reductions  are  much  greater 
for  symptomatic  patients  (number  needed  to  undergo 
surgery  to  prewnt  one  stroke  over  2 years  in  about  8 for 
symptomatic  patients  vs.  about  40  for  asymptomatic 
patients). 


severe  (i.e.,  > RO'K))  stenosis  are  a higbui  ; , 
grou|)  who  would  importantly  iM  tidit  i"'  . 
endarterectomy.  Hence,  whether  patienv 
with  asymptomatic  carotid  stenosis  shouF 
routinely  undergo  surgery  is  controversial, 
and  either  surgery  or  medical  management 
are  reasonable  options  to  he  discussed  with 
[tatients.  A low  |)erioperative  complication 
rate  is  crucial  if  henefif  from  endarterectomy 
is  to  accrue  to  asymptomatic  patients. 

Medical  management  includes: 

• Controlling  risk  factors  such  as  hyper- 
tension and  smoking. 

• Educating  the  patient  about  FIA  symp- 
toms, whose  occurrence  signals  a shift 
to  high-risk  symptomatic  stenosis. 

• Identifying  and  freating  coexistenf 
coronary  artery  disease. 

• Performing  serial  carotid  sonograms 
seeking  progression  of  sfenosis  (of 
uncertain  accuracy  and  value). 

• Antiplatelet  therapy. 

• HMG  co-A  reductase  inhibitors 
("statins")  if  EDL  cholesterol  is  greater 
than  130  mg'Xi. 

The  feasibilify  and  potential  safety  of 
angioplasty,  with  or  without  stenting,  for  cer- 
vical and  intracranial  artery  stenosis  has  been 
demonstrated  in  several  clinical  scries.  Its 
efficacy,  safety,  and  durability  compared  to 
carotid  endarterectomy  is  unclear  at  present 
(clinical  trials  are  underway).  The  risks  and 
benefits  of  fhis  promising  technique  have  yet 
to  be  fully  defined. 

ACUTE  ISCHEMIC  STROKE: 

TIME  FIRANEWAniTOOE 

Neurons  die  within  a few  minutes  of 
deprivation  of  oxygen,  and  so  some  degree 
of  neuronal  death  occurs  within  minutes  of 
stroke  onset  in  areas  of  no  blood  flow. 

Around  such  areas  of  necrosis  exist  regions  of 
hypoperfused  tissue  that  receive  marginally 
sufficient  flow  to  keep  neurons  alive,  called 
the  ischemic  penumbra.  A major  goal  of  acufe 
stroke  management  is  resuscitation  of 
ischemic  penumbra.  If  reperfusion  of  the 
penumbra  occurs  expeditiously,  neurons 
recover  and  the  patient  improves;  with  no 
reperfusion,  a time-related  attrition  converts 
ailing  neurons  to  infarction.  Because  of  fhe 
time-dependent  death  of  neurons  in  the 
ischemic  penumbra,  emphasis  is  on  the  earli- 
est possible  intervention:  "Time  is  brain." 
With  availability  of  new  intervenfions,  min- 
ufes  count  and  a leisurely  approach  to  acute 
stroke  patients  must  be  replaced  by  treat- 
ment of  stroke  as  a true  emergency.  To  allow 
the  earliest  possible  treatment,  the  public, 
especially  those  at  high  risk  for  stroke,  must 
be  educated  to  call  "911"  when  symptoms  of 
stroke  first  appear.^ 

Elevated  blood  pressure  should  not  be 
treated  within  the  first  days  following 
ischemic  sfroke  unless  systolic  pressure 


exceeds  220  torr  or  diastolic  pressure  exceeds 
120  torr,  sustained  on  repeated  measure- 
ment. rhe  ischemic  penumbra  loses  autoreg- 
ulation, and  perfusion  is  directly  linked  to 
mean  arterial  pressure.  Overzealous  treat- 
ment of  hypertension  following  acute 
ischemic  stroke  can  convert  the  ischemic 
penumbra  into  infarct. 

Acute  stroke  units  appear  to  be  associated 
with  better  long-term  outcome  and  lower 
mortality  than  "usual  care,"  by  metanalysis 
of  randomized  trials.^'  Many  of  these  studies 
were  carried  out  in  Europe  some  years  ago, 
with  mean  hospital  stays  of  several  weeks, 
and  the  applicability  to  current  practice  in 
the  U.S.  is  open  to  question.  Whether  or  not 
a designated  stroke  unit  as  a physical  entity 
is  available,  it  is  likely  that  an  organized,  sys- 
tematic approach  to  stroke  management 
(using  clinical  pathways  and  algorithms,  and 
monitoring  quality)  improves  outcome. 
Hospitals  providing  care  to  acute  stroke 
patients  should  consider  organizing  stroke 
teams  to  facilitate  a systematic  approach. 

More  than  two  dozen  agents  and  inter- 
ventions are  undergoing  clinical  testing  for 
treatment  of  acute  ischemic  stroke.  The  only 
specific  intervention  validated  as  efficacious 
by  adequate  clinical  trials  and  approved  by 
the  FDA  is  tPA  (given  within  3 hours  of 
stroke  onset).  However,  it  is  likely  that  results 
of  ongoing  clinical  trials  will  expand  thera- 
peutic options  during  the  next  12-18 
months. 

In  December  1995,  results  of  the  NINDS 
(NIH)  tPA  trial  were  published,’^  and  the 
agent  was  approved  by  the  FDA  in  June 
1996.  Results  of  this  study  showed  that  the 
use  of  tPA  within  3 hours  of  onset  of  ischemic 
stroke  substantially  improved  long-term 
functional  outcome  compared  to  placebo, 
even  when  tPA-associated  intracerebral  hem- 
orrhage (6%  of  those  given  tPA)  was  includ- 
ed. Based  on  this  trial,  considering  treatment 
of  100  patients,  12  more  would  fully  recover 
if  given  tPA  vs.  placebo.^  A randomized 
European  trial  (ECASS)  testing  tPA  using  a 6- 
hour  time  limit  to  treatment  and  a slightly 
higher  dose  of  tPA  did  not  demonstrate  an 
overall  benefit,  primarily  due  to  a high  rate 
of  brain  hemorrhage.  Thus,  at  present,  the  3- 
hour  maximum  time  from  stroke  onset  to 
treatment  must  be  strictly  observed.  The  fol- 
lowing points  are  worth  emphasis: 

• tPA  for  acute  ischemic  stroke  is  effec- 
tive and  of  overall  benefit,  but  it  carries 
substantial  risk.  About  one  person  in  15 
given  tPA  suffers  serious  brain  hemor- 
rhage even  if  tPA  is  given  according  to 
strict  guidelines. 

• tPA  is  given  intravenously  over  one 
hour;  no  arteriography  is  required. 

• tPA  must  be  given  within  3 hours  of 
stroke  onset. 


• When  a patient  awakens  from  sleep 
with  a neurological  deficit,  onset  of 
stroke  must  be  assumed  to  be  the  time 
that  sleep  commenced. 

• It  is  sometimes  difficult  to  be  certain  of 
the  exact  time  of  stroke  onset  at  initial 
evaluation.  If  there  is  any  uncertainty, 
tPA  should  not  be  given. 

• The  CT  scan  must  document  the 
absence  of  intracranial  bleeding  before 
treatment  (some  authorities  additional- 
ly recommend  that  tPA  not  be  given  if 
CT  evidence  of  recent  major  infarction 
is  present). 

• Patients  with  severe  ischemic  strokes 
may  have  a higher  risk  of  tPA-associat- 
ed  brain  hemorrhage,  but  also  have  the 
most  to  gain. 

Substantial  controversy  has  surrounded 
recommendations  for  widespread  clinical  use 
of  tPA.  While  many  (but  not  all)  American 
stroke  experts  advocate  tPA  use  according  to 
strict  guidelines,  the  majority  of  European 
authorities  believe  general  clinical  use  to  be 
premature.^  Those  opposing  the  general  use 
of  tPA  explain  that  only  a single  clinical  trial 
carried  out  in  specialized  stroke  research  cen- 
ters has  shown  overall  benefit,  while  other 
trials  of  thrombolytic  agents  have  consistent- 
ly shown  no  benefit  or  even  harm.“ 
Advocates  of  tPA  counter  that  the  specific 
agent  (i.e.,  tPA  instead  of  streptokinase),  the 
dose,  and  the  3-hour  time-to-treatment 
explain  the  difference  with  other  negative 
trials.  Because  no  other  intervention  has 
been  proven  to  effectively  treat  the  devasta- 
tion of  stroke,  we  recommend  that  tPA  use 
according  to  strict  guidelines  should  be 
offered  to  appropriate  patients,  after  explana- 
tion of  the  risks  and  benefits  to  family  mem- 
bers. The  use  of  tPA  for  acute  ischemic  stroke 
has  been  endorsed  by  the  Stroke  Council  of 
the  American  Heart  Association  and  the 
American  Academy  of  Neurology. 

tPA  is  not  difficult  to  administer,  requir- 
ing strict  adherence  to  eligibility  criteria, 
emergent  CT  scan  capabilities  with  experi- 
enced interpretation,  and  initial  24  hours  of 
ICU  monitoring.  While  the  agent  is  expen- 
sive, cost-effectiveness  analysis  of  the  results 
of  the  NINDS  tPA  trial  indicate  cost  savings 
over  the  long  term,  as  fewer  patients  receiv- 
ing tPA  require  chronic  care.  Given  the  3- 
hour  time  window,  only  a fraction  of 
patients  with  acute  ischemic  stroke  are  eligi- 
ble for  tPA  treatment.  Educating  the  public 
("dial  911  for  stroke")  and  streamlining 
emergent  evaluation  of  stroke  patients  can 
increase  the  fraction  of  patients  with  acute 
stroke  eligible  to  receive  tPA.  Physicians  con- 
sidering the  use  of  tPA  for  patients  with 
acute  ischemic  stroke  are  urged  to  review  the 
AHA  Guidelines  Statement''  and  the  recent 
metanalysis  of  thrombolytic  trials  in  acute 
stroke.^  Physicians  using  tPA  should  adhere 


strictly  to  protocol  guidelines  of  the  NINDS 
tPA  Investigators  (available  through  the  TM 
Stroke  Project  or  at  www.americanheart.org; 

Streptokinase,  given  intravenously,  has 
not  been  of  overall  benefit  in  acute  stroke 
patients  in  clinical  trials  to  date,  but  it  is 
uncertain  whether  this  difference  reflects  th 
longer  time  window  in  these  trials  (i.e.,  up  1 
6 hours  after  stroke  onset),  the  doses  tested, 
or  the  specific  agent.“  Intra-arterial  streptoki 
nase,  urokinase,  and  pro-urokinase  are  bein 
tested  in  ongoing  clinical  trials.  Pending  fui 
ther  data,  these  agents  should  not  be  used 
routinely  outside  of  research  protocols. 
Ancrod  is  a fibrinogenolytic  agent  demon- 
strated to  be  relatively  safe  and  possibly  effi 
cacious,  with  results  of  a large  clinical  trial 
available  in  late  1998. 

The  value  of  aspirin  for  acute  ischemic 
stroke  has  recently  been  assessed  in  two 
mega-trials  involving  nearly  40,000  partici- 
pants, in  which  aspirin  (160-300  mg)  was 
started,  on  average,  between  12  and  24  hou 
after  stroke  onset.““  Considering  outcome 
6 months,  those  receiving  early  aspirin  had 
statistically  significant  reduction  in  the  like 
hood  of  death  or  dependency,  but  the  mag- 
nitude of  the  reduction  was  small:  Death  oi 
disability  was  reduced  by  about  1 per  100 
patients  treated  with  early  vs.  delayed 
aspirin.  Since  aspirin  or  other  antiplatelet 
agents  are  often  used  for  secondary  stroke 
prevention,  it  makes  sense  to  begin  aspirin 
early  (after  CT  has  excluded  hemorrhage)  t< 
capture  this  modest  benefit,  in  the  absence 
of  contraindications. 

Heparin,  heparinoids,  and  low  molecular 
weight  (LMW)  hepatitis  have  undergone  test 
ing  in  recent  clinical  trials  to  assess  their 
risk/benefit  in  acute  ischemic  stroke.  In  the 
International  Stroke  Trial,“  participants  wei 
randomized  to  receive  subcutaneous  hepari 
either  SOOOu  bid  or  12,500u  bid  or  none. 
Fewer  recurrent  ischemic  strokes  occurred  i 
those  given  heparin,  but  this  was  offset  by 
increase  in  hemorrhagic  strokes,  for  no  net 
benefit.  Critics  suggest  that  dose-adjusted 
intravenous  heparin  might  minimize  heme 
rhagic  toxicity,  but  the  fact  remains  that 
heparin  has  not  been  shown  to  improve  n« 
rologic  outcome  by  adequate  clinical  trials. 
Administration  of  a heparinoid  within  12 
hours  of  acute  ischemic  stroke  (NINDS-spo 
sored  TOAST)  showed  no  clear  benefit  witf 
increased  risk  of  nonCNS  bleeding.  A trial  ( 
a LMW  heparin  in  acute  ischemic  stroke 
showed  no  statistically  significant  different 
in  outcome  vs.  placebo  at  3 months  follow 
ing  stroke,  but  a difference  favoring  LMW 
heparin  appeared  after  6 months.^^  A large 
trial  of  this  agent  has  just  been  completed 
an  effort  to  confirm  this  surprising  benefit, 
with  results  expected  during  1998. 

Cytoprotective  agents  increase  the  toler- 
ance of  neurons  to  ischemia  and  have  sho’ 
promising  results  in  experimental  models. 


yiio,  liowovor,  have  yet  sliovvii  to  be 
llioticial  by  adequate  clinical  trials.  l,arj;e 
pils  testing  lubeliizole,  niinodi|iine,  and 
pcholine  sboiild  be  comfileted  soon.  Tbese 
►'iits  appear  to  be  safer  than  fibrinolytic 
prapies  and  may  bave  a longer  time  vvin- 
Ifv  for  efficacy. 

An  enormous  amount  of  researcb  is 
[lusing  on  improving  recovery  from  acute 
j))ke.  At  present,  only  tl’.A  bas  been 
proved  for  acute  treatment,  but  other 
I Ilfs  are  on  the  horizon  and  much  can  be 
le  supportively  to  improve  neurologic 
come  (Table  5).  The  time  for  nihilism  is 
t. 


TABU  S 


Initial  Management 
of  Acute  Stroke 

I 

Determine  ischemic  vs.  hemorrhagic  by 
CT. 

Consider  tPA  if  < 3 hrs  from  onset. 
:General  management  issues: 

./  Blood  pressure  (avoid  hypotension!) 
/ Oxygenation 
/ Glucose 

/ Dysphagia/aspiration  precautions 
'/  Prophylaxis  for  venous  thrombosis  if 
1 unable  to  walk 
:/  Suppress  fever 
iAssess  stroke  mechanism. 

iConsider  aspirin  if  ischemic  stroke,  no 
jcontraindications  (not  within  24  hrs  of 
tPA). 
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Town  versus  gown,  the  sequel 

New  South  Texas  academic  health  center  sparks  Galveston-style  debate 

By  Ken  Ortolon,  Associate  editor 


-reation  of  a medical  school  in  South  Texas  had 
long  been  a dream  of  community  leaders  in  the 
Rio  Grande  Valley.  The  area’s  residents  histori- 
^cally  have  had  a shortage  of  higher  educational 
opportunities.  And,  despite  a South  Texas  Border  Initiative 
that  pumped  $500  million  in  state  funding  into  higher  ed- 
ucation in  the  region  in  the  early  1990s,  there  still  were  no 
professional  schools,  such  as  a medical  or  law  school. 


That  changed  in  1997  when  Texas  lawmakers  passed 
legislation  authorizing  The  University  of  Texas  System  to 
establish  a regional  academic  health  center  within  a 4- 
county  area  of  the  Lower  Rio  Grande  Valley. 

However,  that  well-intentioned  effort  to  increase  educa- 
tional opportunities  and  improve  access  to  health  care  for 
the  Valley’s  large  indigent  population  has  sparked  contro- 
versy between  supporters  of  the  South  Texas  regional  acad- 
emic health  center  (RAHC)  and  private  physicians  within 
the  Valley.  The  private  physicians  fear  the  facility  will  fail 
because  of  an  inadequate  patient  base  to  support  the  physi- 
cians and  residents  the  facility  would 
bring  to  the  area,  as  well  as  an  already 
expanding  physician  population. 

They  also  are  concerned  about  the 
quality  of  the  programs  and  uncer- 
tainties over  future  funding. 

And,  with  similar  concerns  over 
patient  base  spreading  among  private 
physicians  in  other  Texas  cities  where 
RAHCs  already  exist  — such  as  El 
Paso,  Amarillo,  and  Tyler  — the  dis- 
pute could  erupt  into  a statewide  feud 
that  may  lead  to  further  legislative 
battles. 


groups  sued  the  state  claiming  border 
universities  had  been  historically  un- 
derfunded. While  they  eventually  lost 
that  case  on  appeal  in  the  Texas 
Supreme  Court,  the  suit  prompted 
the  Texas  Legislature  to  create  the 
South  Texas  Border  Initiative. 

The  $500  million  spent  on  higher 
education  throughout  South  Texas  re- 
sulted in  the  establishment  of  a new  4- 
year  university  in  Laredo,  construction 
of  much  needed  facilities  at  existing  schools,  and  creation  of 
more  than  1 00  new  degree  programs. 

Valley  legislators,  however,  were  not  satisfied.  In  at  least 
3 legislative  sessions,  they  filed  bills  to  create  a medical 
school  in  the  region.  But  across  the  country,  states  were  try- 
ing to  figure  out  how  to  train  fewer  physicians  to  avoid  an 
anticipated  doctor  glut.  As  a result,  the  Valley  medical 
school  bills  received  little  support  and  were  defeated. 

However,  in  1 997  Valley  lawmakers  came  back  with  a new 
proposal  to  create  a 2-year  regional  academic  health  center 
that  would  draw  students  from  an  existing  4-year  medical  ^ 


Securing  a dream 

The  idea  of  a South  Texas  medical 
school  dates  back  at  least  10  years.  In 
1987,  the  League  of  United  Latin 
American  Citizens  and  other  Hispanic 
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school  and,  therefore,  not  create  any  ad- 
ditional slots  for  new  medical  students. 

Despite  the  findings  of  a special 
Texas  Medical  Association  task  force 
on  physician  workforce  that  suggested 
Texas  did  not  need  additional  medical 
schools  in  any  form,  the  idea  gained 
legislative  momentum.  The  bill,  spon- 
sored by  state  Sen  Eddie  Lucio  (D- 
Brownsville)  and  Rep  Juan  Hinojosa 
(D-McAllen),  passed,  and  the  South 
Texas  RAHC  was  placed  within  the 
UT  System. 

Political  observers  say  the  UT  Sys- 
tem did  not  necessarily  want  the 
RAHC  but  felt  it  could  not  oppose  it 
following  the  Hopwood  decision  that 
had  led  to  the  dismantling  of  the  sys- 
tem’s affirmative  action  programs. 

“The  legislators  believed  this  was  a 
good  thing  to  do,  that  it  was  an  ap- 
propriate thing  to  do,”  said  James 
Guckian,  MD,  the  system’s  vice  chan- 
cellor for  health  affairs.  “Their  col- 
leagues and  the  governor  believed 
that,  and  it  was  assigned  to  UT.  The 
system  responded  by  saying  that  if 
asked  to  do  this  and  if  funds  are  made 
available  do  to  this,  we  will  obviously 
act  on  the  direction  of  the  legislature.” 

That  is  exactly  what  the  UT  Sys- 
tem has  done.  In  December  1997,  the 
system  hired  the  Kaludis  Consulting 
Group  of  Washington,  DC,  to  oversee 
the  site  application  process,  and 
Kaludis  proceeded  to  send  out  re- 
quests for  proposals.  The  initial  dead- 
line for  submission  of  site  applications 
was  set  for  March  31,  but  at  the  re- 
quest of  6 Valley  cities  that  are  poten- 
tial competitors  for  the  RAHC,  that 
deadline  has  been  extended  to  July  2. 


Controversy  begins 

Even  before  the  development  process 
began,  controversy  over  the  proposed 
facility  began  to  brew.  On  November 
3,  1997,  then  Hidalgo-Starr  County 
Medical  Society  President  Roger  R. 
Heredia,  MD,  wrote  UT  System 
Chancellor  William  H.  Cunningham 
expressing  the  society’s  opposition  to 
the  RAHC. 

In  his  letter.  Dr  Heredia  took  issue 
with  claims  that  the  Valley  was  med- 
ically underserved.  And,  he  pointed  out 
that  UT  System  officials  themselves  in 
both  September  1996  and  January 
1 997  had  said  the  Valley  was  not  ready 
for  a RAHC.  They  proposed.  Dr  Here- 
dia said,  gradual  implementation  of 
preceptorship  and  residency  programs 
in  the  region  as  the  needs  arose. 

Dr  Heredia  said  he  and  other 
physicians  believe  UT  should  attempt 
“to  improve  the  quality  of  science  ed- 
ucation at  our  local  universities, 
thereby  increasing  the  Valley’s  quali- 
fied applicant  pool  of  minority  and 
other  students  to  health  professional 
schools.  This  should  have  been  UT’s 
first  priority  in  light  of  the  recent 
Hopwood  ruling,  and  a better  use  of 
the  taxpayer’s  money.” 

Members  of  the  Cameron-Willacy 
County  Medical  Society  did  not  react 
as  vociferously  to  the  RACH  proposal 
as  did  other  Valley  physicians.  How- 
ever, Victor  M.  Gonzalez,  Jr,  MD, 
president  of  the  medical  society,  says 
feelings  among  physicians  there  are 
mixed.  The  county  society  planned  to 
meet  in  late  March  in  an  attempt  to 
develop  a consensus  among  its  mem- 
bership on  the  RAHC  issue. 


Despite  the  argument  over  whether 
the  Valley  was  ready  to  support  a 
RAHC,  the  heart  of  the  controversy  can 
be  found  in  Valley  physicians’  concerns 
that  the  facility  will  foster  the  same  type 
of  competition  between  private  and  aca- 
demic physicians  that  caused  the  erup- 
tion of  a full-fledged  “town-gown”  war 
in  Galveston  in  the  mid-1990s.  (See 
“Town  Versus  Gown,”  October  1995 
Texas  Medicine,  pp  30-35.) 

In  Galveston,  an  aggressive  cam- 
paign by  The  University  of  Texas 
Medical  Branch  (UTMB)  to  increase 
revenues  and  secure  an  adequate  pa- 
tient base  to  train  their  physicians, 
particularly  the  growing  demand  for 
primary  care  physicians,  caused  open 
warfare  between  the  private  and  acad- 
emic medical  communities.  UTMB 
bought  up  physician  practices,  opened 
clinics  in  outlying  communities  in  di- 
rect competition  with  private  doctors, 
and  aggressively  competed  to  get  pri- 
vate pay  patients  into  their  facilities. 

The  fact  that  those  tactics  were  es- 
poused by  Dr  Guckian,  who  now  is 
responsible  for  development  of  the 
South  Texas  RAHC,  cannot  make 
Valley  doctors  comfortable. 

Add  to  that  the  fact  that  regional 
academic  health  centers  in  other  com- 
munities are  beginning  similar  cam- 
paigns to  attract  private  pay  patients, 
and  it’s  easy  to  see  why  the  Valley 
physicians  are  concerned. 

In  El  Paso,  the  RAHC  operated  by 
Texas  Tech  University  has  begun  estab- 
lishing clinics  on  the  west  and  northeast 
sides  of  the  city  where  the  most  affluent  j 
population  lives,  says  Elaine  M.  Barron,  | 
MD,  president  of  the  El  Paso  Coimiy  i 
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Medical  Society.  She  says  Tech  officials 
have  told  the  local  medical  community 
they  need  the  revenue  from  these  clin- 
ics to  supplement  their  state  appropria- 
tions. In  fact,  that’s  a problem  faced  by 
all  Texas  public  medical  schools.  More 
than  50%  of  their  funding  is  generated 
by  patient  care  revenues,  and  only  an 
estimated  1 8%  to  23%  come  from  state 
appropriations. 

“They  need  to  go  out  and  have  their 
physicians  make  more  money  for  their 
institution  in  order  to  be  financially 
solvent,”  Dr  Barron  said  of  Texas  Tech. 
“Thus,  this  has  driven  their  system  out 
to  compete  for  private  patients.” 

At  the  same  time.  Dr  Barron  says. 
Tech  does  not  have  enough 
residents  and  faculty  physi- 
cians to  care  for  the  indigent 
population  of  El  Paso  that 
could  be  served  if  it  weren’t  fo- 
cusing on  paying  patients. 

Principles  of  the  game 

These  same  types  of  concerns 
prompted  current  Hidalgo- 
Starr  County  Medical  Society 
President  Alexander  J.  Feigl, 

MD,  in  a February  9 letter  to 
society  members,  to  spell  out 
several  questions  about  how 
the  RAHC  should  be  devel- 
oped. Those  questions  raised 
several  issues  that  might  serve  as  prin- 
ciples for  development  of  the  RAFIC, 
including  having  a funding  source  for 
indigent  care  other  than  a public  hos- 
pital district  with  taxing  authority;  the 
need  for  assurances  there  will  be  an  ad- 
equate number  of  patients  and  quality 
faculty  to  assure  accreditation  for  the 
RAHC  by  the  Accreditation  Council 
for  Graduate  Medical  Education  and  a 
sufficient  patient  caseload  for  resi- 
dency programs;  the  ability  to  demon- 
strate unmet  need  and  to  place  new 
clinics  in  medically  underserved  areas 
to  reduce  direct  competition  with  pri- 
vate practice  doctors;  adequate  access 
to  Medicaid  patients  for  both  the  resi- 
dency programs  and  private  practice 
physicians;  and  availability  of  adequate 


graduate  medical  education  funding  j 
for  new  residency  programs.  » 

The  concerns  expressed  by  Hidalgo 
County  doctots  prompted  some  hatsh  i 
criticism  from  both  Senator  Lucio  and  j 
Representative  Hinojosa  in  an  article  i 
that  appeared  in  February  in  the ! 
Austin  American-Statesman.  That  criti- 1 
cism  prompted  another  letter  from  Dr 
Feigl  to  Representative  Hinojosa  on 
February  25.  ] 

“It  saddens  us  to  see  the  miscon- 1 
ceptions  that  are  being  harbored  by 
the  community,”  Dr  Feigl  wrote.  “We 
feel  that  it  is  your  responsibility  to 
level  with  them.” 

In  the  letter.  Dr  Feigl  listed  several  i 


facts  he  felt  Valley  residents  needed  to 
know,  including  that  the  UT  request 
for  proposal  places  the  burden  of  fi- 
nancing indigent  care  on  the  local 
community,  that  no  new  openings  for 
medical  students  would  be  created  by 
the  RAHC,  and  that  the  program  is 
not  designed  to  teach  medicine  to  stu- 
dents from  the  Valley. 

The  war  of  words  prompted  a meet- 
ing between  the  2 bill  sponsors  and  Hi- 
dalgo County  doctors  in  March. 
Representative  Hinojosa  says  he  thinks 
the  meeting  helped  clear  the  air  and  al- 
lay some  of  the  physicians’  fears. 

“What  we  have  here  is  a situation 
where  they’re  somewhat  apprehensive, 
and  I don’t  blame  them,”  Representa- 
tive Hinojosa  said.  “There’s  so  many 


“What  we  have  here 
is  a situation  where 
theyVe  somewhat 
apprehensive,  and  I 
don’t  blame  them. 
There’s  so  many 
changes  taking  place 
in  medicine  right 
now  it’s  scary.” 
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ii  Jiangcs  taking  place  in  medicine  right 
now  it’s  scary.” 

Representative  Hinojosa  says  he 
ajand  Senator  Liicio  assured  tlie  pliysi- 
ioans  that  they  will  have  input  in  how 
[ the  RAHC  is  developed  and  that  their 
atncerns  would  be  taken  into  account. 

[ “We  told  them  the  RAHC  is  going 
I to  happen.  They  cannot  stop  it  be- 
muse a majorit)'  oF  doctors  support 
it,”  Representative  Hinojosa  said. 
But  we  did  tell  them  that  we  would 
have  an  open  line  of  communication 
ifor  them  to  be  part  of  the  process,  to 
I participate  in  putting  this  project  to- 
Igether,  to  help  us  shape  this  RAHC  to 
Imeet  our  needs.” 

I Dr  Guckian  also  says  the  UT  Sys- 
[tem  recognizes  the  potential  for  com- 
|petition  between  academic  and 
private  physicians  and  hopes  it  can  be 
avoided  through  cooperation. 

“Like  all  our  other  medical  schools, 
we  recognize  that  100%  of  funding 
for  the  operation  of  the  faculty  is  not 
going  to  be  provided  by  the  legisla- 
ture,” he  said.  “As  is  indicated  in  the 
'request  for  proposal,  it  is  understood 
that  the  faculty  would  be  expected  to 
generate  some  part  of  their  salaries 
and  the  operating  expense  through 
the  generation  of  patient  revenue. 
Having  said  that,  it  is  our  hope  that  a 
substantial  part  of  the  clinical  faculty 

I that  will  be  used  in  the  regional  acad- 

II  emic  health  center  would  come  from 
physicians  practicing  in  the  Valley 

)(  who  may  wish  to  become  teachers  and 
I clinical  faculty.” 

Representative  Hinojosa  also  says 
1 he  does  not  want  to  see  the  type  of  di- 
I rect  competition  that  Dr  Barron  com- 
plained of  in  El  Paso. 

I,  “I  don’t  think  the  UT  System 
[ ought  to  come  in  and  set  up  a clinic 
c across  the  street  from  a clinic  that’s  be- 
j ing  served  by  the  private  sector  for 
paying  clients,”  he  said.  Representa- 
tive Hinojosa  also  adds  that  he  does 
!(  not  want  UT  to  “suck  up”  all  the 
V Medicare  and  Medicaid  patients. 
i(  “But  certainly  it  can  be  worked  out 
iij  what  percentage  it  can  take,”  he  said. 
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“You  look  at  this  economic  area  and 
identify  what  percentage  is  not  being 
served,  what  would  be  a fair  mix.  1 think 
this  can  be  done  and  worked  out.” 

Global  problenn 

While  Valley  leaders  are  attempting  to 
smooth  out  ruffled  feathers  and  move 
forward  with  the  project,  TMA  is  at- 
tempting to  work  with  Valley  physi- 
cians to  ensure  their  concerns  are 
addressed.  Kim  Ross,  TMA  vice  pres- 
ident for  public  policy,  says  the  associ- 
ation is  working  to  facilitate  increased 
understanding  by  both  Valley  physi- 
cians and  voters  of  exactly  what  the 
RAHC  will  do  for  the  area  and  what 
problems  it  may  bring. 

“This  is  all  symptomatic  of  a much 
larger  and  more  daunting  problem  of 
what  is  the  right  size  of  medical  edu- 
cation,” Mr  Ross  added.  “As  further 
pressure  is  generated,  particularly  in 
El  Paso  and  in  the  Valley,  it’s  possible 
that  some  elements  of  the  legislature 
will  raise  questions  about  the  appro- 
priateness of  state  taxpayer-subsidized 
delivery  system  networks  in  direct 
competition. 

“The  legislative  responses  in  the  near 
term  will  be  along  the  lines  of  limits  on 
what  a RAHC  can  do,  mandating  more 
local  input,  certain  percentages  of  prac- 
ticing physicians  in  the  communities, 
and  of  charity  and  indigent  care.  Those 
are  yet  to  be  determined.” 

Representative  Hinojosa  himself 
says  additional  legislation  may  be 
needed  before  the  South  Texas  RAHC 
fully  fits  the  needs  of  the  Valley  region. 

“The  legislation  we  passed  was 
pretty  wide,”  he  said.  “If  we  have  to, 
we’ll  go  back  and  pass  additional  leg- 
islation as  necessary  to  make  sure  it 
fits  our  needs  down  here.”  ★ 
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Years 

there 


Mother's 
maiden  name 


ZIP 


n Other 


Source  ol  other 
income!  


GZ77 

JM-643 

(for  security  purposes) 

Y7 

Your 

annual  salary  $ 

9 

Other 

income! 

? 

Total  household 

income  $ 

9 

tAlimony,  child  support,  or  separate  maintenance 
income  need  not  be  revealed  if  you  do  not  wish  it 
considered  as  a basis  for  repayment. 


X 


Date 


MY  SIGNATURE  MEANS  THAT  I AGREE  TO  THE  CONDITIONS  APPEARING  ON  THIS  FORM. 


Please  complete  only  if  you  have  moved  or  changed  employers  in  the  last  three  years. 
Previous 

Address City State Z!P_ 

Previous  school  Years 

or  employer there  _ 


Annual  fee 

None. 

i^Annual  Percentage  Rate  (APR) 

14.99%  fixed  for  purchases. 

Grace  period  for  repayment 
of  balance  for  purchases 

At  least  25  days,  if  each  month,  we  receive  payment  in  full  of 
your  New  Balance  Total  by  the  Payment  Due  Date. 

Method  of  computing  the 
balance  for  purchases 

Average  Daily  Balance  (including  new  transactions). 

Transaction  fees  for  cash 
advances  and  fees  for 
paying  late  or  exceeding 
the  credit  limit 

Transaction  fee  for  Bank  and  ATM  cash  advances:  2%  of  each 
cash  advance  (minimum  $2).  Transaction  fee  for  credit  card 
cash  advance  checks:  1%  of  each  cash  advance  (minimum  $2, 
maximum  $10).  Late-payment  fee:  $25.  Over-the-credit- 
limit  fee:  $25. 

Transaction  fee  for  purchases 

Transaction  fee  for  the  purchase  of  wire  transfers,  money 
orders,  bets,  lottery  tickets,  and  casino  gaming  chips:  2%  of 
each  such  purchase  (minimum  $2). 

The  information  in  this  application  is  accurate  as  of  1/98.  The  info<'mation  may  have  changed 
after  that  date.  For  more  current  information,  please  call  MBNA  at  1-800-523-7666.  TTY  users, 
please  call  T800-833-6262. 

©1998  MBNA  America  Bank,  N.A.  ADG-NAAG-1/98  ADG-1-16-98  PLM.FPA 


t-MORE  APR  INFORMATION- 

The  current  promotional  Annual  Percentage  Rate  (APR)  offer  for  cash  advance 
checks  and  balance  transfers  made  with  either  account  is  5.9%  through  your  first 
five  statement  closing  dates,  commencing  the  month  after  your  account  is  opened. 
When  your  minimum  monthly  payment  is  not  received  by  the  close  of  the  first 
complete  billing  cycle  following  its  Payment  Due  Date,  or  when  the  promotional 
offer  expires,  whichever  occurs  first,  the  APR  that  will  be  applied  to  both  new  and 
outstanding  cash  advance  balances  (consisting  of  cash  advance  check  and  balance 
transfer  transactions)  will  be  14.99%.  MBNA  may  allocate  your  monthly  payments 
to  your  promotional  APR  balance(s)  before  your  nonpromotional  APR  balance(s). 

-CONDITIONS- 

I have  read  this  application  and  everything  I have  stated  in  it  is  true.  I authorize 
MBNA  America  Bank,  N.A.  (MBNA)  to  check  my  credit,  employment  history,  or  any 
other  information  and  to  report  to  others  such  information  and  credit  experience  with 
me.  I understand  that  the  acceptance  or  use  of  any  card  issued  will  be  subject  to  the 
terms  of  this  application  and  the  Credit  Card  Agreement  that  will  be  sent  with  the  card, 
and  I agree  to  be  responsible  for  all  charges  incurred  according  to  such  terms. 

Unless  I write  to  MBNA  at  PO  Box  15342,  Wilmington,  DE  19850, 1 agree  that  MBNA 
and  its  affiliates  may  share  information  about  me  or  my  account  for  marketing  and 
administrative  purposes.  I am  at  least  18  years  of  age.  I consent  to  and  authorize 
MBNA  and  its  affiliates  to  monitor  and/or  record  my  telephone  conversations  with 
any  of  their  representatives  to  better  ensure  quality  service.  I understand  that  if  this 
credit  card  application  is  approved  for  an  account  with  a credit  line  of  less  than 
$5,000, 1 will  receive  a Preferred  Card. 

*Ceftain  restrictions  apply  to  this  benefit  and  others  described  in  the  materials  sent 
soon  after  your  account  is  opened.  Preferred  Card  Customer  benefits  differ:  Year- 
End  Summary  of  Charges  and  Purchase  Protection  are  not  available;  maximum 
Common  Carrier  Travel  Accident  Insurance  coverage  is  up  to  $300,000;  and  there  are 
additional  costs  for  Registry  benefits.  MBNA  America,  MBNA,  and  Platinum  P/us  are 
service  marks  of  MBNA  America  Bank,  N.A.  MasterCard  is  a federally  registered 
service  mark  of  MasterCard  International  Inc.,  used  pursuant  to  license. 

MBNA  America  Bank,  N.  A.,  is  the  exclusive  issuer  and  administrator  of  the 
Platinum  Plus  credit  card  program. 
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Law 


Friend  of  the  court 

TMA  weighs  in  on  legal  issues  important  to  medicine 


he  Texas  Medical  Association’s  Office  of  the  Gen- 
eral Counsel  files  numerous  amicus  curiae,  or 
“friend  of  the  court,”  briefs  in  state  and  federal 
courts.  TMA  normally  files  amicus  briefs  at  the 
appellate  level  after  the  facts  have  been  determined  and  the 
law  applied  at  the  original  trial.  Cases  are  chosen  based  on 
whether  or  not  they  offer  genuine  opportunities  to  support 
or  defend  issues  important  to  Texas  physicians  and  their  pa- 
tients. The  TMA  Office  of  the  General  Counsel  summarizes 
here  2 cases  with  potentially  far-reaching  effects. 


Long  wanted  to  leave  the  hospital,  and 
he  assaulted  a nurse.  Three  people' 
tried  to  stop  him  from  leaving:  Ronald 
Chambers,  a patient-care  technician; 
Edward  Johnson,  a food-service 
worker;  and  Richard  Larramore,  a 
medical  student.  During  the  struggle, 
all  4 men  crashed  through  a wall  panel 
and  fell  down  a 24-foot  air  shaft. 

Mr  Long  and  Mr  Johnson  were  in- 
jured; Mr  Chambers  and  Mr  Larramore 
died.  Immediately  after  the  fall,  Mr 
Long  was  taken  to  the  emergency  de-. 


Duty  to  a third  party 

Van  Horn  v Chambers 
Last  court: 


Original  allegation: 


Supreme  Court  of  Texas 
No.  97-0630 
Wrongful  death 


partment  and  placed  in  leather  restraints. 

Mr  Chambers’  family  and  Mr  Johnson  sued  the  hospital, 
and  sued  Mr  Long’s  neurologist  for  negligent  treatment  or 
diagnoses.  The  physician  asked  the  court  for  a summary 
judgment,  asserting  that  under  the  law,  he  did  not  owe  a duty 
to  the  injured  third  parties  or  alternatively,  even  if  he  did  owe 
them  a duty,  his  acts  did  not  legally  cause  the  injuries. 


Seven  years  ago,  Johnny  Long,  Jr,  was 
taken  to  Houston’s  Hermann  Hospital 
emergency  department  on  a back- 
board  with  his  arms  and  legs  re- 
strained. Mr  Long  was  treated  lor 
seizures  and  alcohol  withdrawal,  and 
admitted  to  Hermann’s  neurological 
critical  care  unit  (NCCU).  He  had 
previously  been  treated  as  an  outpa- 
tient for  alcohol  withdrawal  seizures 
and  had  been  hospitalized  once,  all 
without  incident.  This  time,  however, 
he  was  combative  — kicking,  biting, 
and  hitting  hospital  personnel. 

By  the  next  day,  Mr  Long  was 
pleasant  and  cooperative.  On  his  sec- 
ond day  of  hospitalization,  having  had 
no  more  seizures  and  having  exhibited 
no  more  aggressive  behavior,  he  was 
transferred  to  a private  room  by  his  at- 
tending physician.  The  next  morning, 
on  his  third  day  of  hospitalization,  Mr 
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Without  specifying  its  grounds  for 
doing  so,  the  trial  court  granted  the 
physician  summary  judgment.  But 
the  plaintiffs  appealed,  and  the  First 
I Court  of  Appeals  reversed  the  sum- 
I mary  judgment  in  1996,  saying  that 
the  physician  did  owe  a common-law 
:duty  to  the  plaintiffs  because  they 
I were  injured  by  a patient  under  the 
. physician’s  care.  The  physician  asked 
for  a rehearing,  which  the  appeals 
I court  overruled  a year  later. 

The  physician  submitted  a writ  of 
error  to  the  Texas  Supreme  Court.  A 
. writ  of  error  is  one  way  to  submit  a 


case  to  a higher  court;  it  asserts  that  a 
lower  court  made  a mistake.  TMA 
filed  an  amicus  curiae  brief  in  August 
1997  supporting  the  physician’s  writ 
of  error  to  the  Texas  Supreme  Court, 
arguing  that  the  appellate  court  went 
too  far  when  it  imposed  a new  com- 
mon-law duty  of  care  to  third  parties. 
TMA  said  the  court  should  have  per- 
formed a balancing  analysis,  which 
would  have  revealed  that  the  conse- 
quences of  imposing  a burden  of  con- 
tinuing to  restrain  a patient  who 
reasonably  appears  ready  for  less  re- 
striction, are  too  severe.  TMA  said  the 


court’s  decision  places  physicians  in  a 
no-win  situation,  squarely  between 
two  competing  duties:  the  duty  to 
treat  a clinically  stable  patient  with  a 
seizure  disorder  in  the  least  restrictive 
environment  and  the  duty  to  prevent 
injury  to  third  parties  from  the  same 
patient.  Texas  law  should  not  subject 
physicians  to  liability  for  the  unpre- 
dictable consequences  of  remote,  un- 
foreseeable patient  conduct,  TMA 
said  in  its  brief 

At  press  time,  this  case  was  pend- 
ing before  the  Texas  Supreme  Court. 


The  accident  happened  4 days  later. 

TMA  filed  an  amicus  curiae  brief  in 
January  supporting  the  neurosurgeon’s 
writ  of  error  appeal  to  the  Texas 
Supreme  Court.  TMA  argued  that  the 
13th  Court  of  Appeals  was  wrong  for 
imposing  a new  common-law  duty  on 
physicians  to  third  parties.  TMA  said  the 
appellate  court  erred  when  weighing  the 
risk,  foreseeability,  and  likelihood  of  in- 
jury in  this  case  against  other  considera- 
tions. For  the  neurosurgeon  to  be  liable, 
there  must  have  been  sufficient  evidence 
that  he  knew  or  should  have  known  that 
harm  would  befall  the  victim,  TMA 
said,  and  absent  such  evidence,  he 
should  be  absolved  from  liability. 

At  press  time,  this  case  was  pending 
before  the  Texas  Supreme  Court. 

w 


Texas  Supreme  Court 
No.  96-0584 
Wrongful  death 


\ Praesel  and  Herbert  v Wendenburg 

I 

Last  court: 

I 

[Original  allegation: 

*While  Ronald  Peterson  was  driving  in 

(1991,  he  had  a grand  mal  seizure,  lost 
control  of  his  car,  and  ran  into  another 
car,  killing  a young  woman.  Instead  of 

(suing  Mr  Peterson,  the  woman’s  hus- 
band and  mother  sued  3 physicians 
who  had  been  involved  in  Mr  Peter- 

E son’s  care  and  a medical  clinic.  The 
plaintiffs  claimed  the  physicians  had  a 
jduty  to  warn  the  patient  not  to  drive 
land  a duty  to  protect  the  driving  pub- 
lic from  Mr  Peterson’s  condition, 
j The  physicians  argued  that  under 
the  law  they  did  not  have  duty  to  the 
public.  The  trial  court  granted  the  de- 
fendant physicians  summary  judg- 
ment on  those  grounds.  The  13th 
Court  of  Appeals  in  Corpus  Christi 
upheld  that  judgment  for  2 of  the  3 


defendant  physicians,  but  reversed  and 
remanded  it  for  the  third  physician,  a 
neurosurgeon. 

Mr  Peterson  had  seen  the  first  2 
physicians  for  family  practice  matters 
and  for  monitoring  of  his  epilepsy 
medication.  When  Mr  Peterson  later 
ruptured  a disk,  he  was  treated  by  the 
third  physician,  a neurosurgeon.  After 
undergoing  magnetic  resonance  imag- 
ing, Mr  Peterson  told  the  neurosur- 
geon he  had  been  having  seizures,  and 
the  neurosurgeon  advised  him  to  see 
the  physician  treating  him  for  epilepsy. 
Ten  months  later,  he  saw  his  family 
physician  for  a cold  but  reported  no 
seizure  activity  within  the  last  year.  At 
that  time,  his  epilepsy  medication  was 
tested  and  found  to  be  therapeutic. 
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Attention 
to  each 
Chief  of  Staff! 


your 

medicai  staff 


ORGANIZED 
MEDICAL  STA] 
SECTION 


The  Voice  of 
Grassroots  Physicu 


representation. 


Benefits  for 
Medicai  Staffs 


There  are  527  hospitals  in  Texas 
Each  hospital  has  a chief  of  staff 


QMSS 


is  a powerful  vehicle 

for  maintaining  our  doctor/pa- 
tient relationships. 


QKtSS 


IS  a grassroots  organi- 
zation with  a direct  pipeline  to 
our  TMA  and  AMA  leader- 
ship. 


QMSS 


is  the  channel  for  any 
concern  of  a medical  staff  to 
be  addressed  and  lead  to  ac- 
tion by  our  TMA  and/or  AMA 
at  the  same  assembly  meeting 
where  it  is  presented. 


Each  chief  of  staff  has  the  responsibility  to  ele 
and  send  their  medical  staff  representative  to  c 
Texas  Medical  Association  Organized  Medical 
Staff  Section 

Texas  Medicai  Association 

401  West  15th  Street  Austin,  Texas  78701  fax  (512)  370-1632 

OMSS  membership  is  open  to  TMA  members  with  active  hospital  medical  staff  privileges. 

To  designate  your  hospital’s  TMA-OMSS  representative,  please  complete  and  return 
the  following  information: 


QMSS 


has  a 94%  success  rate 

in  getting  resolutions  voted 
into  AMA  policy. 


Physician’s  name  

Preferred  mailing  address 

City  State  Zip  Code 


QMSS 


provides  medical 
staffs  with  needed  legal  and 
professional  expertise  to  main- 
tain physician  self-governance 
and  quality  patient  care. 


QMSS 


opposes  unilateral 
amendment  of  medical  staff 
bylaws. 


Tex 


TexasMedical 

Association 


Practice  Type:  CD  solo  CD  group  CD  hospital-based 

I hereby  certify  that  the  above  physician  is  a member  of  the  Texas  Medical  Association,  an  active  voting  member  of  the  medi' 
with  clinical  privileges  at  our  hospital,  and  has  been  selected  by  our  medical  staff  as  our  representative  to  the  TMA  Organize 
ical  Staff  Section. 


chief  of  staff  or  secretary  of  medical  staff  signature 


date 


For  more  informatioiiv  call  [8001  880-1300,  ext.  138! 


frontier  Only  Deals  with  the  Facts 


I recent  article  in  Texas  Medicine 
^vised  physicians  to  ask  some  very 
jointed  questions  prior  to  selecting  a 
rofessional  liability  insurance 
rovider.  We  could  not  agree  more, 
hoosing  the  broadest  coverage,  from 
financially  stable,  licensed  and 
Emitted  insurance  provider  protects 
ou  and  your  future. 

Frontier  has  been  providing 

tedical  professional  liability  insurance 
r more  than  20  years  and  is  a licensed 
id  admitted  insurance  company  in  the 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.l^il*igfcn  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 


USAA  MEMBERS  CALL: 

USAA  GENERAL 
AGENCY,  INC. 

800-531 -8826 

CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 

NATIONAL  HEALTH 
SERVICES 

Houston:  800-634-9513 

EHRMAN,  MURPHY 
& COMPANY 

Houston:  713-464-6291 

ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 

THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558-2825 

EICHLITZ,  DENNIS,  WRAY 
& WESTHEIMER 

San  Antonio:  210-223-9171 

HRH  AMARILLO 

Amarillo:  806-376-5136 

INSURANCE  ASSOCIATES 
OF  TEXAS 

Conroe:  409-756-2222 

J.S.  EDWARDS 
& SHERLOCK 

Beaumont:  409-832-7736 

MADELEY  & COMPANY 

Dallas:  800-382-7741 

OFFENHAUSER 
& COMPANY 

Texarkana:  903-792-4050 

TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 

THE  ANDERSON  COMPANY 

Houston:  713-496-6729 


tate  of  Texas.  Frontier’s  ^ doctors,  part-time  physicians,  loss-free 


Viancial  stability  is  clearly  demonstrated 
jy  our  Standard  and  Poor’s  Rating  of 
+ (Excellent)  and  our  A.M,  Best  Rating 


claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 


f A-  (Excellent.)  Our  record  of  stability, 
exibility  and  service  has  earned  us  the 
ust  of  more  than  16,000  physicians 


listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  853>9502.  If  calling 
from  Houston  (713)  627-9100, 


1-1  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046 


O 

mr  GROUP,  INC. 


nd  surgeons  nationwide. 


FAX;  713.627-9145 


A Market  Leader  in  Professional  Liability  Insurance 


PHYSICIAN’S  GUIDE  TO  USING  THE  INTERNET 

BY  S.  CAROL  ALLEN 


Texas  Medical  Association’s  newest  publication  introduces  physicians  to  Internet  tools, 
explains  how  to  use  them  to  access  the  health  care  information  available,  and  discusses 
the  key  issues  that  this  information  revolution  is  raising! 

Some  highlights  include: 

■ Getting  started  on  the  Internet  ■ Chatting  on  the  Net 

■ Communicating  through  e-mail  ■ Designing  a Web  site  for  your  practice 

■ Working  with  newsgroups  ■ Ten  ways  the  Internet  can  help  your  practice 

Plus,  check  out  the  sites  where  your  patients  are  getting  health  information! 

By  understanding  the  various  tools  of  the  Internet  and  looking  at  specific  medical 
examples  of  how  the  tools  are  being  used,  you  will  be  in  position  to  make  sound  business 
decisions  about  how  to  make  the  Internet  work  for  you! 

TMA  members  - $29  Nonmembers  - $59 

To  order  Online@TMA,  complete  this  form  and  mail  payment  or  credit  card  information 
to  TMA  Bookstore,  401  W.  15th  St,  Austin,  TX  78701-1680;  fax  your  credit  card  order  to 
(512)  370-1635;  call  (800)  880-1300,  ext  1423  or  (512)  370-1423;  or  e-mail 
anne_g@texmed.org. 
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Survey  of  the  causes  of  stroke  among  Mexican 
Americans  in  South  Texas 


Management  strategies  for  optimal 
stroke  prevention  depend  on  the  cause  of 
threatened  stroke.  We  know  relatively 
little  about  the  etiology  of  stroke  in  Mex- 
ican Americans,  who  make  up  one  quar- 
ter of  the  population  in  Texas.  A 
retrospective  case  series  of  159  consecu- 
tive patients  hospitalized  in  San  Anto- 
nio, Tex,  for  acute,  first-ever  stroke 
compared  risk  factors,  features,  atid 
causes  of  stroke  between  Mexican  Amer- 
icans and  whites. 

Mexican  Americans  who  had  strokes 
were  significantly  younger  than  whites  and 
had  diabetes  mellitus  more  often.  Intrac- 
erebral hemorrhage  and  lacunar  infarcts 
occurred  often  in  Mexican  Americans. 
Ethnicity  appeared  to  be  an  independent 
risk  factor  for  lacunar  infarction.  Mortal- 
ity and  fiunctional  outcome  at  the  time  of 
hospital  discharge  were  similar  in  Mexi- 
can Americans  and  whites. 

Intrinsic  small-vessel  disease  causing 
lacunar  infarcts  and  intracerebral  hem- 
orrhage accounts  for  about  one  half  of 
strokes  in  Mexican  Americans.  Stroke 
among  Mexican  Americans  in  South 
Texas  has  a distinctive  profile  with  im- 
plications for  its  prevention. 


Dr  Worley,  instructor;  Dr  Lalonde,  assistant 
professor;  Dr  Benavente,  assistant  professor; 
and  Dr  Hart,  professor.  Department  of  Medi- 
cine (Neurology  Division),  The  University  of 
Texas  Health  Science  Center,  San  Antonio, 
Tex;  and  Mr  Kerr,  Statistics  Epidemiology  Re- 
search Corporation,  Seattle,  Wash.  Send 
reprint  requests  to  Dr  Hart,  Department  of 
Medicine  (Neurology  Division),  The  Univer- 
sity of  Texas  Health  Science  Center,  7703 
Floyd  Curl  Dr,  San  Antonio,  TX  78284-7883. 
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Kay  L.  Worley,  MD 
Daniel  R.  Lalonde,  MD 
David  R.  Kerr,  MS 

STROKE  IS  devastating  TO 
patients,  their  families,  and  the 
community.  Cerebrovascular  dis- 
ease remains  the  major  cause  of  adult 
disability  and  the  third  leading  cause  of 
death  in  the  United  States.  Relatively 
little  information  is  available  regarding 
risk  factors,  causes,  and  outcome  of 
stroke  in  specific  racial/ethnic  groups. 
Although  stroke  is  known  to  be  a ma- 
jor problem  among  US  Hispanics, 
stroke  in  this  ethnic  group  has  rarely 
been  assessed  separately,  as  most  previ- 
ous studies  were  restricted  to  compar- 
ing whites  and  African  Americans 
(1^).  By  the  year  2000,  the  Hispanic 
population  is  estimated  to  number  31 
million  and  will  represent  the  largest 
minority  within  the  United  States  (5). 

The  San  Antonio  metropolitan  area 
is  almost  evenly  divided  into  2 major 
ethnic  groups,  providing  an  opportu- 
nity to  compare  risk  factors,  causes,  and 
outcomes  of  stroke  between  Mexican 
Americans  and  non-Hispanic  whites. 
The  aim  of  this  study  was  to  systemati- 
cally assess  these  ethnic  differences. 

Subjects  and  methods 

We  analyzed  retrospectively  a consecu- 
tive case  series  of  Mexican  American 
(n=89)  and  white  (n=70)  patients  ad- 
mitted to  2 San  Antonio  hospitals  dur- 
ing 1990-1991  with  the  confirmed 
discharge  diagnosis  of  first-ever  acute 
stroke.  University  Hospital  (68  pa- 
tients, 44  [65%]  Hispanic)  is  a county- 
funded  hospital  serving  a primarily 
indigent  population;  Southwest  Texas 
Methodist  Hospital  (91  patients,  45 
[49%]  Hispanic)  is  a private  facility 
serving  a largely  insured,  primarily 
middle-class  population.  Information 
was  abstracted  from  a detailed  review  of 
medical  records  by  one  of  the  authors 
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Oscar  Benavente,  MD  ; 

Robert  G.  Hart,  MD 
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(K.L.W).  Cases  were  included  if  acuti 
cerebral  infarction  or  hemorrhage  waj 
diagnosed  at  an  age  older  than  25  yeat 
at  stroke  onset  and  if  ethnicity  wa| 
recorded  as  either  white  or  Mexicail 
American.  Stroke  was  defined  as  aij 
acute,  focal,  nonconvulsive  neurologij 
cal  deficit,  with  symptoms  lasting  foj 
more  than  24  hours  and  caused  by  vasj 
cular  disease  of  the  brain.  Patients  witf 
transient  ischemic  attacks  (ie,  neurolog 
ical  deficits  lasting  for  fewer  than  2' 
hours),  previous  strokes,  or  rupturec 
intracranial  aneurysms  were  excluded 
Patients  were  categorized  by  surnami 
and  notations  in  the  medical  recon 
usually  self-reported  to  hospital  admis 
sion  clerks.  Details  of  demographic  in 
formation;  medical,  neurologic,  anc 
social  history;  risk  factors  for  stroke 
acute  stroke  presentation;  general  am 
neurological  examinations;  results  o 
pertinent  neuroimaging  examination 
and  laboratory  tests;  and  outcome  a 
discharge  were  collected. 

Our  a priori  hypotheses  were  thi 
following: 

• Mexican  Americans  suffering  is) 

chemic  stroke  are  younger,  on  aver  j 
age,  than  are  whites.  j 

• Mexican  Americans  have  a highei 
frequency  of  lacunar  infarcts  that; 
do  whites. 

• Mexican  Americans  who  suffe 

stroke  have  a higher  prevalence  o! 
concomitant  diabetes  than  dc| 
whites.  I 

• Mexican  Americans  who  suffe.} 

stroke  have  a higher  prevalence  oj 
concomitant  hypertension  than  dc| 
whites.  I 

• Mexican  Americans  have  less  func  | 

tional  disability  at  discharge  aftei| 
first-ever  ischemic  stroke  than  dc| 
whites.  II 


\'{ey  definitions 

The  diagnosis  of  hypertension  was 
Msed  on  any  one  of  the  following  three 
oresentations:  a self-reported  history, 
urrent  use  of  antihypertensive  therapy, 
l)r  3 or  more  readings  of  systolic  blood 
;)ressure  > 160  mm  Hg  or  diastolic 
Pressure  > 90  mm  Hg  during  hospital- 
ization (discounting  admission  values), 
fhe  severity  of  hypertension  was  cate- 
.i^orized  as  mild  or  moderate-to-severe. 
fdild  hypertension  was  defined  as  that 
lequiring  a single  drug  for  treatment; 
inoderate-to-severe  hypertension,  as  re- 
quiring multidrug  therapy  and/or  with 
'entricular  hypertrophy  by  electrocar- 
liogram  or  echocardiogram.  A history 
')f  diabetes  was  defined  either  by  self- 
eport  or  by  the  current  use  of  a hypo- 
|;lycemic  agent.  Functional  status  at  the 
lime  of  hospital  discharge  was  catego- 
ized  as  normal  (no  residual  functional 
lleficit),  mild  (independent  activities  of 
daily  living  but  with  some  mild  handi- 
i:ap),  moderate  (requiring  assistance 
Ivith  activity  of  daily  living),  severely 
mpaired  (totally  dependent  for  activi- 
lies  of  daily  living),  or  death. 

Strokes  were  divided  into  infarcts  (ie, 
schemic  strokes)  versus  primary  intra- 
liarenchymal  hemorrhages  based  on 
:omputed  tomography  (CT),  magnetic 
esonance  imaging  (MRI),  or  lumbar 
Juncture.  Ischemic  strokes  were  further 
divided  by  cause  into  5 etiologic  sub- 
ypes.  Lacunar  infiarcts  were  small  (<1.5 
i:m)  subcortical  infarcts  shown  on  CT  or 
'vlRI  without  associated  atherosclerosis. 
Diagnosis  of  a cardioembolic  infarct  re- 
quired the  presence  of  a major-risk  car- 
ilioembolic  source  (eg,  atrial  fibrillation, 
brosthetic  heart  valve,  or  mitral  steno- 
sis), absence  of  ipsilateral  carotid  athero- 
clerosis  by  angiography  or  duplex 
lonography,  and  absence  of  features  of 
acunar  infarct.  Diagnosis  of  atheroscle- 


Table I:  .Stroke  types  in  Mexican  Americans  versus  whites,  in  percent.* 


Mexican  Americans 
(n=89) 

Whites 

(11=70) 

P 

Mean  age  (years) 

62 

70 

.0003 

Type 

Hemorrhagic 

25 

16 

Ischemic 

73 

81 

Uncertain 

3 

3 

Subtypes  ot  ischemic  stroke 

(n=64) 

I\ 

II 

Lacunar 

39 

18 

.01 

Atherosclerosis 

14 

16 

Cardioembolic 

22 

23 

Uncertain 

23 

39 

Other 

2 

5 

* Unless  indicated  otherwise,  all  numbers  in  the  columns  headed  Mexican  Americans 
and  Whites  are  precentages. 


rotic  stroke  required  arterial  imaging 
demonstrating  a significant  ipsilateral 
carotid  atherosclerotic  lesion  (stenosis 
>50%  or  ulceration  >2  mm)  by  angiog- 
raphy or  sonography,  even  if  a small  sub- 
cortical infarct  was  detected  by  CT  or 
MRI,  or  a major  cardioembolic  source 
was  present.  Infarcts  that  did  not  fit  in 
the  above  categories  were  classified  as 
uncertain.  In  addition,  other  specific 
causes  included  rare  or  unusual  etiologies 
of  stroke  (eg,  dissections  and  vasculitis). 

Results 

Mexican  Americans  hospitalized  for 
first-ever  stroke  were  significantly 
younger  (a  mean  of  8 years)  and 
tended  to  suffer  intracerebral  hemor- 
rhage more  often  (odds  ratio=1.8, 
F’=.18)  than  did  whites  (Table  1,  Fig 
1).  Among  those  with  intracerebtal 
hemorrhage,  the  mean  age  was  56 
years  for  Mexican  Americans  versus 
66  years  for  whites  (T=.05).  Cerebral 
infarctions  accounted  for  most  strokes 
in  both  ethnic  groups  (Table  1). 
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Mexican  Americans  with  ischemic 
stroke  were  significantly  younger  than 
whites  (average  difference  was  7 years) 
(Table  2),  a trend  observed  particularly 
in  women.  Mexican  Americans  with  is- 
chemic stroke  had  a significantly 
higher  frequency  of  diabetes  mellitus 
than  did  whites  but  with  similar  preva- 
lences of  other  major  risk  factors  for 
stroke  (Table  2,  Fig  2)  except  atrial  fib- 
rillation. Atrial  fibrillation  was  recog- 
nized in  5%  of  Mexican  Americans 
with  ischemic  stroke  versus  16%  of 
whites,  but  the  overall  frequencies  of 
presumed  cardioembolic  stroke  were 
similar  (Table  I).  Functional  outcome 
at  the  time  of  hospital  discharge  was 
similar  in  both  racial/ethnic  groups. 

Lacunar  infarcts  were  twice  as  com- 
mon among  Mexican  Americans  with  is- 
chemic stroke  (Table  1),  with  a similar 
trend  at  both  hospitals.  Patients  with  la- 
cunar infarcts  were  younger  (mean 
age=6l  years  for  Mexican  Americans  and 
66  years  for  whites)  than  were  those  with 
other  infarct  types  (T=.001)  (Table  3). 
By  multivariate  analysis  considering  pa- 

63 


Fig  I.  Presumed  etiology  of  strokes. 


Mexican  American  White 


Table  2:  Risk  factors  and  outcome  among  patients  with  ischemic  stroke,  in  percent.* 


Mexican  Americans 
(n=64) 

Whites 

(n=57) 

P 

Mean  age  (years) 

64 

71 

.002 

Male 

55 

53 

Risk  factors 

Diabetes 

44 

14 

.0005 

Hypertension 

Any 

59 

62 

Moderate-to-severe 

37 

29 

Ischemic  heart  disease 

23 

35 

Current  smoker 

36 

32 

Heavy  alcohol  use 

11 

20 

Atrial  fibrillation 

5 

16 

.07 

Outcome  at  discharge 

Normal 

2 

9 

Mild  deficit 

47 

32 

Moderate-to-severe  deficit 

48 

54 

Death 

3 

5 

* Unless  indicated  otherwise,  all  numbers  in  the  columns  headed  Mexican  Americans  and  Whites 
are  percentages. 


tient  age,  ethnicity,  and  diabetes,  ethnic- 
ity appeared  to  be  independently  associ- 
ated with  lacunar  infarction  (/’=.09). 
Functional  outcome  at  discharge  was 
similar  for  lacunar  infarcts  and  for  other 
infarct  subtypes  (Table  3). 


Discussion 

We  found  Mexican  Americans  hospi- 
talized for  first-ever  stroke  in  South 
Texas  to  be  substantially  younger  and 
to  have  lacunar  infarctions  more  fre- 


quently than  do  non-Hispanic  whites 
Although  our  study  design  does  not  al 
low  calculation  of  age-specific  incil 
dence  rates,  it  confirms  a distinctive 
profile  of  stroke  in  Mexican  Americans; 

Lacunar  infarcts  were  the  most  fre- 
quent type  of  stroke  in  Mexican  Amerl 
icans  in  South  Texas.  These  small  j 
subcortical  strokes  are  caused  usually  b) 
intracranial  small  artery  degeneratior 
affecting  the  penetrating  arteries.  Thi; 
pathology  is  responsible  also  for  mosi 
intracerebral  hemorrhages,  linking  the 
higher  frequency  of  lacunar  infarct; 
with  intracerebral  hemorrhages.  Thus 
intracranial  small  artery  degenerative 
disease  appears  to  cause  approximate!) 
half  of  the  strokes  seen  in  Mexican 
Americans.  Mexican  American  ethnic- 
ity may  be  an  independent  risk  factoi 
for  lacunar  infarction  (T=.09  in  out 
study).  Multiple  lacunar  infarcts  are 
common  and  can  lead  to  vascular-me- 
diated  dementia. 

The  functional  outcome  following 
ischemic  stroke  was  similar  in  both 
ethnic  groups:  50%  of  Mexican 
Americans  and  42%  of  whites  were 
normal  or  only  mildly  impaired  at  the 
time  of  hospital  discharge.  Because 
patients  are  generally  reported  to  have 
a better  outcome  after  suffering  a first- 
ever  lacunar  stroke  than  after  a stroke 
due  to  other  causes,  and  given  the 
higher  frequency  of  lacunar  infarction 
among  the  Mexican  American  pa-* 
tients,  these  results  are  surprising.! 
However,  short-term  functional  out-^ 
come  was  assessed  only  at  the  time  oi! 
hospital  discharge,  and  the  possibilit)j 
that  patients  with  lacunar  stroke' 
would  ultimately  become  more  func- 
tional exists.  Furthermore,  potential 
differences  in  functional  outcome 
may  be  disguised  by  the  relativel) 
small  number  of  patients.  We  found 
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) difterences  in  the  in-hospital  mor- 
lity  of  ischemic  stroke  between  the 
I/O  groups  (3%  versus  5%). 

The  US  Hispanic  population  has  in- 
eased  34%  since  1 980  and  is  growing 
/e  times  faster  than  the  white  popula- 
,)n  (6).  The  Hispanic  population  in 
e United  States  is  heterogeneous.  Typ- 
ally,  Hispanics  are  divided  into  five 
ibgroups:  Mexican  American,  Puerto 
lican,  Cuban  American,  South  Ameri- 
p,  and  “others.”  Almost  two  thirds 
i'2%)  of  Hispanics  living  in  the  United 
|ates  are  of  Mexican  origin  (7).  The 
inical  features  of  cerebrovascular  dis- 
se  are  likely  to  differ  among  the  vari- 
is  Hispanic  subgroups  because  these 
jpulations  have  diverse  national  ori- 
ns  with  vastly  different  genetic  com- 
isitions.  Therefore,  the  Hispanic 
)pulation  targeted  in  clinical  and  epi- 
jmiological  studies  must  be  specifically 
jfined.  Although  the  Mexican  Ameri- 
Ji  population  of  South  Texas  is  itself  a 
/brid  population  with  diverse  origins 
|id  does  not  represent  a purely  homo- 
:neous  group,  it  does  represent  a group 

the  same  geographic  region  that  has 
stinct  genetic,  social,  and  cultural 
ickgrounds.  Mexican  Americans  con- 
itute  an  identifiable  ethnic  group 
hose  ancestors  include  American  Indi- 
is  from  Mexico  and  the  Southwest 
nited  States,  the  original  Spanish 
)lonists,  and  non-Hispanic  whites  who 
lime  to  Texas  during  the  last  1 50  years. 

Diabetes  is  an  important  indepen- 
;nt  risk  factor  for  stroke  and  was  3 
mes  as  frequent  in  Mexican  Ameri- 
ins  with  stroke  as  compared  with 
hites.  Community-based  health  sur- 
iys  have  established  that  Mexican 
mericans  living  in  the  Southwest 
nited  States  have  a significantly 
igher  prevalence  of  non-insulin-de- 
sndent  diabetes  mellitus  (NIDDM) 


Fig  2.  Prevalence  of  risk  factors  among  patients  with  ischemic  stroke. 
70 


VJ 

Male  Hypertension  Diabetes 

Mexican  American  | | White 

Table  3:  Risk  factors  associated  with  lacunar  inlarcts.* 

Atrial 

Fibrillation 

Current 

Smoker 

Lacunar  Infarcts 

Other  Infarcts 

(n=35) 

00 

II 

c 

P 

Mean  age  (years) 

63 

70 

.001 

Male 

63 

39 

.03 

Mexican  American 

71 

46 

.02 

Diabetes 

40 

26 

Hypertension 

60 

60 

Current  smoker 

47 

29 

.09 

Prior  TIA 

17 

20 

Good  outcomet 

51 

42 

* Unless  indicated  otherwise,  all  numbers  in  the  columns  headed  Lacunar  Infarcts  and  Other  In- 
farcts are  percentages. 

t No  deficit  or  mild  functional  deficit  at  time  of  hospital  discharge. 

TIA  = transient  ischemic  attack 
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Table  4:  Studies  of  stroke  subtypes  in  Hispanics. 

Mean  Age  Lacunar  Infarcts* 

Study  Hispanic  Population  No.  (years)  (%) 

Northern  Manhattan!  West  Indian 

Hispanic 
White 


Guayaquil! 

Hispanic 


South  American 


San  Diego§ 
Hispanic 
White 


Mexican  American 


Arizona|| 

Hispanic 

White 


Mexican  American 


South  Texas 
Hispanic 
White 


Mexican  American 


* Percent  of  ischemic  strokes  (ie,  excluding  hemorrhages) 
t Reference  23. 

! From  Stroke.  1993;24:1833-1836. 

§ Reference  15. 

II  Reference  14. 


compared  with  whites  (8-11).  The 
rate  of  diabetes  mellitus  was  3 to  5 
times  greater  in  Mexican  Americans  in 
Starr  County,  Texas,  compared  with 
rates  from  the  US  Public  Health  Ser- 
vice and  the  Rancho  Bernado  survey 
of  the  general  US  population  (9,12). 
In  the  population-based  San  Antonio 
Heart  Study,  the  incidence  of 
NIDDM  was  significantly  greater  in 
Mexican  Americans  than  in  whites, 
with  persistence  of  this  ethnic  differ- 
ence after  adjustment  for  adiposity  and 
other  potential  confounders  (13). 

Other  case  series  from  Arizona  and 
San  Diego  have  also  reported  a higher 
frequency  of  NIDDM  in  Mexican 
Americans  with  ischemic  stroke  com- 
pared with  whites  with  stroke  (14,15). 
This  difference  was  not  as  marked  in  the 


197 

67 

-35 

82 

80 

-18 

500 

58 

43 

71 

61 

24 

416 

63 

33 

55 

61 

18 

433 

68 

15 

89 

62 

39 

70 

70 

18 

North  Manhattan  study  (16,17).  How- 
ever, Hispanics  in  the  North  Manhattan 
study  were  primarily  of  Dominican  Re- 
public, Cuban,  and  Puerto  Rican  ori- 
gins. This  Hispanic  population  differs 
from  the  Mexican  American  population 
of  the  Southwest  United  States  as  a large 
portion  of  their  admixed  gene  pool  is  of 
African  ancestry.  If  genetics  play  an  im- 
portant role  in  disease  susceptibility  and 
stroke,  this  may  explain  the  nearly  sim- 
ilar prevalences  of  NIDDM  in  the 
Northern  Manhattan  Hispanic  and 
white  stroke  populations.  The  consis- 
tently increased  frequency  of  NIDDM 
demonstrated  among  Hispanics  with 
and  without  stroke  in  the  Southwest 
United  States  supports  the  importance 
of  American  Indian  genetic  admixture, 
since  Native  Americans  have  been 


shown  to  have  a genetic  predispositici 
to  diabetes  (18,19).  The  Mexicaj 
American  population  has  been  estj 
mated  to  have  a 30%  to  40%  Nati'| 
American  contribution  to  its  gene  pooi 
which  may  be  relevant  to  stroke  in  th; 
population  (20).  ) 

Less  is  known  about  other  risk  faci 
tors  for  stroke  in  Mexican  Americarj 
(4).  Mexican  Americans  appear  ti 
have  a lower  prevalence  of  hyperterj 
sion  relative  to  whites  (21).  Our  nj 
suits  agree  with  the  findings  (| 
Zweifler  et  al  that  the  prevalence  (| 
hypertension  was  the  same  for  Mex 
can  American  and  white  patients  sulj 
feting  ischemic  stroke  (15).  In  th 
Northern  Manhattan  study,  hyperter 
sion  was  more  prevalent  in  Aftica 
Americans  and  Hispanics  with  sttok 
as  compared  with  whites  (T<.05 

(16.22) .  As  suggested  previously,  thes 
findings  may  reflect  the  origin  of  Hh 
panics  from  the  Dominican  Republi 
in  this  study  who  share  the  highe 
prevalence  of  hypertension  seen  ij 
African  Americans. 

Few  studies  have  separately  evalu 
ated  the  pattern  of  ischemic  strok 
subtypes  in  Hispanics.  Zweifler  et  a 
reported  that  the  distribution  o 
stroke  etiologies  did  not  differ  signifi 
candy  between  Mexican  American 
and  whites,  except  that  Mexicai 
Americans  had  more  ischemic  stroke 
of  unknown  etiology  (15).  In  th 
North  Manhattan  study,  Hispanic 
had  lacunar  strokes  more  often  thai 
whites  did  (Table  4),  and  whites  ha( 
significantly  more  cardioembolic  stroke 

(17.23) .  These  data,  in  part,  paralle 
our  own,  as  39%  of  Mexican  Ameri 
cans  with  ischemic  stroke  were  diag 
nosed  with  lacunar  infarctioi 
compared  with  18%  of  white  patient 
(T=.01).  We  did  not  find  significan 
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liFerences  in  the  etiologies  of  the  re- 
laining  stroke  subtypes;  however, 
'lis  may  reflect  the  relatively  small 
I'.mple  size.  The  incidence  of  intra- 
irrebral  hemorrhage  appears  to  be 
Duble  in  Mexican  Americans  (24), 
:id  we  found  also  that  intracerebral 
Ifemorrhages  tended  to  be  over-repre- 
I'-nted  in  Mexican  Americans  with 
'irst-ever  stroke. 

•i  Several  methodologic  limitations 
If  this  study  warrant  mention.  Cate- 
[prization  as  Mexican  American  ver- 
<lis  white  was  made  based  on  surname 
hd  self-report  in  the  medical  record, 
[id  some  misclassification  is  likely 
Ivhich  would  tend  to  minimize  dif- 
lirences).  Patients  with  stroke  who 
I ere  not  hospitalized  were  not  in- 
I uded  (we  have  no  reason  to  suspect 
thnic  bias  in  likelihood  of  being  hos- 

Etalized  for  stroke  in  our  community. 
It  this  has  not  been  excluded).  Data 
i^re  abstracted  with  knowledge  of 
fhnic  category  permitting  potential 
jias,  but  objective  definitions  were 
[ringently  employed.  Clinical  classifi- 

Ition  of  stroke  etiologic  subtypes  is 
accurate,  and  classification  schemes 
ive  not  been  validated. 

Our  findings  suggest  a distinctive 
rofile  of  stroke  among  Mexican  Amer- 
:ans  in  South  Texas.  Ethnicity  may  be 
n independent,  if  nonmodifiable,  risk 
Actor  for  certain  types  of  stroke.  Other 
oodifiable  risk  factors  (ie,  hyperten- 
lion,  diabetes,  and  cigarette  smoking) 
iiay  interact  with  ethnicity  in  complex 
kays,  as  yet  poorly  defined,  but  impor- 
hnt  for  prevention  of  stroke. 

! 

I 
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Elevated  hepatitis  A and  E seroprevalence  rates  in  a 
Texas/Mexico  border  community 
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Two  seroprevalence  studies  of  viral  he- 
patitis A and  hepatitis  E were  conducted 
in  El  Paso,  Tex,  and  Cd  Juarez,  Mexico. 
Subjects  were  randomly  selected,  low-in- 
come  pregnant  women.  Blood  from  557 
women  in  El  Paso  and  307  women  in 
Cd  Juarez,  obtained  fom  routine  pre- 
natal testing,  was  analyzed  for  antibod- 
ies to  hepatitis  A and  hepatitis  E. 
Women  from  both  cities  showed  high 
seroprevalence  rates  of  hepatitis  A 
(75.8%  in  El  Paso  and  96.1%  in  Cd 
Juarez).  Rates  increased  significantly  by 
age,  with  100%  of  women  in  Cd  Juarez 
older  than  28  years  testing  positive.  Na- 
tionality and  ethnicity  were  significantly 
associated  with  hepatitis  A seropreva- 
lence: Mexican  nationals,  96.1%;  US 
Hispanics,  78.8%;  and  US  Caucasians, 
36.4%  (P<.001).  With  respect  to  he- 
patitis E,  0.4%  of  women  in  El  Paso 
and  1.6%  of  women  in  Cd  Juarez  tested 
positive  for  anti-HEV.  The  rate  of  he- 
patitis A seroprevalence  was  higher  for 
women  with  lower  educational  levels 
and  for  women  residing  in  crowded 
households,  but  these  findings  were  not 
statistically  significant. 
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ences, The  University  of  Texas  at  El  Paso;  Dr 
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tor, Hospital  de  la  Familia,  Cd  Juarez,  Chih, 
Mexico.  Send  reprint  requests  to  Dr  Redlinger, 
Department  of  Biological  Sciences,  The  Uni- 
versity ofTexas  at  El  Paso,  El  Paso,  TX  79968. 
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The  cities  of  El  Paso, 
Tex,  and  Cd  Juarez,  Chi- 
huahua, are  situated  adjacent 
to  each  other  and  are  separated  by  the 
international  border  that  follows  the 
Rio  Grande.  The  2 cities  have  a com- 
bined population  of  approximately  2 
million,  with  thousands  of  persons 
crossing  daily  between  the  sister  cities. 
In  this  border  community,  large  num- 
bers of  residents  lack  basic  water  sup- 
ply and  sanitation  services.  In  El  Paso 
County,  estimates  are  that  more  than 
40,000  residents  do  not  have  treated 
water  piped  into  their  homes,  and  an 
even  larger  number  do  not  have  ade- 
quate excreta-disposal.  The  situation 
is  even  worse  for  most  residents  of  Cd 
Juarez,  where,  for  example,  no  sewage 
treatment  facility  exists. 

This  seroepidemiological  study  in- 
vestigates 2 enteric  diseases,  hepatitis 
A and  hepatitis  E,  in  this  border  com- 
munity. Viral  hepatitis  A (HAV)  and 
hepatitis  E (HEV)  share  similar  symp- 
toms and  epidemiology.  Transmission 
is  person-to-person  by  the  fecal-oral 
route,  and  persons  may  suffer  fever, 
anorexia,  nausea,  and  jaundice  (1). 
Outbreaks  are  related  usually  to  cont- 
aminated water  and  improperly  pre- 
pared or  handled  food  (2).  Disease 
transmission  is  highly  correlated  with 
low  socioeconomic  status  and  poor 
sanitary  conditions.  Adults  are  usually 
immune  to  HAV  in  developing  coun- 
tries as  a result  of  childhood  infections 
(3,4).  Consequently,  as  sanitary  con- 
ditions improve  and  fewer  childhood 
infections  occur,  many  young  adults 
become  susceptible.  One  study,  con- 
ducted among  pregnant  women  in 
Mexico  City,  found  an  anti-HAV 
seroprevalence  of  93.3%  (5). 

Outbreaks  of  hepatitis  E have  not 
yet  been  identified  in  the  United  States; 
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in  countries  with  inadequate  water  anc^ 
sewage  treatment,  outbreaks  have  beef 
identified  (6).  The  case  fatality  rate  fo! 
hepatitis  E is  double  that  of  hepatitis  ./■ 
(1.5%  versus  0.6%),  except  for  pregi 
nant  women  in  whom  the  rate  is  ai 
alarming  20%  (1,7).  Hepatitis  E sur’ 
veillance  has  only  recently  been  possi' 
ble  with  the  newly  developed  HEM 
antibody  testing  kit  (Abbott  Labora' 
tory,  1995).  1 

The  purpose  of  this  study  was  nj 
determine  the  seroprevalence  of  he 
patitis  A and  E among  low-incomi 
pregnant  women  in  El  Paso  and  Cc 
Juarez.  In  addition,  the  association  o 
selected  demographic  variables  witlj 
infection  was  evaluated  for  both  popj 
ulations.  Where  possible,  specific  rish 
factors  were  identified.  j 

Methodology  I 


This  study  consisted  of  2 cross-sec 
tional  serosurveys,  one  conducted  ir 
El  Paso,  Tex,  and  the  other  in  Cc 
Juarez,  Chih,  Mexico.  Although  simi' 
lar,  the  surveys  differed,  so  each  wil 
be  described  separately.  Both  used  ; 
serosurvey  of  randomly  selected  low- 
income  pregnant  women,  allowing  fo. 
comparison  of  seroprevalence  rates  be- 
tween the  2 groups.  Pregnant  womer 
were  selected  for  the  study  becaus( 
they  are  generally  healthy  individual:' 
who  are  having  blood  drawn  for  pur- 
poses unrelated  to  any  illness. 

El  Paso.  The  El  Paso  survey  was  ; 
blinded  cross-sectional  study  of  womer! 
having  routine  prenatal  testing  aj 
Thomason  Hospital  in  El  Paso.  Thoma  I 
son  Hospital  is  the  county  hospital  and 
serves  predominantly  a low-incomc^ 
population.  Blood  from  routine  prena-l 
tal  tests  was  drawn  between  Septembeij 
and  November  1995  and  was  screenecj 


Table  I.  Seroprevalence  of  total  anti-HAV  in  low-income  pregnant  women  in  El  Paso  and  Cd 
Juarez  (n=786). 


Total  HAV  Antibodies 

Present  (%) 

Absent  (%) 

El  Paso 

422  (75.8) 

135  (24.2) 

Cd  Juarez 

220  (96.1) 

9 (3.9) 

X2  = 44.72,  Idf,  P<.00\. 


pr  antibodies  to  HAV  and  HEV.  De- 
pographic  data  were  collected  and  in- 
luded  age,  ethnicity,  and  address 
aformation.  The  number  of  partici- 
ants  totaled  557  women. 

I Cd  Juarez.  The  Cd  Juarez  survey 
f/as  a cross-sectional  study  of  women 
mdergoing  routine  prenatal  testing  at 
:he  Hospital  de  la  Familia  in  Cd 
tuarez.  The  same  laboratory  tests  were 
lerformed  as  described  above.  In  all, 
j07  women  receiving  prenatal  blood 
[jesting  from  June  to  July  1 996  were  in- 
Ijluded  in  the  study.  All  were  tested  for 
hepatitis  E,  and  a subset  of  229  were 

tsted  for  hepatitis  A.  In  addition,  a 
irvey  identifying  risk  factors  was  ad- 
llninistered  to  a subset  of  158  women. 
Data  collected  included  age,  educa- 
tional level,  whether  or  not  living  con- 
ijitions  were  crowded,  and  whether  or 
iiot  street  food  was  consumed. 

I Individual  blood  samples  were  ana- 
lyzed for  total  HAV  and  HEV  anti- 
fjodies.  For  HAV,  antibody  screening 
[mployed  HAVAB  (Abbott  Laborato- 
ies).  All  blood  samples  were  screened 
nitially  for  total  HAV  antibodies.  A 
econd  screening  was  conducted  on 
)lood  from  only  those  subjects  testing 
eropositive  to  the  first  HAV  screen- 
ng.  This  follow-up  screening  deter- 
nined  the  presence  of  anti-HAV  IgM. 

From  the  screening  protocol  de- 
cribed  above,  test  results  indicated  rela- 
ive  time  periods  during  which  persons 
cquired  anti-HAV.  Those  testing 
[eropositive  in  the  first  screening  at  some 
jime  in  their  lives  acquired  anti-HAV.  In 
the  second  screening,  those  persons  test- 
ng  seropositive  had  become  HAV 
eropositive  within  the  last  4 to  6 
,nonths.  For  HEV,  samples  were 
creened  with  the  use  of  HEVAB  (Ab- 
bott Laboratories),  which  is  not  yet  avail- 
ible  commercially  in  the  United  States. 


Chi-square  tests  were  used  to  ana- 
lyze categorical  data.  Continuous  vari- 
ables were  recoded  into  categories 
based  on  previous  research  or  natural 
outpoints  in  the  data.  The  Fisher  exact 
test  was  used  when  cell  sizes  were 
small  (8).  The  SPSS  statistical  package 
was  used  to  analyze  the  data. 

Results 

High  rates  of  FlAV  seroprevalence 
were  identified  in  the  2 sister  cities 
(Table  1).  Fewer  than  1%  of  El  Paso 
women  were  seropositive  for  FLAV 
IgM  antibodies,  a biomarker  for  recent 
(<6  months)  exposure.  Because  of  an 
FlAV  seroprevalence  rate  approaching 
100%  in  the  Cd  Juarez  population, 
anti-FlAV  IgM  was  not  tested. 

Age  was  associated  with  FlAV  sero- 
prevalence for  women  from  both  cities. 
In  El  Paso,  the  presence  of  anti-FlAV 
increased  significantly  when  expressed 
in  age  quartiles  (Fig  1).  Sixty-five  per- 
cent of  women  aged  14  to  19  years 
were  seropositive,  as  compared  with 
89%  in  women  aged  29  to  46  years 
(R'C.OOl).  For  women  in  Cd  Juarez,  age 
was  dichotomized  with  anti-FlAV  in 
91.7%  of  women  younger  than  22 
years  compared  with  98.6%  of  women 
22  years  of  age  and  older  (7*=. 054).  In 
fact,  100%  of  women  in  Cd  Juarez 


older  than  28  years  tested  positive  for 
FlAV  antibodies. 

Women  tested  in  El  Paso  were  pre- 
dominantly Hispanic  (96%),  and  those 
in  Cd  Juarez  were  all  Mexican  nation- 
als. Seroprevalence  rates  varied  signifi- 
cantly by  ethnicity  and  nationality 
(Table  2). 

Address  data  were  collected  on  all 
participants  to  determine  areas  of  the 
cities  with  highest  HAV  seropreva- 
lence. In  El  Paso,  HAV  seroprevalence 
was  highest  in  the  central  and  south 
central  regions,  while  areas  in  the  east- 
ern and  northern  boundaries  of  the  city 
were  moderately  high.  Data  from  west 
El  Paso  were  insuflficient  to  determine 
seroprevalence.  Although  address  data 
were  collected  on  Cd  Juarez  subjects, 
analysis  of  rates  by  area  was  not  con- 
ducted because  of  the  high  number  of 
women  who  were  anti-FLAV  positive. 

Statistical  comparisons  with  sur- 
veyed risk  factors  could  not  be  per- 
formed because  of  the  high  number  of 
women  with  anti-FLAV  in  Cd  Juarez. 
However,  several  trends  in  anti-HAV 
exposure  by  risk  factors  were  ob- 
served. Maternal  education  was  asso- 
ciated with  high  HAV  seroprevalence: 
for  women  who  did  not  complete  pri- 
mary school  (100%  association),  for 
women  who  did  not  complete  second- 
ary school  (96.2%  association),  and 
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Fig  1.  Seroprevalence  of  anti-HAV  in  a random  sample  of  557  pregnant  women  in  El  Paso,  Tex. 
140  


14-19  20-23  24-28  29-46 


Age  Quartiles  (years) 

HAVAB= hepatitis  A virus  total  antibodies  (Abbott  Laboratories) 
Negative  Positive 


for  women  who  completed  secondary 
school  (88.2%  association)  {P=A3). 

Crowded  living  conditions  ac- 
counted for  another  risk  factor  associ- 
ated with  anti-HAV.  Crowding  is 
defined  by  dividing  the  number  of 
persons  living  in  the  home  by  the 
number  of  rooms.  Homes  with  2 or 
more  people  per  room  were  catego- 
rized as  crowded  and  those  with  fewer 
than  2 people  per  room  as  non- 
crowded.  The  HAV  seroprevalence  in- 
creased with  crowding:  Women 
residing  in  crowded  homes  showed 
100%  association  as  compared  with 
women  in  noncrowded  homes  at 
93.6%  association  {P=.\\2). 

Seroprevalence  rates  for  HEV  were 
0.4%  for  the  El  Paso  subject  population 
and  1.6%  for  the  Cd  Juarez  group. 


Analysis  of  risk  factors  for  anti-HEV 
was  limited  by  the  small  number  of  ac- 
tual cases,  2 in  El  Paso  and  5 in  Cd 
Juarez.  In  Cd  Juarez,  2 of  the  5 HEV 
positive  women  had  lived  in  Cd  Juarez 
all  their  lives,  2 had  immigrated  (1  from 
Chihuahua  and  1 from  Durango),  and 
1 woman  did  not  complete  the  survey. 

Discussion 

The  seroprevalence  of  HAV  in  the 
United  States  according  to  the  Na- 
tional Health  and  Nutrition  Sero- 
prevalence Survey  data  is  33%,  with 
increasing  HAV  exposure  noted  in 
older  individuals  (9).  In  this  study, 
HAV  seroprevalence  was  found  to  be 
clearly  above  the  average  US  rate.  Age 
was  strongly  associated  with  HAV 


seroprevalence  for  women  from  botl 
Cd  Juarez  and  El  Paso.  This  could  re 
suit  from  increasing  exposure  with  ag 
or  from  a cohort  effect  in  which  olde 
women  were  more  likely  to  be  exposee 
in  the  past  because  of  poorer  access  tc; 
potable  water.  The  lack  of  evidence  fo 
recent  infection  supports  the  likeli 
hood  of  a cohort  effect.  A recent  stud}, 
conducted  among  young  school  chil 
dren  in  an  El  Paso  colonia  found  statis 
tically  significant  higher  rates  o 
anti-HAV  among  first  graders  but  m 
significant  increase  by  age,  supporting 
the  likelihood  of  a cohort  effect  (10). 

In  El  Paso,  ethnicity  was  associatec 
with  HAV  seroprevalence  as  shown  b}| 
higher  rates  among  US  Hispanics  a;j 
compared  with  US  Caucasians.  Tht 
highest  rates,  however,  were  notec 
among  Mexican  nationals  living  in  Cc 
Juarez.  The  elevated  rates  among  U5 
Hispanics  may  be  the  result  of  increasec 
prevalence  of  other  risk  factors,  eg,  lowei 
socioeconomic  status,  limited  educatior 
or  household  crowding,  or  recent  immi- 
gration with  exposure  acquired  in  Mex- 
ico before  living  in  the  United  States. 

The  HAV  seroprevalence  in  El  Paso 
varied  by  place  of  residence,  although 
differences  were  not  statistically  signifi- 
cant. We  had  expected  that  infection 
rates  would  be  highest  among  womeri 
living  in  areas  of  El  Paso  with  a large! 
number  of  colonias  (areas  with  limited; 
water  and  sewage  disposal  infrastruc-j 
ture)  (11).  However,  in  this  study,  the! 
highest  rates  were  noted  in  south  cen- 
tral El  Paso  in  more  established  neigh- 
borhoods with  piped  water  and 
municipal  sewers.  This  unexpected 
finding  may  be  the  result  of  a highei 
level  of  recent  immigration  or  the  uti- 
lization of  false  addresses  given  to  the 
hospital  by  nonresidents  to  gain  access 
to  US  health  services.  The  lack  of  evi- 
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able  2.  Seroprevalence  of  total  anti-HAV  in  low-income  pregnant  women  by  ethnicity  and  na- 
onality  (n=799). 


Total  HAV  Antibodies 

Present  (%) 

Absent  (%) 

J Paso 

\ Caucasian 

8 (36.4) 

14  (64.6) 

Hispanic 

392  (78.7) 

106  (21.3) 

pd  Juarez 

Mexican  national 

220  (96.1) 

9 ( 3.9) 

2 = 67.39,  2df,  P<.001. 

ence  for  recent  HAV  seronegative  per- 
ons  indicates  that  current  household 
onditions  may  be  less  likely  than  past 
onditions  to  result  in  HAV  seroposi- 
ivity,  at  least  for  pregnant  women. 

Specific  HAV  risk  factors  analyzed 
[or  women  residing  in  Cd  Juarez  in- 
jluded  age,  education  level,  crowding, 
/ater  purification,  and  the  consump- 
ion  of  “street  foods.”  Statistically  sig- 
nificant associations  were  limited  by 
he  low  numbers  of  HAV  seronegative 
ramen.  However,  rates  of  HAV  sero- 
•revalence  were  highest  with  increased 
ge,  increased  household  crowding, 
nd  lower  maternal  education. 

The  HEV  is  considered  an  emerging 
jnfection,  with  occasional  outbreaks 
lioted  in  various  regions  of  the  world 
|12-l4).  While  the  rates  of  HEV  sero- 
l)revalence  seem  relatively  low  (0.4%  in 
Id  Paso  and  2.2%  in  Cd  Juarez),  these 
lumbers  indicate  the  need  for  further 
urveillance.  Other  evidence  support- 
ng  the  need  for  anti-HEV  surveillance 
vas  an  El  Paso  study  in  which  10%  of 
ndividuals  with  symptoms  of  hepatitis 
ested  positive  for  HEV  (T.R.,  unpub- 
ished  data,  1996). 


Because  both  HAV  and  HEV  can 
be  transmitted  by  drinking  contami- 
nated water  or  through  direct  contact 
with  an  infected  person,  prevention 
can  be  accomplished  through  health 
education  campaigns  promoting  im- 
proved hygienic  practices.  The  HAV 
infection  can  also  be  prevented 
through  the  administration  of  a new 
vaccine  (15).  Results  from  this  study 
indicating  high  levels  of  HAV  sero- 
prevalence among  pregnant  women 
suggest  that  prevention  programs 
need  to  be  geared  to  younger  people. 
Long-term  prevention  can  be  accom- 
plished best  by  improvements  in  the 
availability  of  clean  water  and  ade- 
quate disposal  systems  for  excreta. 
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PHYSICIANS  SERVING  LOCAL 
high  school  teams  must  often 
promptly  diagnose  and  treat 
sports  injuries  on  the  field.  Many 
football  injuries  are  musculoskeletal, 
but  life-threatening  injuries  to  other 
systems  also  occur.  Although  closed 
head,  abdominal,  and  chest  trauma 
are  less  frequent  than  sprains  and 
strains,  prompt  recognition  of  these 
rarer  conditions  by  the  team  physician 
is  necessary  to  avoid  catastrophe  (1). 

We  present  a case  of  blunt  chest 
trauma  that  resulted  in  a pneumotho- 
rax in  the  absence  of  rib  fractures,  an 
accepted  mechanism  that  has  recently 
acquired  clinical  attention  and  inter- 
est. The  steps  for  successful  diagnosis 
and  treatment  will  be  described.  In 
this  particular  case,  the  correct  diag- 
nosis resulted  from  the  combination 
of  a careful  history,  physical  examina- 
tion, and  a high  degree  of  suspicion. 

Case  report 

In  the  Texas  high  school  football  season 
of  1995,  a 15-year-old,  5’9”,  170- 
pound  sophomore  quarterback  lined 
up  in  the  “swinging  gate”  formation 
and  surprised  the  defense  by  running 
into  the  end  zone  for  the  successful 
two-point  conversion.  As  he  crossed 
the  goal  line,  the  athlete  was  laterally 
speared  in  the  right  axilla  beneath  his 
shoulder  pads.  He  jumped  up  quickly, 
sprinted  to  the  sideline,  and  voiced  no 
complaints  to  the  team  physician 
(R.C.S.)  although  in  retrospect  he  re- 
called being  “winded”  coming  off  He 
joined  his  teammates  for  the  kickoff, 
ran  down  the  field,  assisted  in  the 
tackle,  and  jogged  off  the  field  splint- 
ing his  right  side.  At  that  time,  he  be- 
gan complaining  of  shortness  of  breath 
and  mild  right-sided  pain  where  he  had 
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been  struck.  Although  the  student  ath-j 
lete  did  not  appear  to  be  in  acute  dis  * 
tress,  he  was  taken  to  the  locker  roort" 
for  formal  examination.  At  that  time.! 
he  was  noted  to  have  slightly  decreasecj 
breath  sounds  on  the  right  side,  as 
compared  with  the  left.  No  point  ten- 
derness or  crepitus  on  the  ribs  wai 
noted  but  the  patient  complained  of 
generalized  chest  wall  discomfort.  Nc 
evidence  of  subcutaneous  emphysema 
was  palpable.  In  the  recumbent  posi- 
tion, the  athlete  experienced  a worsen- 
ing of  his  dyspnea.  The  emergency 
medical  service  (EMS)  was  called  to  the 
training  room.  In  the  EMS  wagon,  his 
vital  signs  were  pulse,  96;  respiration 
rate,  22;  blood  pressure,  162/100;  and 
O2  saturation  (fingertip  pulse  oxime- 
ter), 99%.  Although  his  respirations 
were  not  completely  normal,  the  pa- 
tient was  stable  sitting  upright.  Despite 
the  patient’s  wanting  to  wait  and  see  i) 
he  could  return  to  play,  the  physician 
diagnosed  a pneumothorax  on  clinical^ 
findings  and  the  patient  was  trans-: 
ported  to  a local  hospital  by  EMS  foi 
further  evaluation.  A radiograph  of  the 
chest  taken  at  the  hospital  revealed  s 
right-side  pneumothorax  of  15%  tc 
20%  and  no  rib  fractures  (Fig  1). 

The  patient  was  given  100%  O2  in 
the  hospital  to  see  if  spontaneous  reso- 
lution would  occur,  but  a repeat  radi- 
ograph of  the  chest  showed  that  the 
pneumothorax  persisted.  A 24  French 
tube  was  placed  in  his  chest  the  follow- 
ing day  (36  hours  after  admission)  by  t 
general  surgeon  (K.F.H.)  (Fig  2).  The 
pneumothorax  resolved  promptly,  the 
tube  was  removed  from  the  chest  the 
next  day,  and,  after  a final  radiograph 
of  the  chest,  the  patient  was  dischargee 
to  his  home  later  that  afternoon. 

The  patient  remained  asympto- 
matic in  follow-up  examinations  (Fi§ 


\ig  1.  Expiration  anteroposterior  radiograph  of 
le  chest  revealing  pneumothorax. 


) but  was  unable  to  return  to  game 
lituations  because  be  was  injured  in 
e final  game  of  the  season.  The  fol- 
ipwing  year,  however,  he  returned  to 
[uarterback  his  team. 


Discussion 


Dften  during  the  course  of  a sporting 
vent,  a team  physician  is  confronted 
vith  complaints  from  players  and 
nust  make  quick  decisions,  frequently 
vith  the  coaching  staff  and  the  player 
irging  return  to  competition.  Most  of 
he  complaints  or  injuries  are  related 
o the  musculoskeletal  system  and  are 
■asily  diagnosed  without  significant 
isk  to  the  athlete.  However,  the 
)hysician  must  occasionally  distin- 
guish these  from  more  serious  injuries, 
"ootball  is  a violent  contact  sport  that 
:an  produce  severe  injuries  to  the  ex- 
remities,  abdomen,  spine,  and  head 
2,3).  Recent  reports  have  discussed 


Fig  2.  Anteroposterior  radiograph  of  the  chest 
after  insertion  of  tube. 


pulmonary  injuries  and  thoracic 
trauma  occurring  during  athletic 
competition.  The  authors  present  this 
case  of  pulmonary  barotrauma  to  alert 
other  physicians  to  its  occurrence,  the 
difficulty  of  diagnosis,  and  current 
recommendations  for  management. 

A pneumothorax  secondary  to  the 
blunt  trauma  of  an  athletic  injury  is 
very  unusual  and  reported  infrequently 
(2,3).  Pneumothorax  has  many  possi- 
ble etiologies,  and  a traumatic  pneu- 
mothorax in  the  absence  of  penetrating 
trauma  is  most  likely  explained  by 
barotrauma  (4-8).  Barotrauma  is 
overdistension  and  rupture  of  the  alve- 
olar membranes  caused  by  high  airway 
pressures  from  a blow  or  hit  to  the 
chest  wall  (4).  Football  players  proba- 
bly sustain  this  sudden  increase  in  air- 
way pressure  by  being  struck  at  full 
inspiration  against  a closed  glottis  (2). 

A classic  pneumothorax  presents 
with  a pleuritic  type  of  chest  pain  and 
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Fig  3.  Posteroanterior  radiograph  of  the  chest 
taken  1 month  after  injury  and  with  return  to 
normal  activity. 


dyspnea.  However,  in  young,  well- 
conditioned  athletes,  these  signs  are 
often  minimized  and  must,  therefore, 
be  sought  carefully  (2,3,7).  Further 
signs  of  worsening  pneumothorax 
causing  tension  in  the  mediastinal  or- 
gans include  tachycardia,  worsening 
dyspnea,  cyanosis,  and  tracheal  devia- 
tion (5,7,9).  Physical  findings  on  the 
affected  side  include  decreased  breath 
sounds  and  hyperresonance,  because 
the  auscultation  is  partially  transmit- 
ted through  air  and  not  through  the 
lung  parenchyma  as  on  the  normal 
side  (2,4,5,9,10). 

Any  time  an  athlete  sustains  trauma 
to  the  chest  region  and  has  temporary 
dyspnea,  the  team  physician  must  re- 
move the  athlete  from  the  game  for 
observation.  If  the  shortness  of  breath 
persists,  the  athlete  should  be  trans- 
ported to  a suitable  environment  lor 
auscultation.  Because  of  the  noise  at 
the  game  in  this  patient’s  situation,  the 
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athlete  was  removed  to  the  training 
room  for  examination.  The  physician 
must  realize  that  even  in  ideal  circum- 
stances, appreciating  decreased  breath 
sounds  can  be  difficult.  Before  being 
allowed  to  return  to  competition,  the 
player  must  not  be  dyspneic  and  must 
be  able  to  sprint  short  distances  on  the 
sideline  without  difficulty. 

Once  pneumothorax  is  suspected 
or  the  quality  of  the  breath  sounds  is 
in  question,  prompt  transportation  to 
the  hospital  via  an  emergency  vehicle 
equipped  with  respiratory  equipment 
is  mandatory.  In  the  hospital,  an  expi- 
ratory radiograph  of  the  patient  in  an 
upright  position  will  best  demonstrate 
a small  pneumothorax.  The  pneu- 
mothorax can  also  be  detected  on  a 
lateral  decubitus  radiograph  taken 
with  the  involved  side  up  (2,4,7,11). 
Remembering  that  radiographs  of  the 
chest  with  the  patient  supine  often  fail 
to  demonstrate  even  a medium-size 
pneumothorax  can  help  to  prevent 
oversights  (6,1 1). 

Treatment  of  the  pneumothorax 
usually  requires  insertion  of  a tube 
into  the  chest  (7),  but  if  the  patient’s 
symptoms  are  minimal  and  the  size  is 
no  more  than  from  20%  to  25%  of 
lung  volume  (12),  observation  in  a 
surgical  intensive  care  unit  setting 
with  the  patient  receiving  100%  O2  is 
an  option  (4,5,7).  As  soon  as  the  lung 
has  been  reinflated  and  the  symptoms 
cease,  the  patient  can  be  discharged 
from  the  hospital  and  started  on  a 
gradual  return  to  sporting  activities. 
This  usually  takes  at  least  2 weeks. 
Upon  return  to  play,  the  athlete 
should  use  a protective  flack  jacket 
and  rib  taping  for  comfort  (2). 

In  summary,  barotrauma  is  seen  oc- 
casionally in  football  and  has  signifi- 
cant consequences  if  missed.  Whenever 
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any  athlete  has  continued  dyspnea  with 
an  associated  blow  to  the  chest,  a high 
degree  of  suspicion  is  necessary  to  diag- 
nose a pneumothorax  resulting  from 
pulmonary  barotrauma. 
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I entific  as  well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  accept:iblc  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  ol  publication,  publisher,  year. 

Other  sources:  l.tiough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

l etters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

11.  l.USTRA  LIONS 

Illustrations  should  be  black  and  white  drawings  or  positive  photographs, 
with  neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each 
illustration  should  indicate  its  number,  topic,  author's  name,  and  title  of  ar- 
ticle in  brief. 

Eegends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

'Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used  with- 
out permission,  but  should  be  quoted  exactly  with  the  source  credited.  Copies 
of  permission  letters  should  be  submitted  with  manuscript, 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revi- 
sion may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Fiditorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the 
managing  editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edi- 
torial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association, 
40 1 W 1 5th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproducing, 
in  parr  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement  of 
the  views  expressed  therein,  nor  shall  publicarion  of  any  advertisement  be  con- 
sidered an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Your  Success  is  Our  Goal 


American  Medical  Association 
Organized  Medical  Staff  Section 
(AMA-OMSS)^ 

Assembly  Meeting 

June  11-15, 1998 

Sheraton  Chicago  Hotel  and  Towers 
Chicago,  Illinois 


To  succeed  in  today’s  health  care  environment,  your  medical  staff  needs  the  latest  information  and 
appropriate  skills  for  meeting  the  day-to-day  challenges  of  medical  practice.  By  attending  this  meeting, 
you  can  learn  about: 


• Managing  physician  organizations  • 

• Negotiating  and  resolving  conflicts  • 

• Helping  and  handling  the  disruptive 

physician  • 

• Emerging  information  technology  • 

• Capitation  • 

• Stark  II  recommendations  • 


Antitrust 

Organized  medical  staff  challenges  in 
the  future 

Effectively  communicating  in  business  practice 
PSOs  and  Medicare  risk  contracting 
Unionizing 

E/M  Documentation  Guidelines 


In  addition  to  these  educational  offerings,  as  an  AMA-OMSS  representative  of  your  medical  staff, 
you  can  participate  in  advocacy,  policy-making  and  networking  activities.  Our  goal  is  to  work  with  you 
to  identify  and  address  medicine’s  most  pressing  issues.  We  also  want  to  help  you  increase 
your  knowledge  and  skill  so  that  together  we  can  best  serve  the  needs  of  patients,  physicians, 
and  the  profession. 

To  achieve  this  goal  you  can: 

▼ Submit  resolutions  and  participate  in  mode-of-practice  and  general  interest 
forums  to  bring  your  concerns  to  the  forefront. 

▼ Testify  at  reference  committee  hearings  and  vote  on  actions  in  a democratic 
assembly  to  further  AMA’s  advocacy  agenda. 

▼ Attend  practical  education  programs  to  improve  your  medical  practice, 
earn  8.5  hours  of  CME  credit  and  pay  no  fee  to  register! 

Your  success  depends  on  your  involvement!  Plan  today  to  attend  the  1998  Annual  AMA-OMSS 
Assembly  Meeting  on  June  11-15,  at  the  Sheraton  Chicago  Hotel  and  Towers.  To  receive  more 
information  and  registration  materials,  please  call  800  621-8335  and  ask  for  the  Department  of 
Organized  Medical  Staff  Services. 


■ The  American  Medical  Association  Organized  Medical  Staff  Section  (AMA-OMSS)  leads  and  assists  grassroots  physicians,  individually  and  in  groups, 
to  organize  and  reclaim  their  role  as  medical  leaders  and  advocates  for  excellence  in  patient  care,  professionalism,  and  the  integrity  of  the  patient-physician 
relationship.  We  provide  practical  educational  forums,  focused  policy  development,  and  grassroots  support  through  the  Federation. 

••  The  AMA  designates  this  education  activity  for  a maximum  of  8.5  hours  in  category  1 credit  towards  the  AMA  Physician's  Recognition  Award. 

Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 


American  Medical  Association 

Physicians  dedicated  to  the  health  of  America 
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Texas  Physicians’  Directory 


Allergy  Gynecologic  Oncology 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

ijAMES  A.  CAPLIN,  MD 
l\AA,  ACA,  AACIA 

Allcrg)'.  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

IXOCHITL  B.  SANCHEZ,  MD 

I Diplomate  American  Board  of  Anesthesiology 
lAnesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

^Dallas,  Texas  75230  Fax  (972)  566-4894 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Ajiesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 

(281)496-1006 


MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio.  Texas  78229 
(2 1 0)  692- 1918,  Fax  (2 1 0}  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas.  Texas  75246;  (2 1 4)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  Bl  16,  Dallas,  Texas  75230; 

(214)  661-7010 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  P.  Wills,  MD 
Richard  S.  Himes  Jr.,  MD 


I Bariatric  Surgery 

I IRA  J.  KASPER,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 
American  Society  of  Bariatric  Surgery 
Diplomate  American  Board  of  Surgery 

I SURGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

. 5420  Dashwood,  Suite  201,  Houston.  Texas  77081 
^ (713)  667-9100  Fax  (713)  667-9133 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  (806)  797-6631 


12221  MoPac  Expy  North,  Austin.  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Medical  Oncology 


JANET  MACHELEDT,  MD  — Medical  Oncology/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221  5618  Medical  Center  Drive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  E Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summic  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth.  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


SPINE  DIAGNOSTICS  &THERAPEUTICS,  RA. 

Steven  L.  Remer,  MD  j.L.  White  jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  paii 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B,  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 

2909  Lemmon  Ave..  Dallas.  Texas  75204-2385:  (214)  220-2468:  Fax  (2i4)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road.  Suite  Y,  El  Paso.  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman.  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W Brodsky,  MD 

Orthopedic  Surgery 


Kurt  W Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstreution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 
Dallas.  TX  75230  Dallas.  TX  75235 

Telephone  (972)  566-4400 
Fax  (972)  566-4317 


MAYME  F.RICHIE-GILLESPIE.MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


Landry  Towers.  41 1 North  Washington.  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 

WALTER  R BOBECHKO,  MD,  FRCSC 

! Emeritus  Chairman  Hospital  for  Sick  Children.  Toronto 

Exclusively  childrens  orthopedics,  bone  tumors  of  children,  scoliosis. 
I Ilizarov  lengthening,  congenital  deformities 

|7777  Forest  Lane,  Suite  C.  Dallas,  Texas  75230 
i(972)  566-6700 


Orthopedic  Surgery,  Spine 


lOHNA.  SAZY.MD 

Reconstructive  Spine  Surgerx' 

Revision  Spine  Surgery 
Scoliosis  Surgery 
jGcneral  Orthopedics 

jFellowship:  The  Chicago  Spine  Fellowship 
jDirector:  R.L.  Dewald,  MD 

|3217  Omega  Drive.  Arlington.  Texas  76014;  (817)  468-4422:  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

iDiplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
jRehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio.  Texas  78205:  Telephone  (210)  226-2424 


"DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80 per  column  inch 
month  and  listing  must  run  for  a minimum  of six  months.  A discount  of 5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  1 5th,  Austin.  Texas  78701.  Deadline  is  the  1st  of  the  month 
'>receding  publication  month. 


TexasMedicine 


Don’t  miss  one  word  of 
the  June  issue  of 
Texas  Medicine. 


We’lu  Explore: 


Hospital  privileges  controversy 
Hidden  contract  zingers 
Elder  abuse 
Cadaver  surplus 
Ethics  of  specialist  referrals 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 

or  e-mail  larry_b  @ texmed.org. 

Also  considt  the  TMA  Web  site  at  www.texmed.org. 
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Texas  Medicine 


Classified  Directory 


Emergency  Medicine 

Associate/Assistant  Professor/Instructor  — The  Uni- 
versity of  Texas  Health  Science  Center  at  San  Antonio  is 
presently  recruiting  for  full-time  faculty  in  the  Department 
of  Surgery,  Division  of  Emergency  Medicine  to  join  the 
group  of  academically-oriented  Emergency  Medicine  physi- 
cians to  staff  the  University  Hospital  Emergency  Center. 
The  552-bed  hospital  has  a Level  I Trauma  Center  and  is 
the  primary  teaching  hospital  for  the  University  of  Texas 
Health  Science  Center  at  San  Antonio.  Opportunities  for 
medical  student  teaching,  clinical  practice  and  research. 
Compensation  and  academic  rank  based  on  qualifications. 
Preferred  candidates  will  be  Emergency  Medicine  board 
certified  or  prepared.  Send  curriculum  vitae  to  Charles 
P.  Davis,  M.D.,  Medical  Director,  University  Hospital 
Emergency  Center,  4502  Medical  Drive,  San  Antonio, 

TX  78229-4493.  Telephone:  (210)  358-2078;  FAX: 

(210)  358-1972.  The  University  of  Texas  Health  Science 
Center  at  San  Antonio  is  an  Equal  Employment  Opportu- 
nity/Affirmative  Action  Employer. 


Texas:  Directorship  opportunity  in 

beautiful  East  Texas  for  BE/BC  PC  with  emer- 
gency medicine  experience.  Strong  economy  in 
city  with  a population  of  74,000,  excellent 
schools,  malls  and  antique  shopping.  ED  annual 
volume  of  17,000.  Excellent  nursing  & support- 
ive medical  staff.  Highly  competitive  compensa- 
tion. For  further  information  contact:  Anne 
Biggs,  MEPA,  (800)  346-6687;  Fax:  (972)  789- 
0339;  14651  Dallas  Parkway,  Suite  700,  Dallas, 
TX  75240.  E-mail;  opportunities@med-edge.com 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OH  FAX  CURRENT  CV  TO  903-534-0665 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  81  7-336-8600) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  76107 


TEXAS,  North  Texas 


^ED  opportunity  in 

economically  thriving  college  town,  45  minutes  from 
Dallas.  Excellent  schools,  museums  and  shopping. 
Area  lakes  with  excellent  fishing  and  recreational 
activities.  Hospital  has  excellent  reputation  with  ED 
annual  volume  of  19,000.  BE/BC  PC  with  experience. 
For  further  information  contact:  Anne  Biggs,  MEPA, 
14651  Dallas  Parkway,  Suite  700,  Dallas,  TX  75240; 
(800)  346-6687;  fax:  (972)  789-0339;  e-mail: 
opportunities@med-edge.com 


^e<zc(tci^  S<^<U 

New  Clinic  practice  in  Tyler  and  surrounding 
area.  Flexible  hours.  Excellent  compensation. 
BE  required.  Primary/moonlighting  positions. 
Fax  CV  to  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

1525  Merrimac  Circle,  Suite  107 
Fort  Worth.  TX  76107 
(888)  DOCS-911 


Texcis,  f)allQs/Tort  'GDertfi 

Metroplex  Emergency  Physician  Associates  (MEPA) 
seeks  qualified  physicians  to  staff  community  hospitals 
in  the  Dallas/Fort  Worth  metroplex.  ED  volumes 
range  from  1 2,000  to  35,000  annually.  Competitive, 
incentive  based  compensation.  Qualifications  vary 
depending  on  location,  MEPA  is  a regional  group  of 
emergency  medicine  physicians  dedicated  to  quality. 
For  further  information:  (800)  346-6687;  e-mail: 
opportunities@med-edge.com;  Fax:  (972)  789-0339; 

1 465 1 Dallas  Parkway,  Suite  700,  Dallas, TX  75240, 


Family/General  Practice 

TEXAS:  MEDICAL  DIRECTOR.  Expanding  AOA 
accredited  family  practice  residency  program  seeks  board 
certified  DO  (with  3 year  residency)  to  help  oversee  the 
program.  This  physician  will  be  responsible  for  teaching 
and  supervising  the  residents,  as  well  as  administrative 
aspects  of  the  program.  Competitive  salary  and  benefit 
package.  For  further  information,  contact  Laurie  Myers  at 
(800)  338-7107.  Fax:  (414)  427-7251  or  e-mail 

fha@execpc.com. 

Looking  for  a General  Practitioner  to  join  a thriving 
noninvasive  Cardiology/G.P.  practice  within  1 hour  of 
Dallas/Fort  Worth  Metroplex.  Competitive  salary  and 
benefits.  Needed  A.S.A.P.  Call  (940)  668-7231. 

HOUSTON  METRO  AREA;  Family  Practice.  Outpatient 
positions  with  CIGNA  HealthCare.  Excellent  call  schedule, 
salary  and  benefits  package.  Contact  Dave  Duncan, 

(800)  678-7858.  ID:  4783TX.  fax:  (314)  726-0026, 
e-mail:  careers@cejka.com. 


PHYSIATRY 

Full-time  physiatrist  needed  to  provide 
outpatient  services  in  a hospital-based 
outpatient  rehab  facility.  Spacious  new 
facilities.  Rotate  inpatient  call  with  sec- 
ond staff  physiatrist.  Immediate  avail- 
ability. 

RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatolo- 
gist to  establish  a private  practice  in  the 
immediate  service  area  of  Methodist 
Medical  Center  in  Dallas.  Competitive 
income  guarantee,  start-up  assistance, 
marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board-certified  cardiol- 
ogy group  seeks  three  new  cardiologists 
(electrophysiologist,  interventionist,  and 
non-invasive  cardiologist)  to  join  this 
busy,  progressive  group  over  the  next 
two  years.  Group  has  two  medical 
offices,  one  on  each  of  the  two  Methodist 
Hospital  of  Dallas  campuses  located  10 
minutes  apart. 

NEUROLOGY 

Modern  463-bed  urban,  teaching  facility 
with  Neuroscience  Center  and  new  16- 
bed  Neuro  Critical  Care  Unit  seeks  a fel- 
lowship trained  neurologist  to  join  a sin- 
gle-specialty neurology  group  located  on 
the  campus  of  Methodist  Medical  Center. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947- 
4579,  fax  (214)  947-4502,  e-mail: 
susancogburn@mhd.com. 
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STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest 
with  list  of  three  references  to; 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Community  Health  Partners,  a Physician 
Practice  Management  Company  affiliated 
with  a coalition  of  five  regional  hospitals,  is 
seeking  Family  Practitioners  and 
Pediatricians  for  a variety  of  practice  oppor- 
tunities in  the  Huntsville,  Alabama  area. 

Competitive  salaries,  excellent  benefits,  and 
access  to  a bonus  plan.  Top  schools,  abun- 
dance of  recreational  and  cultural  activities, 
low  cost  of  living,  taste  of  all  four  seasons. 
Home  to  the  Marshall  Space  Flight  Center,  the 
U.S.  Space  and  Rocket  Center  and  many  high- 
tech  corporations. 

Southern  Tradition  That's  State-of-the-Art. 
Forward  CV  to: 

Julie  Franklin  _ 

303  Williams  Ave,  Ste  123 
Huntsville,  AL  35801  ^ I ^ 

1-800-319-4247  CO.'LML'NITY  HEALTH 

fax  (205)  532-3252  PARTNERS 


STAFF  PHYSICIAN;  Progressive  non-profit  primary  care 
outpatient  clinic  in  Austin,  Texas.  No  call,  no  weekends. 
Full-time  contract  position  renewable  annually.  BC  or  BE  in 
(amily  practice.  Dynamic  committed  staff,  competitive 
compensation/vacation.  Send  or  fax  C.V.  to  Executive 
Director.  PCC,  2909  N.  IH-35,  Austin.  Texas  78722  or  fax 
to:  (512)  320-0702. 


Part-time  opportunity  in  conjunction  with  State  agency. 
1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1,500  per  day.  No  overnight  travel  required.  Send  CV  to 
ad  reply  attn:  David,  509B  West  Lynn,  Austin,  TX  78703. 

Physician  Opportunity  is  available  in  Dailas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F. 
Lucrative  salary  and  benefits.  Call  Lisa  Abell  at 
(800)  254-6425.  or  fax  CV  to  (972)  256-1882. 


SAN  ANTONIO  : Physician  wanted  for  fast- 
growing Northwest  IH-10  area.  Own  your 
practice  without  startup  capital.  FP,  GP,  IM  to 
treat  primary  care  patients  of  all  ages. 

210/690-5599  Dr.  Pinkley 


Hospitalists 

Austin, Texas:  Established  group  with  a successful  track 
record  of  100%  hospital-based  care.  Expanding  to  support 
the  immediate  addition  of  at  least  two  more  hospitalists, 
critical  care  physicians  or  pulmonologists.  Requires  a Texas 
license,  board  certification,  team  spirit  and  superb  commu- 
nication skills.  Compensation  is  fully  productivity  based; 
the  contracting  company  develops  no  assets.  Will  consider 
guaranteeing  collections.  E-mail  dibo@tcms.com  or  page 
Dan  DiBona,  MD,  President,  Physicians  Inpatient  Care, 
(512)  467-5292  or  (512)  306-1281  (home).  Potential  for 
medical  directorship  at  Central  hospital  is  possible. 


DALLAS  and  surrounding  communi- 
ties. Internists  needed  for  established 
private  group  and  senior  center  posi- 
tions. Exceptional  income/benefits. 
Patrick  Schmidt,  1-800-338-7107. 
Fax:  (414)  427-7251. 


Internal  Medicine 

POSITION  AVAILABLE:  BC/BE  internist  with  interest 
in  cardiology  or  cardiologist  with  interest  in  internal  medi- 
cine (2-D  echo,  treadmill  on-site)  to  join  multispecialty 
clinic.  Large  number  of  geriatric  patients.  Contact  Mr. 
Leroy  Kitch,  Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  TX  78205  or  (210)  224-1771. 

NORTHEAST  TEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  healthcare 
provider  seeks  another  hospitalist  to  join  their  present 
group.  Quality  colleagues,  exceptional  hospital,  top  salary 
and  benefits.  Beautiful  family-oriented  community  with 
temperate  year-round  climate,  resort  lifestyle,  cultural 
amenities,  excellent  schools.  Contact:  Kari  Donovan, 

(800)  765-3055.  ID#5338TX,  fax:  (314)  726-3009, 
e-mail:  kdonovan@cejka.com. 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide 
hospital  inpatient  core  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/71 2-2444 
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Locum  Tenens 


LOCUM  TENENS  ^ 
OPPORTUNITIES  ^ 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Friendly,  dedicated  service  for  over 
10  years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF,  INC.  - SRI 

Continuity  in  Health  Care 
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.ocum  Tenens 


Physicians® 


In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today! 

1-800-531-1122 


lephrology 


Nephrology  opportunity  for  BR/BC  candklale 
for  a rapidly  growing  practice.  All  areas  of  clin- 
ical nephrology  and  renal  replacement  therapy 
offered.  Also  looking  for  weekend  coverage.  Fa.x 
C.V.  to  (903)  234-2016  or  call  (800)  367-8330. 


Occupational  Medicine 

I OM  Physicians  needed  for  Houston  area.  Immediate 
I and  future  opportunities  with  US  Health  Works.  Call  Ned 
I at  (713)  797-6106. 

DALLAS/FORT  WORTH, TEXAS.  M.D.  physician, 
orthopedist,  anesthesiologist,  and  neurologist  needed  for  a 
rehab/medical  office.  Office  only.  No  nights  or  holidays. 
Regular  office  hours.  Please  send  C.V.  to  P.O.  Box  35327, 
Dallas,  TX  75235. 


DEPARTMENT  OF  FAMILY  AND  COMMU- 
NITY MEDICINE,  TEXAS  TECH  UNIVER- 
SITY HEALTH  SCIENCES  CENTER 

(»|K'ni]i2.s  lor  Occujuuional  Meilii  iiip  j»liv.‘^iciaii^ 
(li(78K)  ill  a \\'pil-(‘^'tal)li>li(Ml  ()ct‘ii|ial ional 
Medicine  Centta-.  Oj)|^nrlullilie^1  include  clinical 
acti\itie>  lor  over  250  idient  coinpanies. 
IVavelMed  Clinic,  pins  acadtanic  parlicijialion 
in  medical  school,  residenev  iraiihii".  and  clini- 
cal rc'searcli.  Salary  and  ai'adcanic  lille  will  Ik‘ 
dejMaidenl  upon  (jualilicalion.s  and  (“xpeiiiaice. 
Kxcellem  fringe  henidits  package.  Staid  appli- 
cation and  C.V.  to; 

hiclianl  \ . I Ionian.  M.l). 

(diair.  DcparluKail  of  KainiK  6^: 

( lonunuiiilv  .Medicine 

lexas  fci  li  I nivia'^iu  1 leallh  Sciiaiccs  Cciiicr 
Luhhock.  r\  ■’04.30 

or  to; 

Antlionv  B.  Wav.  M l)..  Pli.l). 

Chief.  Division  of  Pievenii\c 
Occupational  M(m Heine 

Deparnnent  oflainilv  Ctaninunits  Medicine 
le\a>  I’ecli  I niver^itv  I leahh  Sciiaices  (ienua' 
Luhhock.  W :'0430 

n I IIS(;  is  an  V\/KOK  eiiipUiyer  and  is 
in  eoinjdiance  with  \I)A. 


Pediatrics 

No  Nursery,  No  Deliveries,  No  Calls,  No  Weekends 

— BC/BE  Pediatrician  to  join  well-established  Pediatric 
group.  Full-iime/part-time  openings  available  immediately. 
Guaranteed  good  salary.  Proposed  work  schedule  allows 
time  to  enjoy  the  nearby  resort  of  South  Padre  Island. 
Submit  inquiries  and  resume  to  Juan  Aguilera,  MD,  920  S. 
Closner,  Edinburg,  TX  78539.  Phone  (956)  318-0703;  fax 
(956)  318-0703. 


Other  Opportunities 

Physician  Reviev/ers  Wanted  — Care  Assessment 
Review  and  Evaluation,  L.L.C.  (CARE),  an  innovative, 
physician-owned  medical  review  company  based  in  Austin, 
seeks  reviewers  for  our  network.  Must  have  Texas  license, 
in  active  practice,  and  Board  Certified  in  specialty. 
Competitive  compensation.  For  information,  call 
(888)  302-REVU,  fax  (512)  454-0017,  e-mail 
RockDoc50@aol.com.  or  visit  our  Web  site  at 
www.angelfire.com/biz/medicalreview. 

We  have  physicians  looking  for  practice  opportuni- 
ties in  the  Texas  area.  Please  call  or  fax  CV  to  Medical 
Advisory  Croup  Inc.  Call  (281)  328-4207  or  fax 
(281)  328-4207^51.  Address  6942  FM  1960  E- 150 
Humble.  TX  77346. 


PRIVATE  PRACTICE  OPPORTUNITIES 
(m  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314  o , - 

Houston,  TX  77242-23 1 4 Bronstein 
FAX  281  -493-2234  &■  Associates 


1 CLASSIFIED  ADVERTISING  CATEGORIES  I 

Allergy  and  Immunology 

Internal  Medicine 

Otolaryngology 

Positions  Wonted 

Anesthesiology 

Locum  Tenens 

Pothology 

Entertainment 

Cordiology 

Neonatology 

Pediatrics 

Equipment 

Dermatology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plostic  Surgery 

Property 

Fomily/Generol  Practice 

Obstetrics/Gynecology 

Preventive  Medicine 

Travel 

Gastroenterology 

Occupational  Medicine 

Psychiatry 

Vocofion  Homes 

General  Surgery 

Oncology 

Radiology 

Wonted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumatology 

Business  and  Financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 
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Other  Opportunities 


PULMONOLOGIST 
INTERVENTIONAL  CARDIOLOGIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
PULMONOLOGIST  and  INTERVENTIONAL  CARDIOLOGIST  to  join  established  practices.  These  positions 
will  require  energetic  individuals  willing  to  provide  health  care  services  in  an  active  group  setting. 
Competitive,  guaranteed  salary  with  bonus  productivity  plan.  Shareholder  status 
available  in  12-18  months.  Malpractice  insurance,  health  insurance  and  pro- 
fessional dues  included  in  benefit  plan.  Relocation  and  interview  expenses 
paid.  This  semi-tropical  location  offers  an  economically  solid,  safe  communi- 
ty with  excellent  schools  and  a variety  of  cultural  and  outdoor  recreational 
opportunities. 

Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 

Fax (956)  423-0345  VALLEY  DIAGNOSTIC  CLINIC 


0 “pm  tfoen  next  caxeen.  Move  — 


Q C % ^Uu>.cUZe4; 

Healthcare  Recruitment  Specialists 
Immediate  positions  available  for: 

• Family  Practice  • Internal  Medicine 

• Endocrinology  • Aliergy/Immunology 

• Dermatology  • Hematology/Oncology 

Positions  offer  a variety  of  practice  options,  excellent 
compensation  packages,  and  attractive  locations. 

Contact:  GLENDA  CANTU  JOHNSTON 
PO  Box  682 1 84  • Houston.  Texas  77268 
Phone  28 1 -440-0636  • Fax  28 1 -587- 1 1 47 
Toll  Free  888-638-J106 
Visit  www.gcjohnston.com 

Refill Time  In Months M.D. 


HEALTHCARE  CONNECTION 

Immediote  opportunities  for  Emergency  Medicine,  Fomily  Practice, 
General  Surgery,  Hemalolagy/Oncalogy,  Internal  Medicine, 
Obstetrics/Gynecology,  Orthapedic  Surgery,  Otalaryngalogy, 
Pediatrics,  Psychiatry  and  Urolagy  available  nationwide.  Urban, 
suburban  and  rurol  areas.  Income  guarontee  or  solaried.  for  additionol 
information  please  tall  (888)  711-0505  or  confidentially  fax  CV  with  cri- 
teria to  (888)  7)7-0505 


POSITIONS  WANTED 


Family  Practice  physician  seeking  locum  renens  and/or 
part-time  position  anywhere  in  Texas.  32  years  experience 
in  clinic  partnership,  industrial  medicine  and  Rural  Health 

Clinics.  Phone:  (915)  944-9935. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

June  1998  May  1, 1998 

July  1998  June  1, 1998 

August  1998  July  1, 1998 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

j GP  clinic  in  Fort  Worth.  Gross  $500K.  NO  PPO,  80% 

I cash.  Hispanic  & multi-ethnic.  Call  broker  Paul  Bell, 

I Ph.D.,  (972)  93M497. 

Turn  Key  opportunity  in  Houston, Texas.  For  Sale:  in  ; 
modern  office  building,  a fully  equipped  elegant  new  offu 
with  three  examination  rooms  and  a minor  surgery  room 
located  in  Houston,  Texas.  Call  beeper  number  (800)  506 
4074  and  contact  Box  271 139,  Houston,  Texas  77277. 


FOR  SALE 

Lucrative  General  Surgery  — 
Hand  Surgery  Practice. 
Surgeons  willing  to  stay  a year 
or  more  for  transition.  Suburban 
Houston  area.  Send  inquiry  to: 


RG  Management 
3506  Deal 
Houston, TX  77025 


Property  for  Sale 

Llano  River  Ranch,  529  acres,  1.5  miles  river  frontage. 
Nice  native  stone,  cedar  house,  guest  house,  caretaker’s 
house,  barn  and  garage.  Abundant  wildlife.  Very  scenic. 
Agent  (830)  864-4533. 

BUSINESS  AND  FINANCIAL  SERVICES 


MEDICAL  TRANSCRIPTiONi 


Express  Transcription  Services,  Inc.,  a physt 
clan-owned  company,  offers  services  to  Texa 
healthcare  professionals.  Our  state-of-the-ar 
voice  recorder  is  conveniently  available  to  yoi 
for  dictation  via  any  telephone,  24  hours/day 
every  day.  Twenty-four  hour  turnaround  of  accu 
rate  transcription  by  experienced,  well-trainet 
personnel.  For  more  information  call  toll-fret 
1-888-799-1399. 
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EGAL  SERVICES 


Advertising  Directory 


imigration  Problems?  Employment  Authorization, 
ftlative  Petitions,  Labor  Certifications,  Preference  Peti- 
^j)ns.  Temporary  Work  Permits,  Naturalization,  and 
leportation  Proceedings.  The  Law  Offices  of  G.  Welling- 
In  Smith,  PC.,  702  Colorado  St.,  Suite  1.130,  Austin, 
I'xas  78701,  (512)  476-7163.  wnATA^.ilw.com/smith,  e- 
ail:  geewhiz@ibm.net.  Board  certified.  Immigration  and 
lationality  Law,  Texas  Board  of  Legal  Specialization. 


Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 


‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


dvertising  Rates  & Data  — Regular  classified  advertis- 
g sells  for  $2.00  per  word,  minimum  25  words  or  $50, 

•r  issue.  We  do  not  count  articles  (a,  an,  the). 


isplay  classified  advertising  sells  for  $95  per  column 
ch,  with  a one  inch  minimum.  A variety  of  typefaces, 
gos,  and  borders  may  be  used  in  display  classified  ads. 
iscounts  are  available  for  display  classified  ads  5 inches 
id  larger. 

5 to  9i/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 


MA  members  receive  a 10%  discount  for  advertising 
ith  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
•r  formal  addresses  upon  request  at  no  extra  cost.  Name 
id  address  of  ad  box  number  listings  cannot  be  given  out 
iless  specific  permission  to  do  so  has  been  given.  The 
Ivertising  office  will  not  contact  ad  box  number  holders 
xept  by  mail.  Copy  deadline  is  the  1st  of  the  month  (or 
le  closest  business  day)  preceding  publication.  Send  copy 
» Melissa  McAdoo,  Advertising  Manager,  Texas  iMedicine, 
)1  West  15th,  Austin,  Texas  78701. 
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Medical  Association  of  the  product  or  service  involved. 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Radiology  (Abdominal) 

October  1-3 

OB/Cyn 

August  13-15 

Family  Practice 

July  9-11 

Emergency  Medicine 

July  23-25 
September  10-12 

Advanced  Emergency 
Medicine 

June  5-6 
November  6-7 

OB/Gyn  (5  day) 

June  8-12 

August  3-7 
September  21-25 

Echocardiography 

May  11-18 

July  13-20 

Vascular  Ultrasound 

June  15-19 
October  5-9 

Radiology 
(5-day  Abdominal) 

June  1-5 

July  27-31 
September  14-18 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (800)  239-1361 
for  more  information  and/or  a free  catalog 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


vuiAfw.AHEConline.com 


The  American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine  is  holding  its  52nd  Annual 
Meeting  in  San  Antonio,  Texas  September  17  to  19,  1998 
This  multi-disciplinary  meeting  will  be  of  benefit  to  the 
pediatrician,  family  practitioner,  orthopaedist,  and  their 
staffs.  For  information,  call  (847)  698-1635. 


UT  SOUTHWESTERN  MEDICAL  SYMPOSIA 


I'OMORKOW'S  ivili Of  c:  IN  ii  I OOAV 


Announcing  the  Second  of'  the 
1998  Series  of  Advanced  Seminars: 

A PRACTICAL  UPDATE  IN  PHYSICAL 

MEDICINE  & Rehabilitation  To  improve 
Patient  functional  outcome:  A 

DIDACTIC  & SKILLS  SYMPOSIUM  FOR 
THE  PRIMARY  CARE  PRACTITIONER 

Karen  KowalsUe,  Al.D.  and 

Geetha  Pandian,  iVl. D.  — Course  Directors. 

CiVlE  Credit  offered 

dune  27",  1998  — Dallas,  Texas 


For  information,  contact:  Office  of  Continuing  Education 
214-648-2166;  1 -800-688-8678;  FAX  2 14-648-2317 


SOUHWESTERN 


An  equal  opportunity  institution 


MEDICAL  RECORD  ISSUES 
FDR  PHYSICIANS  AND  SUR6EDNS 


■ Charting  do’s  and  don’ts 

' Release/retention/confidentiality 

■ Medical  record  as  a malpractice  defense 

■ Pending  legislation 

COMING  SOON  TO  THESE  LOCATIONS: 

Primary  Care  Sessions: 

Houston  - May  7 Dallas  - May  21 
Amarillo  - May  14  Port  Aransas  - June  4 

Surgical  Sessions: 

San  Antonio  - May  14 
Houston  - May  28  Arlington  - June  4 


TEXAS  MEDICAL  A S S 0 C I A T I O Kl 


[1 


Tfex 

tt 


TfexasMediical 

Association 


CALL  C800)  88(H300.  EXT.  1421,  OR  (S12)  370-1421  TO  REGISTER. 


To  find  CME  opportunities  in  Texas,  go  to 

<http://www.texmed.org/>  and  click  on  Education/ 
CME.  Then  select  Continuing  Medical  Education  or 
call  (800)  880-1300,  ext.  1552,  or  (512)  370-1552. 
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Educational  Opportunities 


Baylor  College  of  Medicine,  Department  of  Medicine  and  the  Veterans  Affairs  Medical  Center,  Department  of  Medicine,  Houston,  Texas 


Comprehensive  Review  Course  in 
Internal  Medicine  and  Board  Review 

July  12  - 16,  1998  • Houston  Marriott  Medical  Center  Hotel,  Houston,  Texas 


A complete  review  of  internal  medicine  and  related  topics,  designed  to  provide  state-of-the  art  update 
for  practitioners,  as  well  as  prepare  candidates  for  the  internal  medicine  board  exam. 

Topics  to  Include:  • Allergy  • Gastroenterology  • Neurology  • Otolaryngology 

• Cardiovascular  • Geriatrics  • Obstetrics  and  • Psychiatry 

• Dermatology  • Hematology  Gynecology  • Pulmonary 

• Endocrinology  • Infectious  Disease  • Oncology  • Rheumatology/Orthopedics 

• Ethics  • Nephrology  • Ophthalmology 

Physicians  Prior  to  6/15/98  □ $600  After  6/15/98  □$630 

I Fellows  & Residents  □ $400  □ $430 


For  Further 

Information 

Contact 


Joan  Schauer 

Baylor  College  of  Medicine 
Office  of  Continuing  Education 
One  Baylor  Plaza,  5104 
Houston,  TX  77030-3498 


(713)  798-6020  phone 
(713)  798-7955  fax 
e-mail:  jschauer@bcm.tmc.edu 


TEXAS  MEDICAL  ASSOCIATION 


SiRAMCWF  Talk 


AIUUJT  FRAUD 
AXD  ARUSlil: 


What  You  Don’t  Know  Can  Hurt  You 


Te> 


TexasMedical 

Association 


✓ HTiat  will  state  and  federal  investigators  be 
looking  for  in  medical  practices? 

✓ What  are  t>-pical  billing  and  practice  pat- 
terns that  may  rai.se  a “red  flag”? 

✓ Wliat  can  physicians  do  to  ensure  that  their 
practices  are  in  compliance  with  state  and 
federal  regulations? 

Coming  soon  to  Biese  locaflons: 

Dallas  - April  29  Houston  - May  2 1 

San  .Antonio  - April  30  Amarillo  - May  27 

Austin  - May  6 Lubbock  - May  28 

f:i  Paso  - May  7 Corpus  Christi  - June  3 
Fort  Worth  - May  13  Houston  - June  4 
McAllen  - May  20  lVler-June9 

Irving  ■ June  10 

Call  (800)  880-1300.  ext.  1421. 
or  (512)  370-1421  to  register. 
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BackT  alk 

Ouestion 

Would  you  use  e-mail  to  communicate 
with  your  patients?  Why  or  why  not? 


o,  1 believe  in  face-to-face  or  phone  communi- 
cation  so  I can  hear  how  patients  sound  and  I 
can  answer  questions  or  correct  any  misinterpretations  im- 
mediately. Also,  they  can  hear  my  tone  of  voice  and  know 
how  concerned  and/or  serious  I am  about  what  I say.” 


Donald  W.  Breech,  MD,  50 

orthopedic  surgery,  Victoria 


es,  I think  patients  would  like  to  be  informed 
and  involved  with  technological  advances.” 


probably  would  be  reluctant  to  communicate  witl 
H patients  via  e-mail,  unless  I was  sure  that  the  com 
munication  would  be  confidential.” 

W.  Stephen  Ku,  MD,  35 

ophthalmology,  Carrollton 

es.  In  fact  I already  communicate  by  e-mail  witj 
one  of  my  patients.  I hate  playing  phone  tag 
and  e-mail  is  a great  way  to  leave  messages  that  are  not  up 
gent.  If  only  I could  replace  my  pager  with  e-mail.” 


Antonio  C.  Andrade,  MD,  5/ 

otolaryngology.  Corpus  Christi 


o,  because  I like  to  converse  with  them  over  the 
phone.  That  way,  questions  are  discussed  in 
more  detail,  pertinent  points  are  reemphasized,  and,  I be- 
lieve, communication  is  enhanced.” 


Cynthia  A.  Garrison,  MD,  37 

obstetrics-gynecology,  Plainview 


As  a psychiatrist,  I glean  a large  amount  ol 
■^very  important  and  useful  information  from  a 
patient’s  voice  — and  my  patients  want  personal  interac- 
tion, even  il  it’s  with  my  office  staff!” 


Babette  F.  Farkas,  MD,  38 

psychiatry,  Dallas 


Ronald  M.  Ramus,  MD,  36^ 

ynaternal  and  fetal  medicine,  Dallas 


t could  save  a lot  of  telephone  time,  but  I don’t  bc' 
lieve  many  of  my  patients  have  e-mail.” 


Robert  L. Young,  MD,  62 

endocrinology,  El  Paso 


■probably  not  at  this  time,  since  most  of  my  pa 

M~  t 


tients  don’t  have  that  capability  at  home  and  lad 
the  desire,  finances,  or  insight  to  add  it.  A fax  would  be  bet 
ter.  Either  way,  you  have  no  way  of  knowing  if  the  patien 
received  or  understood  the  message.” 


Arthur  R Burdine,  MD,  58 

orthopedic  surgery,  San  Angelo 


Buck  Talk  is  a notiscientific  sampling  of  Texas’  physicians  opinions  on  a topic  of  interest.  Physicians 
are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for  fiiture  topics.  Send  them  to 
Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX  78701;  fax  them  to  (512)  370-1632; 
or  e-mail  them  to  amy_lykke@texmed.org. 
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As  thousands  of  your  colleagues  already  know. 


Autoflex 

^Leasing  has  been  listening  to  physician’s  hearts  for  over  15 
years.  With  no  down  payment,  no  security  deposit^  1ow«r 

s'l'  ••'s'  • .,;.s  '.  v1 

monthly  payments,  next  day  home/office  dehveiy,  ftee 
rental  cars,  trade-ins,  GAPP  instunnce  and  mc^^Qomi 

r 

Even  better,  you’re  literally  only  a quick  phone  call  away  from 
getting  that  new  car  delivered  to  your  door  tomorrow! 
^unde^y?  Sound  ^citing?  There’s  more!  ^ ^ 
[3iT<r»T8y4WMIi'itj!Tf«feTtelL’M»WlinMilJil;Tll!giCS!»^Autoflex  has 
become  the  medical  community’s  resident  expert  in  automobile 
leasing.  Established  in  1982,  Autoflex  Le^ing  Is  recognized  , 
for  it’s  superior  service  record,  flexible  leasing  plans, : 
and  tremendous  i^olume  buying  pow^^^Q^^Wt^jp^ 
Egg?  lowCTCost^^Snmles 

and  more  money  for  your  tracie-m! 

While  a new  car  dealership  may  offer  only  one  or  two  lease 
programs.  Autoflex  Leasing  offers  you  more  than  fifty,  i J 
Besides  searching  every  lease  program  available  in  our  database  f 
nationwide,  we  also  have 

We  compare  eveiy  facet  of  y<^a« 
lease  and  combmelt  with  our  buying  power  to  offer  you  the 
lowest  leasing  rates  available.  Who  do  you  think  can  Imy  a 
new  vehicle  for  less...  the  individual  who  buys  a new  car 
every  few  years,  or  Autoflex  Leasing^ho -buys  j^^^^xof 
cars  every  vear?^M|njll|i^^j|WK^|j|BM|^^ 

iff  easy  to  see 

why  so  many  of  yohr  p^^^^^Qo^o^uioflex  Leasing  to  be 
their  leasing  agent  for  Hfe.  For  more  informationi^visifaua  afa 

jTiCtKVnLbK  MS 

or  call  us  atJw«llilJ 


wwwTau  t o f 1 e xTcoin 


634.1234 


m 


Now  you  can  get  life  insurance  coverage  big  enough  to  protect  your  assets... 
and  your  family's  dreams... with  the  NEW  TMAIT High  Limit  Group  T^rm  Life  Pien. 


★ All  members  and  their  spouses  under 
age  100  may  apply 


★ Your  coverage  is  portable  if  you 
change  employers 


★ Members  may  apply  for  $500,000  to 

$10,000,000 


★ You  can  re-apply  for  lower  "select" 
rates  every  7 years 


★ Spouses  may  apply  for  $500,000  to  ★ Your  coverage  is  renewable  until  age 

$5,000,000  (not  to  exceed  50%  of  100  regardless  of  changes  in  your  health 

the  member's  amount) 


Find  out  how  low  our  rates  are-- 
Call  TMAIT  today  for  a free, 
no  obligation  rate  quote: 

1 800  880-8181,  Dept.  2206 

Administered  by 

Texas  Medical  Association 
Insurance  Trust 


Created  and  endorsed  by  the  Texas  Medical  Association 

Underwritten  by  The  United  States  Life  Insurance  Company, 
An  American  General  Corporation. 


Big  responsibilities... Big  decisions... 

Get  solid  financial  protection 
for  your  family  from  TMA  and  TMAIT. 


Endorsed  by 


tt 


TexasMecliciil 

AsstKiatiun 


A PUBLICATION  of  the  TEXAS  MEDICAL  ASSOCIATION 

TexasMedicine 


Wood  duck 
Washington,  DC,  marsh 


If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor, 
Texas  Medicine.  Texas  Medical  Association,  401  W 15th  St,  Austin,  TX  78701. 
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At  loggerheads 
in  Laredo 

The  symbiotic  relationship  between  physicians  and  hospitals  is 
being  put  to  the  test  in  Laredo,  where  doctors  and  Mercy  Regional 
Medical  Center  are  going  head-to-head  over  the  issue  of  admitting 
privileges  and  medical  staff  leadership. 

BY  TERI  MORAN 

36 


UREOC 


CITY’S  LI^RC-EST  H >SPITAL 

TRIES  TO  UM>T 

ITS  LEADERS’  PRACTICES  AT 

COMPi^lTOR 


Medical  Economics 

Hidden  contract  zingers 22 

The  formula  to  calculate  physicians  Medicare  reimbursements  looks  like 
something  out  of  a mathematicians  nightmare,  but  doctors  need  to  know 
it.  If  you  don’t  know  it,  you  may  not  be  getting  your  fair  share. 

BY  LAURIE  STONEHAM 


Legislative  Affairs 

Choice  versus  efficiency 27 

j State  legislators  had  good  intentions  last  year  when  they 
\ passed  a bill  allowing  women  to  see  their  obstetrician- 
gynecologists  without  referrals  from  their  primary  care 
physicians.  But  like  other  ideas  that  seemed  good  at  the 
time,  the  law  has  sparked  a debate  over  regulation  of 
physician  networks  and  how  much  freedom  managed 
care  patients  should  have. 

BY  KEN  ORTOLON 


I 
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Public  Health 

Suffering 

in  silence 44 

It’s  called  the  “secret  crime”  because  only  a 
fraction  of  the  cases  ever  come  to  light.  But 
experts  say  abuse  of  the  elderly  is,  unfortu- 
nately, more  common  than  we  would  like  to 
think.  A special  TMA  panel  has  issued  a report  to  help  educate  physicians  about 
the  problem  and  how  to  recognize  the  signs. 

BY  TERI  MORAN 


Science  and  Education 

The  anatomy 

of  success 48 

Texans  are  known  for  their  generosity,  and  that 
generosity  apparently  extends  even  after  death.  The 
demand  for  cadavers  for  medical  school  education 
and  for  research  is  at  record  levels,  and  Texas  has  so 
many  bodies  donated  to  science  that  it’s  able  to  help 
other  states  that  are  experiencing  shortages. 

BY  LAURIE  STONEHAM 


Texas  Medicine  Rounds 10 

Dr  Dickey  leads  AMA  • A decade  of  transplants  • Managed  care  barriers  • 

Surgical  specialization  • Practice  transition  tips  • Epilepsy  gene  research  • 

Doctors  who  smoke  • Voluntary  Rohypnol  use  • Scott  & White’s  grant  • 

UT Southwestern  neuroscience  center  • No  HIV-TB  link  • Ethical  choices  • 

San  Antonio  agreement 


People 6 

Information  for  Authors See  May,  p 75 

Texas  Physicians’  Directory  54 

Classified  Directory  .57 

Educational  Opportunities .62 

Back  Talk 64 
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f At  Century  American,  We  11  Guide  1 
1 You  The  Unknown.  J 


j When  it  comes  to  group  practice 

bility  coverage,  some  programs  might 
ve  you  lost.  Century  American’s  group 
Verage  policies  are  designed  to  meet 
ur  needs  based  on  the  way  your  group 
actices  medicine  in  today’s  changing 
;dical  profession. 

; Unlike  other  companies  just  now 
tering  the  group  protection  arena. 


ientury  American  has  firsthand  experience 
1 solving  the  unique  issues  facing  physician 
roup  practices.  Our  claims  defense  team, 
sk  management  experts  and  team  of 
ustomer-driven  specialists  make  group 
rotection  affordable,  secure  and  flexible  - 
’s  been  our  specialty  since  1986. 

Unless  you  compare  programs,  you 
lay  never  see  the  difference  when  it  comes  to 


choosing  professional  liability  coverage.  The 
Century  American  difference  is  knowing 
which  way  to  turn.  For  your  personal  guide. 


call  1-800-476-2002. 


Cent 
Insurance 


Cenlury  American  Insurance  Company 
Centuty  American  Casually  Company 


People 


Newsmakers 


San  Antonio  pathologist  Merle  W. 
Delmer,  MD,  received  the  Bexar 
County  Medical  Society’s  Golden 
Aesculapius  Award  for  his  lifetime  of 
service  to  patients  and  the  medical 
profession. 

Michael  C.  Fitzpatrick,  MD,  Dallas,  re- 
ceived the  Teaching  Award  for  the  As- 
sociation lor  Academic  Psychiatry 
Region  IX,  which  includes  Texas  and 
Oklahoma. 

San  Antonio  pediatrician  M.Antonieta 
Gonzalez,  MD,  was  elected  president  of 
the  Hispanic  Medical  Society. 

Internist  Scott  Grundy,  MD,  Dallas,  re- 
ceived the  Distinguished  Achievement 
Award  from  the  American  Heart  Asso- 
ciation (AHA)  Scientific  Council  and 
a Special  Recognition  Award  from  the 
AHA  Council  on  Arteriosclerosis, 
Thrombosis  and  Vascular  Biology. 

Sandra  Guerra,  fourth-year  medical 
student  at  Texas  A&M  College  of 
Medicine  in  Temple,  received  the 
Young  Professional  Award  from  the 
Texas  Exes  Association  at  The  Univer- 
sity of  Texas  at  Austin. 


Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of  or  honors  from,  a 
national  or  state  organization;  or,  space  permitting,  recognition 
at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
at  the  discretion  of  the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  lexas 
Medicine.  401  W I5th  St,  Austin.  TX  78701;  fax  (512)  370- 
1632;  e-matl  johanna_f^texmed.org. 


James  D.  Heckman,  MD,  San  Antonio, 
was  named  president  of  the  American 
Academy  of  Orthopaedic  Surgeons. 

Longview  internist  Matt  E.  Hipke,  MD, 
was  chosen  1 998  Doctor  of  the  Year  by 
the  Longview  News-Journal.  Runners- 
up  included  Gilmer  family  practi- 
tioner Steve  Murry,  MD,  and  Longview 
internist  Russell  Warden,  MD. 

Dallas  oncologist  Lloyd  W.  Kitchens,  Jr, 

MD,  was  elected  to  a second  term  on 
the  American  College  of  Physicians 
Board  of  Regents. 

General  practitioner  Joseph  LaManna, 
DO,  Dallas,  was  honored  by  the  Uni- 
versity of  North  Texas  Health  Science 
Center  Office  of  Continuing  Medical 
Education  for  his  distinguished  serv- 
ice to  the  program. 

James  R McCulley,  MD,  Dallas,  was 
named  chair  of  the  Pood  and  Drug 
Administration’s  Ophthalmic  Devices 
Committee. 

Fort  Worth  forensic  pathologist  Nizam 
Peerwani,  MD,  received  a Golden  Ap- 
ple Award  from  the  University  of 
North  Texas  Health  Science  Center  for 
outstanding  preclinical  teaching. 

Stephen  L.  Putthoff,  DO,  Fort  Worth, 
was  invited  to  join  the  Pathophysiol- 
ogy Task  Force  of  the  National  Board 
of  Medical  Examiners. 

Plastic  surgeon  Rod  J.  Rohrich,  MD,  re- 
ceived an  Alumni  Achievement  Award 
from  North  Dakota  State  University. 


Sandra  Guerra  James  D.  Heckman,  MD 


The  1998  Bexar  County  Medical  So- 
ciety (BCMS)  officers  include  cardio- 
vascular surgeon  J.  Marvin  Smith  III, 
MD,  president;  internist  Martin  G. 
Guerrero,  MD,  president-elect;  and  in- 
ternist Vijay  N.  Koli,  MD,  vice  presi- 
dent. The  BCMS  Foundation  Board 
of  Directors  includes  child  neurologist 
Sheldon  G.  Gross,  MD,  vice  president; 
and  Vijay  N.  Koli,  MD,  treasurer. 

The  1997—1998  Texas  Society  of 
Plastic  Surgeons  officers  include  Terry 
Tubb,  MD,  Midland,  president;  James 
R.  Cullington,  MD,  Austin,  president- 
elect; Charles  Verheyden,  MD,  Temple, 
vice  president;  Rod  J.  Rohrich,  MD,  Dal- 
las, secretary;  and  Elizabeth  Kerner, 
MD,  Plano,  treasurer. 

Nephrologist  Samir  N.Tuma,  MD,  re- 
ceived the  Life  Achievement  Award 
from  the  Houston  chapter  of  the  Arab 
American  Medical  Association. 

Fort  Worth  obstetrician-gynecologist 
Alan  M.  Unell,  MD,  was  chosen  1997 
Physician  of  the  Year  by  the  employees 
of  North  Hills  Hospital  in  North 
Richland  Hills. 
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of  Texas 


Superior  Leasing  means  “Superior  Service”... 


ffere's  (four  ; 
pmoriptiovi'-  . 


P/o  Deposit 
Mo  Dot^yi  Pai^mewt 

P>^ee  U>ci,yieir  Cats 
DtlP  lnsuira,yioe  Induded 


• Next  Ontx  Deliveirix  dni^wtieirei 
' Mo  Sutptises  a,t  Deli^ei^ixl 

• 'Ha.ssle~Piree  SKoppinp 

' disk  dibout  3%  Cush  Duck 

CALL  TOLL  FREE; 


448 

Per  Month* 


Package,  Srd  Seat,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air  Conditioning  and  Running  Boards!! 


inonth  dosed*€nd  lease  with  purchase  option.  MSRP*  S34,635.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $2343  due  at  inception. 
No  security  deposit  on  approved  aedit.  Total  of  payments-  $21304.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  for 
every  added  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  aedit. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  ARE  WELCOME!! 


1-800-988-0994 

Or  (972)  994-0994 

www.superiorleasing.com 


"If  you  don't  call  for  our  low  lease  quotes... 
YOU'LL  PAY  TOO  MUCH!! 


Mperior  Leasing 
.is  preferred  bp 
■the  physicians 
i themselves!! 
■lere's  what  one 
! had  to  say... 


"I  had  two  cars  with  unfinished  leases.  Through  Superior  Leasing 
I was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my  choice 
including  a BMW  740  il  They  were  delivered  to  my  front  door  in  just  tiuo 
days!  Thafswhaticall  'creative financing'!  Tome, 

Superior  Leasing  means  Superior  Service!!" 


Miguel  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


"Home  of  the  tailor-made  lease. " 

ligh  mileage,  low  mileage,  closed  or  open-ended,  maximum  tax  impact,  multiple  security  deposits,  zero  or  maximum  down  and  regardless  of  credit  history... 
: whatever  vou  need,  Superior  Leasing  can  provide.  We  will  custom  tailor  a lease  to  best  fit  your  needs! 


www.texmed.or 


stop  by  for  a visit! 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services 

For  (idditiomil  infornudion,  contact: 

Richard  Vento,  Executive  Vice  President 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oiik  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery’  Centers 
Anibulatory  Care  Centers  • Unique  Healthcare  Insurance  Recpiests 


People 

Deaths 


Monroe  Albert,  MD,  78;  San  Antonio; 
University  of  Louisville  School  of 
Medicine,  1945;  died  March  7,  1998. 

Richard  Fitzhugh  Allen,  MD,  55;  Victo- 
ria; The  University  of  Texas  Medical 
Branch  at  Galveston,  1968;  died 
March  8,  1998. 

Dale  James  Austin,  MD,  84;  Dallas; 
Baylor  College  of  Medicine-Dallas, 
1938;  died  February  26,  1998. 

Alando  Jones  Ballantyne,  MD,  80; 

Houston;  Columbia  University  Col- 
lege of  Physicians  and  Surgeons, 
1942;  died  March  9,  1998. 

Robert  Hubert  Balme,  MD,  70;  Cor- 
pus Christi;  New  York  Medical  Col- 
lege, 1952;  died  March  11,  1998. 

William  Burford  Hahn,MD,  85;  Austin; 
Tulane  University  School  of  Medicine, 
1938;  died  March  16,  1998. 

David  Winslow  Hines,  MD,  72;  Austin; 
Northwestern  University  Medical 
School,  1954;  died  March  8,  1998. 

Gerald  Dewitt  Long,  MD,  79;  Dallas; 
Rush  Medical  College  of  Rush  Uni- 
versity, 1941;  died  March  22,  1998. 

Lila  Rose  Roberson  Robinson,  MD,  88; 

Kermit;  Baylor  College  of  Medicine- 
Dallas,  1933;  died  February  15,  1998. 

Asa  Collins  Watson,  Jr,  MD,  79;  Fort 
Worth;  University  of  Arkansas  for 
Medical  Sciences  College  of  Medi- 
cine, 1942;  died  December  26,  1997. 

Robert  L.  Wick,  Jr,  MD,  67;  Arlington; 
University  ol  Pittsburgh  School  of 
Medicine,  1959;  died  December  28, 
1997. 
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For  a Healthy  Business  Strategy 

and  Strengdien  Your  Leadership  Skills 

In  The  Healthcare  Market 


THE  LEARNING  ORGANIZATION,  INC™ 

Presents 

Regaining  Control  of  Healthcare 

Developing  a Business  Strategy  for  Success 
in  a Chaotic  Healthcare  Arena 

A two-day  high  impact,  interactive  workshop  training  physicians 
and  other  medical  professionals  in  the  essentials  ot  business  strategy, 
competition,  and  cooperation. 

• Analyze  siiccesstnl  business  models  used  by  winning  com|ranies 
and  physician  practices 

• Define  your  own  business  strategc'  and  set  specific  goals  for  sncce.ss 

TM 

• Experience  HeatlliPtay  [a  powerfut,  hentthcare  tntsiness  strategy 
simutation  game) 

• Master  leadership  and  group  management  technif|nes 

• Receive  new  negotiation  and  motivational  skills  training 

• Understand  your  own  clarity  of  vision  to  discern  problems  and 
create  lasting  solutions 

all  1-888-522-2478 

Seating  is  limited  to  60  attendants 
If  yon  were  unable  to  attend  previous  dates  for  this  powerfut  workshop,  then  make  your  reservations  now! 
Cost  for  the  workshop  is  $995.00  (Includes  tuition,  meals  and  all  materials) 


Dallas 

Jun  25-26 
Aug  20-21 

Houston 

Jul  16-17 
Sep  10-11 

San  Antonio  Jul  25-26 
Sep  24-25 

Austin 

Jul  30-31 

Fort  Worth 

Aug  6-7 

El  Paso 

Aug  15-16 
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Nancy  W.  Dickey,  MD 


A Texan  takes  on  the  nation 


Nancy  W.  Dickey,  MD,  is 
many  things  to  many  peo- 
ple. She’s  a physician,  a pro- 
fessor, a wife,  and  a mother.  And  on 
June  17,  at  5 pm,  in  Chicago,  this 
College  Station  family  physician  will 
become  the  first  woman  president  of 
the  American  Medical  Association. 


medical  school  and  was  accepted  to 
The  University  of  Texas-Houston 
Health  Science  Center.  “I  was  thrilled 
and  never  looked  back,”  she  said.  “I 
can’t  imagine  doing  anything  else.” 

The  persistence  of  a residency 
training  colleague  who  needed  resi- 
dents to  run  for  AMA  offices 


prompted  Dr  Dickey  to  attend  her 
first  AMA  meeting  more  than  20 
years  ago.  She  was  elected  to  the 
Council  on  Medical  Service  and  was 
hooked,  she  says. 

“She  burst  onto  the  scene  early,” 
said  retired  Houston  oncologist 
Joseph  T.  Painter,  MD,  “and  it  was 
very  clear  from  the  beginning  that 
she  was  a natural  born  leader.”  Dr 
Painter,  one  of  Dr  Dickey’s  mentors, 
served  as  AMA  president  in  1992. 

During  the  next  2 decades.  Dr 
Dickey  wore  many  hats  for  the  150- 
year-old  organization.  She  served  as 
a member  of  the  AMA  Ad  Hoc 
Committee  on  Women  in  Orga- 
nized Medicine  (1979-1980),  AMA 
commissioner  to  the  Joint  Commis- 
sion on  Accreditation  of  Healthcare 
Organizations  (1989-1995),  chair  of 
the  AMA  Ad  Hoc  Technical  Advi- 
sory Committee  on  Health  System 
Reform  (1993-1994),  secretary-trea- 
surer  of  the  AMA  (1993-1994),  vice 
chair  of  the  AMA  Board  (1994- 
1995),  and  chair  of  the  AMA  Board 
(1995-1997). 


Movin’  on  up 

Dr  Dickey’s  medical  career 
began  with  a love  for  medi- 
cine and  hospitals.  She 
worked  as  a nurse’s  aide  while 
attending  high  school  in  Katy 
and  college  at  Stephen  F. 
Austin  State  University  in 
Nacogdoches. 

Though  her  high  school 
counselor  told  Dr  Dickey  she 
couldn’t  be  a doctor,  a wife, 
and  a mother,  the  idea  of  a ca- 
reer as  a physician  stayed  alive 
in  the  back  of  her  mind. 
Luckily  for  her  future  pa- 
tients, Dr  Dickey’s  husband- 
to-be,  Franklin  (Champ), 
undid  the  counselor’s  damage 
when  he  said  to  her,  “Look, 
you  want  to  be  a doctor?  Go 
for  it!” 

So  Dr  Dickey  applied  for 


Though  these  achievements 
are  impressive,  some  of  Dr 
Dickey’s  greatest  contributions 
to  the  AMA  came  during  her  9- 
year  term  on  the  AMA  Council 
on  Ethical  and  Judicial  Affairs. 

“She  not  only  was  a mem- 
ber as  a resident,  but  she  also 
went  on  to  become  the  chair  of 
this  important  council  that  sets 
and  interprets  ethical  standards 
for  physicians,”  Dr  Painter 
said.  “I  think  that  really  gave 
her  a solid  grounding  in  the 
principles  we  all  must  live  by  in 
practicing  good  medicine.” 

The  presidency 

Even  though  Dr  Dickey  will 
be  the  first  woman  to  hold  the 
AMA’s  top  position,  she  does 
not  expect  her  gender  to  make 
a huge  difference  in  her  ap- 
proach to  the  presidency. 
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“ The  strongest  perspective  1 bring 
is  as  a physician,”  she  said.  “And  that 
will  be  colored  somewhat  by  the  lact 
that  1 am  a rural  Texas  physician  and 
the  fact  that  I am  a woman,  a wiEe,  a 
mother,  and  a Girl  Scout  troop  leader. 
All  oE  those  things  impact  how  we  in- 
teract with  our  patients,  how  we  look 
at  our  communities,  and  how  we 
think  of  the  role  of  physician. 

“But  I honestly  think  my  issues 
are  primarily  the  issues  of  physicians, 
and,  hopefully.  I’ll  bring  a little  spice 
to  my  term  because  of  my  gender,” 
she  added. 

Dr  Dickey’s  main  concern  involves 
a recommitment  to  ethics  and  profes- 
sionalism among  the  nation’s  physi- 
cians. She  believes  in  what  another 
mentor,  former  TMA  presi- 
dent and  retired  Austin  fam- 
ily practitioner  Ruth  Bain, 

MD,  always  says,  “If  we  keep 
our  ethics  and  professional- 
ism intact,  then  all  the  rest 
will  fall  into  place.” 

This  recommitment  be- 
gins by  reestablishing  trust, 
which,  as  the  foundation  of 
the  patient-physician  rela- 
tionship, has  been  threat- 
ened, Dr  Dickey  says. 

“Society  and  our  individual 
patients  know  we’re  compe- 
tent, but  I think  at  times  they  ques- 
tion our  caring  and  compassion  level. 
Because  of  that,  we  need  to  make  a 
visible,  measurable  recommitment  to 
medical  professionalism.” 

Dr  Dickey  would  also  like  to  ad- 
dress the  issue  of  health  system  re- 
form during  her  presidency.  Though 
physicians  have  been  frustrated  with 
the  health  care  climate  for  more  than 
a decade,  society  didn’t  take  notice 
until  patients  recently  began  voicing 
their  unhappiness  as  well.  Dr  Dickey 
says.  Statistics  suggest  the  cost  of 
care  is  beginning  to  creep  back  up, 
and  CEOs  soon  will  be  searching  for 
new  ways  to  cover  costs. 

“I  hope  that  the  American  Med- 


ical Association  and  the  profe.ssion 
for  which  I speak  are  prepared  to 
step  into  that  opportunity  and  share 
our  vision  of  how  a health  care  sys- 
tem can  better  serve  patients,  com- 
munities, and  the  profession,”  she 
said.  “It’s  time  for  our  profession  to 
advocate  for  all  Americans  to  have 
access  to  the  care  they  need  and  the 
means  to  pay  for  it.” 

To  accomplish  these  goals,  the 
AMA  will  need  to  become  more 
proactive.  Dr  Dickey  says.  “We  need 
to  be  able  to  make  decisions  a little 
faster  and  be  sure  we’re  basing  these 
decisions  on  the  right  things. 

“We’ve  got  to  look  at  our  patients 
and  commit  to  meeting  their  needs 
first,  and  continue  to  listen  to  our 


members  and  hear  their  concerns,” 
she  said.  “Then,  understanding  that 
as  difficult  as  it  is  to  deal  continu- 
ously with  change,  we’ve  got  to  ac- 
cept that  is  what  medicine  will  be 
going  through  for  the  next  decade  or 
more.  We  need  to  become  change 
agents  rather  than  passive  recipients 
or  angry  reactionaries.” 

The  wisdom  of  youth 
As  one  of  the  youngest  AMA  presi- 
dents this  century.  Dr  Dickey,  47, 
will  also  strive  to  increase  young 
physician  participation  in  the  AMA. 

“This  is  our  profession,  and  it  will 
be  for  the  next  40  years,”  she  said. 
“And  while  we  have  always  learned 


from  those  who  [)reccded  us, 
profession  to  preserve.  This  f 
more  true  for  the  doctor  whos  1 
years  younger  than  1 am.  If  they  don’t 
join  and  become  involved  iti  setting 
the  agenda  and  establishing  the  im- 
portant foundations  of  the  profession, 
they  run  the  risk  of  waking  up  a few 
years  from  tiow  and  saying,  ‘What 
happened?  Where  did  it  all  go?”’ 

Young  physicians  can  make  a dif- 
ference, Dr  Dickey  says.  After  all, 
the  AMA  was  founded  by  a young 
physician,  Nathan  Davis,  who  was 
working  to  improve  medical  school 
standards  across  the  country  and 
medical  ethics  for  the  profession. 

“If  we  don’t  continue  to  have  the 
participation  of  physicians  — partic- 
ularly physicians  young  in  their  ca- 
reers and  high  on  their  idealism  — we 
run  the  risk  of  this  profession  becom- 
ing an  assembly-line  job  for  which  we 
clock  in,  clock  out,  and  then  go 
home,”  Dr  Dickey  said.  “That  would 
be  a tremendous  loss  for  those  of  us 
who  think  this  is  an  extraordinarily 
rich  profession,  and  it  would  be  a 
huge  loss  for  our  patients.” 

Despite  her  ascension  to  the  pres- 
idency at  such  an  early  age,  many  of 
Dr  Dickey’s  mentors  think  she  won’t 
need  too  much  advice. 

“She  has  been  wise,  and  her  wis- 
dom came  early,”  Dr  Bain  said.  “I  don’t 
think  she  has  ever  been  one  to  fly  ofiF 
the  handle  or  jump  to  a conclusion. 
She’s  well-spoken.  I am  very  proud  of 
Nancy,  and  my  only  suggestion  for  her 
is  to  keep  up  the  good  work.” 

Dr  Painter  advises  Dr  Dickey  sim- 
ply to  be  herself  “Clearly,  she  repre- 
sents a wonderful  image  of  what 
medicine  is  all  about,”  he  said.  “She 
conveys  her  personal,  caring  touch 
and  is  interested  not  only  in  the  physi- 
cians and  their  problems  but  also  in 
the  patients  and  their  problems.  If 
Nancy’s  just  Nancy,  she’ll  be  emi- 
nently successful  as  the  first  woman  to 
serve  as  AMA  president,  and  she’ll 
have  a prosperous  year  as  well.” 


“She  conveys  her 
personal,  caring  touch 
and  is  interested 
not  only  in  the 
physicians  and  their 
problems  but  also 
in  the  patients  and 
their  problems.” 
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become  a preceptor  and  share 
the  “real  world”  office  practice 
experience  with  an  interested 
and  eager  student. 

A A Preceptorships  are 
*\  • I g four  weeks  long  and 
general  pediatri- 
cians  are  needed  in 
, -j.  , all  areas  of  the 

Uftte  people. 

For  more  information,  contact: 

General  Pediatric  Preceptorship  Program 

Texas  Pediatric  Society 

401 W.  15th  St.,  Suite  682  Austin  78701-1680 
(512)370-1519 
tpsprecept@  aol.com 


Memorial  a Tribute  Giving 


Celebrate 

GOOD 


Times! 

Acktumdedge  a friend’s  achievement. 


TMAFOUNDATION 


(800)  880C300,  ext.  1663 


A life  less  ordinary 

Dr  Dickey  is  the  first  to  admit  she 
couldn’t  have  come  this  far  without  the 
support  of  her  family,  especially  her 
husband  and  three  children,  Danielle, 
Wilson,  and  Elizabeth.  Lately  they 
have  been  acquainting  themselves  with 
Dr  Dickey’s  daily  planner. 

“We  work  hard  to  spend  time  to- 
gether,” Dr  Dickey  said.  “It’ll  be  a 
very  tough  year  from  a personal  per- 
spective, but  it’s  one  that  families  of 
every  president  have  wrestled  with. 
There’s  never  been  a president  that  I 
can  imagine  who  did  this  single- 
handedly.” 

Dr  Dickey,  who  is  program  direc- 
tor for  the  Brazos  Valley  Family  Prac- 
tice Program  affiliated  with  Texas 
A&M  University,  says  she  will  take  a 
sabbatical  from  her  teaching  duties 
this  year.  But  she  says  she  will  attempt 
to  see  a handful  of  extraordinarily  loyal 
patients  throughout  her  presidency. 

And  when  her  term  is  done?  “I 
haven’t  worried  about  what  comes 
next,”  Dr  Dickey  said.  “My  patients, 
my  residents,  and  my  family  will  be 
long  overdue  my  close  attention.” 

Dr  Dickey  will  be  the  keynote  speaker 
for  TMA's  Fall  Leadership  Conferetice 
September  19  in  Austin. 


St  Paul,  UT  Southwestern 
celebrate  10  Years/200  Hearts 

ransplant  physicians,  patients, 
and  hospital  staff  will  gather 
on  June  12  at  St  Paul  Medical 
Center  in  Dallas  to  commemorate 
the  10th  anniversary  of  the  St  Paul/ 
UT  Southwestern  Medical  Center 
heart  transplant  program. 

Among  those  participating  in  the 
celebration  called  “10  Years/200 
Hearts”  is  W.  Steves  Ring,  MD,  di- 
rector of  the  St  Paul/UT  Southwest- 
ern Heart  and  Lung  Transplant 
Program  and  chair  of  thoracic  and 
cardiovascular  surgery  at  UT  South- 
western. Dr  Ring  has  performed 
more  than  200  heart  transplants  for 
the  program  with  a 1-year  survival 
rate  of  90%  and  a 5-year  survival 
rate  of  79%. 

“Over  the  last  10  years,  we  have 
been  extremely  pleased  with  our  suc- 
cess rate  and  the  knowledge  that  we 
are  providing  cutting-edge  tech- 
niques in  heart  transplantation,”  Dr 
Ring  said. 

In  1 998,  a United  Network  of  Or- 
gan Sharing  study  ranked  the  heart 
transplant  program  first  in  the  state 
and  among  the  top  5%  in  the  coun- 
try for  survival  rates.  Lung  transplan- 
tation was  added  to  the  St  Paul/UT 
Southwestern  program  in  1990. 


Transition  tips 


A new  TMA  publication  can  help  you  plan  your  re- 
tirement or  other  professional  practice  change. 

Transitions:  Legal  Considerations  in  Selling  or  Clos- 
ing a Medical  Practice,  by  former  TMA  Associate  Gen- 
eral Counsel  Hugh  M.  Barton,  JD,  covers  notification  of  patients  and 
employees,  valuation  of  a medical  practice,  legal  issues  in  practice  sales,  re- 
tention of  medical  records,  subpoenas  and  legal  issues  after  retirement,  and 
information  on  TMA  membership  and  benefits  after  retirement. 

The  book  costs  $ 1 9 for  TMA  members  and  $29  for  nonmembers.  To  or- 
der Transitions,  call  (800)  880-1300,  ext  1423,  or  (512)  370-1423;  or  e-mail 
anne_g@texmed.org.  Credit  card  orders  may  be  faxed  to  (512)  370-1635. 


12 


TEXAS  NfEDlClNE  ★ JUNE  19  9 8 


Managed  care  creates  barriers 
for  people  with  disabilities 

People  with  disabilities  who  are 
enrolled  in  managed  care  plans 
have  more  difficulty  accessing 
medical  care  than  those  on  tradi- 
tional fee-for-service  health  plans, 
according  to  a new  study. 

The  results  of  the  study,  con- 
ducted by  scientists  with  the  Center 
for  Research  on  Women  with  Dis- 
abilities at  Baylor  College  of  Medi- 
cine, show  the  need  for  primary  care 
physicians  to  have  more  experience 
in  treating  people  with  disabilities. 

Study  participants  were  con- 
cerned that  primary  care  physicians 
did  not  always  know  how  to  treat 
them,  that  the  office  visits  with  their 
doctors  were  too  brief,  and  that  ap- 
proval for  the  most  effective  medica- 
tions or  the  specialists  they  needed 
would  be  delayed  or  not  granted. 

Advantages  of  managed  care  for 
people  with  disabilities  included 
cheaper  medications  and  assistance 
with  purchasing  medical  equipment. 

Specialization  more  effective 
than  rotation  during  surgery 

A surgical  team  dedicated  solely 
to  orthopedic  trauma  has  bet- 
ter patient  and  economic  out- 
comes than  those  of  a team  that 
rotates  personnel,  according  to  a study 
conducted  by  the  US  Army  Institute 
of  Surgical  Research  in  San  Antonio. 

Study  results  show  that  surgeons 
who  used  the  same  team  members 
specializing  in  orthopedics  — an 
anesthesiologist,  a scrub  nurse,  and  a 
scrub  technician  — rather  than  a se- 
ries of  different  people  in  these  posi- 
tions, spent  much  less  operative  time 
treating  polytrauma  patients  for  mul- 
tiple extremity  injuries.  The  rotating 
team  spent  an  average  of  660  minutes 
in  surgery,  while  the  specialist  team 
clocked  an  average  of  390  minutes. 


Specializing  solely  in  post-am 
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Imagine  a scenario  in  which  a physician  who  smokes 
a pack  of  cigarettes  a day  begins  a long  and  involved 
surgery  or  medical  procedure.  We  know  that  within 
2 hours  after  the  last  cigarette,  the  symptoms  of  nicotine 
withdrawal  begin  and  steadily  intensify 
during  the  next  24  hours.  Imagine  the 
physician  becoming  increasingly  irrita- 
ble and  anxious  because  of  nicotine 
withdrawal.  He  or  she  begins  to  have 
difficulty  concentrating  and  develops  a 
fine  hand  tremor.  At  some  point,  the 
physician  may  even  break  scrub  to  go 
out  and  have  a cigarette. 

Does  this  drug  withdrawal  behav- 
ior put  the  patient  at  risk?  Are  lengths 
of  stay  in  the  surgical  suite  or  under 
anesthesia  prolonged  because  of  physi- 
cian nicotine  dependence?  Are  there 
any  differences  among  malpractice 
cases  when  the  variable  is  physician  to- 
bacco use?  None  of  these  questions  ap- 
pears to  have  been  studied. 

In  spite  of  significant  efforts  to  ed- 
ucate the  public  about  the  medical 
consequences  of  tobacco  use,  the  number  of  teenage  to- 
bacco users  is  rising  steadily,  now  up  to  43%  of  the  na- 
tion’s high  school  students.  Perhaps  part  of  the  problem 
is  that  a certain  number  of  physicians  still  use  tobacco 
products  on  a daily  basis,  and  this  gives  youths  a mixed 
message.  It  may  be  that  the  public  cannot  take  the  need 
for  tobacco  cessation  seriously  because  physicians  do 
not  take  it  seriously.  Physicians  have  a long  way  to  go 
to  counteract  the  image  of  the  1950s  when  the  family 
doctor  in  advertisements  recommended  certain  tobacco 
products  that  physicians  smoked  themselves. 

In  the  1992  American  Medical  Association  survey 
on  physician  substance  use,  it  was  estimated  that  6.3% 
of  physicians  in  the  United  States  use  tobacco  on  a daily 
basis  (1).  In  Texas,  with  31,588  licensed  physicians,  this 
would  amount  to  1,990  physicians  who  still  use  to- 
bacco on  a daily  basis.  While  there  is  evidence  that 
heavy  tobacco  use  may  be  a marker  for  other  chemical 
dependencies  (2),  the  question  arises  whether  nicotine 
dependence  is  itself  a cause  for  concern  for  physicians 
when  it  comes  to  protecting  the  public  from  harm. 


Elizabeth  B.  Stuyt,  MD,  is  an  addiction  psychiatrist  and 
associate  professor  in  the  Department  of  Neuropsychiatry  and  Behav- 
ioral Science  at  the  Texas  Tech  University  Health  Sciences  Center  in 
Lubbock.  She  is  also  a member  of  the  TMA  Physician  Health  and  Re- 
habilitation Committee. 


WTiy  would  physicians,  who  know  all  the  possible 
consequences  related  to  regular  tobacco  use,  continue 
to  smoke?  Do  they  believe  smoking  must  not  be  that 
bad?  Or,  is  it  that  smoking  is  truly  a powerful  addic- 
tion that  controls  the  physician  and 
prevents  healthy  decision-making? 

It  has  been  known  for  years  that 
tobacco  use  is  directly  responsible  for 
significant  mortality  in  physicians.  A 
40-year  study  of  approximately 
40,000  British  physicians  revealed 
that  the  death  rate  among  smoking 
physicians  appears  to  be  2 to  3 times 
as  high  as  nonsmokers  (3).  At  least  25 
diseases  were  found  to  be  clearly 
linked  with  smoking.  More  impor- 
tantly, the  risk  seemed  to  decrease  for 
those  who  quit  smoking. 

Many  medical  students,  residents, 
and  practicing  physicians  have  experi- 
enced the  loss  of  gifted  and  talented 
colleagues  and  mentors  who  died 
from  tobacco-related  illnesses.  Many 
of  these  losses  have  been  premature 

and  preventable. 

The  question  arises,  would  outcomes  be  different  if 
this  addiction  were  treated  like  any  other  addiction? 
What  if  early  in  the  addictive  process,  concerned  peers 
and  friends  intervened  and  encouraged  the  physician 
to  quit  using  tobacco  or  to  seek  help  to  do  so?  Ethi- 
cally, it  is  the  responsibility  of  all  members  of  the  med- 
ical profession  to  ensure  safe  and  quality  patient  care 
by  identifying  physicians  whose  practices  are  impaired 
and  to  help  those  physicians  identify  their  impair- 
ments and  seek  treatment.  This  is  accepted  for  alcohol 
and  other  drug  dependencies.  Does  the  same  apply  to 
nicotine  dependence?  Denial,  minimization,  and  ra- 
tionalization appear  to  be  more  powerful  with  nicotine 
than  any  other  drug  of  dependence.  Perhaps  physi- 
cians need  to  begin  to  address  the  denial  within  them- 
selves before  the  public  can  hope  to  do  so. 
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By  johanna  Franke 


It’s  in  the  genes 

The  Epilepsy  Foundation  of  America  and  researchers  at  Baylor  College  of 
Medicine  in  Houston  have  developed  an  Internet  site  to  track  down  families 
with  a history  of  epilepsy  to  try  to  determine  which  genes  cause  inherited 
seizure  disorders. 

The  Epilepsy  Foundation  Gene  Discovery  Project,  at  www.epilepsygene.org, 
asks  visitors  to  complete  a confidential  and  brief  online  questionnaire  to  de- 
velop a pedigree,  which  is  given  a number  and  examined  by  researchers. The 
Epilepsy  Foundation  of  America  will  send  letters  to  families  with  pedigrees 
that  need  further  study.  The  decision  to  participate  in  further  research  is  left 
to  the  family. 

What  you’re  reading  on  the  Web 

MD  Consult,  a subscription-based  clinical  information  service  located  at 
www.mdconsult.com,  has  tallied  the  top  10  medical  reference  books  searched 
by  physicians  on  the  Internet  during  MD  Consult’s  first  quarter  of  operation: 

1.  Clinical  Dermatology,  A Color  Guide  to  Diagnosis  and  Therapy:  HabifTP 

2.  Griffith’s  5 Minute  Clinical  Consult:  Dambro  MR 

3.  Cecil  Textbook  of  Medicine:  Bennett  JC,  Plum  F 

4.  Heart  Disease:  A Textbook  of  Cardiovascular  Medicine:  Braunwald  E 

5.  Arthritis  d Allied  Conditions:  A Textbook  of  Rheumatology:  Koopman  Wj 

6.  Nelson  Textbook  of  Pediatrics:  Behrman  RE 

7.  Brenner  S Rector’s  The  Kidney,  5th  edition:  Brenner  BM 

8.  Emergency  Medicine:  Concepts  and  Clinical  Practice,  4th  edition:  Rosen  P 

9.  Pulmonary  <£  Critical  Care  Medicine,  4th  edition:  Bone  RC 

10.  Textbook  of  GostroenteroJofy:  YamadaT,  Alpers  DH,  Powell  DW,  Owyang  C, 
Silverstein  FE 

Stressing  over  that  new  ethics  requirement? 

Here’s  some  relief.  TMA’s  Physician  Health  and  Rehabilitation  Committee  has 
added  4 new  online  courses  to  its  continuing  medical  education  (CME)  lineup 
to  help  you  obtain  American  Medical  Association  Physician’s  Recognition 
Award  Category  I credit.  Go  to  theTMA  site  at  www.texmed.org  and  click  on 
“Education/CME,”  then  “Continuing  Medical  Education”  to  find  new  courses 
titled  “Alcohol  & Other  Drug  Use  Among  Physicians,”  “Intervention  for  Physi- 
cians Who  May  Be  Impaired,”  “How  to  Establish  a Peer  Assistance  Commit- 
tee,” and  “Care  for  the  Caregiver  (Behavioral  & Emotional  Problems).”  The 
course  “Physician/Stress  Burnout”  is  still  available  online  as  well.  Each  course 
is  certified  to  provide  I hour  of  ethics  CME. 

MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas 
physicians.The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_J@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Women  use  date  rape  drug 
for  mental  health  problems 

Agrowing  number  of  young 
women  may  be  taking  Ro- 
hypnol,  known  as  the  date 
rape  drug,  to  alleviate  depression  and 
increase  self-esteem,  according  to  a 
study  conducted  by  researchers  at 
The  University  of  Texas  Medical 
Branch  (UTMB)  at  Galveston. 

UTMB  scientists  surveyed  more 
than  900  women  from  the  Galveston 
and  Houston  areas  during  1997  and 
1998  and  found  that  nearly  6%  of 
the  women  between  the  ages  of  14 
and  26  have  voluntarily  used  Rohyp- 
nol.  Nearly  70  of  the  women  ex- 
pressed an  interest  in  trying  the  drug 
within  the  next  year. 

Women  who  intended  to  use  the 
flavorless  substance  were  2 times 
more  likely  to  report  severe  symp- 
toms of  depression  and  correspond- 
ing low  self-esteem  and  16  times 
more  likely  to  report  a limited  ability 
to  resist  using  the  drug. 

An  abstract  of  the  study,  which 
was  funded  by  the  Hogg  Foundation 
for  Mental  Health,  was  presented  at 
a meeting  of  the  Pediatric  Academic 
Society  last  month  in  New  Orleans. 


Scott  & White, Texas  A&M  receive 
family  practice  research  grant 

The  Scott  & White  Depart- 
ment of  Family  Practice  in 
Temple,  in  association  with 
Texas  A&M  University  Health  Sci- 
ence Center  College  of  Medicine,  re- 
ceived a grant  for  more  than  half  a 
million  dollars  from  the  US  Depart- 
ment of  Health  and  Human  Services. 

The  grant  will  go  toward  estab- 
lishing a research  division  for  family 
medicine  and  primary  care  studies 
and  for  developing  an  academic  in- 
frastructure within  the  new  Brazos 
Valley  Family  Practice  Program  in 
Bryan-College  Station. 


i6 


TEXAS  MEDICINE  ★ JUNE  I998 


UT  Southwestern  opens 
neuroscience  center 

The  University  of  Texas  South- 
western Medical  Center  at 
Dallas  has  launched  the  Center 
for  Basic  Neuroscience  to  investigate 
the  mechanisms  of  neurological  func- 
tion and  the  roots  of  neurodegenera- 
tive  diseases  such  as  Alzheimer’s  and 
Parkinson’s. 

Advanced  research  at  the  center 
will  focus  on  the  physiology  and 
pathology  of  signaling  between  brain 
cells.  “We  want  to  expand  our  exper- 
tise in  synaptic  physiology,  especially 
electrophysiology,  which  is  a very 
rapidly  growing  research  area,”  said 
center  director  Thomas  Siidhof,  MD, 
professor  of  biophysics  and  molecular 
genetics  and  Howard  Hughes  Med- 
ical Institute  investigator.  “I  also  want 
to  continue  to  build  on  UT  South- 
western’s reputation  as  a presence  in 
basic  research  of  such  major  neuro- 
logical diseases  as  Alzheimer’s  and 
movement  disorders,”  he  said. 


UNT  study  shows 
no  HIV-TB  link 

nfection  with  human  immunode- 
ficiency virus  (HIV)  is  not  a risk 
factor  for  drug-resistant  tubercu- 
losis (TB),  according  to  a 10-year 
study  conducted  at  the  University  of 
North  Texas  Health  Science  Center 
at  Fort  Worth. 

The  study,  aimed  at  solving  years  of 
debate,  followed  TB  patients  at  the 
Tarrant  County  Public  Health  Depart- 
ment and  compared  the  prevalence  of 
drug-resistant  TB  among  patients  with 
and  without  HIV  infection. 

Results  of  the  research  were  pub- 
lished in  the  AIDS  Journal  (volume 
12,  no.  2). 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Cheeks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)  370-1382 
Fax  (512)  370-1632. 


BECAUSE  YOU  WENT  TO  MED  SCHOOL 
NOT  LAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api  * FPic 

http;//www.amph.com/api 

1.800.252.3628 

American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company,  Inc. 
have  joined  forces  to  offer  national  experience,  local  service,  stability  and  commitment. 
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of  the  health  professional 

Maurice  M.  Glazer,  the  Chairman  of  DRS 
has  been  a financial  advisor  for  35  years. 

DOCTORS  RESOURCE  SERVICE 

Specializes  in  a custom  analysis  for  each  doctor 
with  specific  suggestions.  This  information  can 
save  physicians  significant  dollars. 


For  information  call  Marilyn: 
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•^Securities  offered  through  IFG  Network  Securities,  Inc , Member  NASD/SIPC,  Maunce  M.  Glazer  is  a 
registered  principal  of  IFG  Network  Securities,  Inc  which  is  otherwise  unaffiliated  with  Doctors  Resource  Service. 
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THE  CHOICE  IS  OURS  - ETH  I C A L ACTI O N S UNDER  MANAGED  CARE  BY  LEE  S.  ANDERSON,  MD 


IN  THE  MOVIE  RmNMAKER,  A YOUNG 
lawyer  peers  across  a table  at  a perfectly 
coifed  older  attorney  and  asks,  “How  old 
were  you  when  you  sold  out?”  Could  that 
declaration  apply  to  us,  fellow  physicians? 

Have  our  responsibilities  to  patients 
changed  in  managed  care?  I don’t  think  so. 

But  what  seems  to  have  changed  for  some 
physicians  is  a passion  for  ethical  behavior 
in  the  midst  of  managed  care’s  restrictions. 

It  is  we  physicians  who  are  either  ethical 
or  unethical  in  managed  care,  and  only  we  enable  a busi- 
ness to  continue  its  unethical  behavior  patterns.  The 
search  for  ethics  in  managed  care  continuously  returns  to 
doing  what  is  right  for  patients.  Our  advocacy  role 
should  extend  beyond  insisting  on  quality  in  hospitals 
and  in  home  health  care;  we  should  also  explain  truth- 
fully to  our  patients  specifically  what  often  goes  on  in 
managed  care. 

Consider  the  following  questions: 

• “I  think  you’ll  get  better  care  from  Dr  X,  rather  than 
Dr  Y,  whom  you’ve  been  seeing  for  the  last  5 years.” 
Or,  “Your  doctor  is  not  on  the  plan  anymore.”  Are 
patients  being  steered  to  specific  specialists  because  of 
“management  fees”  between  primary  care  physician 
groups  and  specialist  groups?  Who  is  reluctant  to  tell 
patients  the  truth? 

• “This  drug  for  hypercholesterolemia  will  work  just  as 
well  as  Lopid.”  Or,  “I  think  you’ll  be  okay  with  cho- 
lesterol in  the  mid-200s.”  Are  patients  being  effec- 
tively denied  medically  necessary  care  because  of 
pharmacy  budgets? 

• “Even  though  you  have  diabetes,  arteriosclerotic  cardio- 
vascular disease,  and  marginal  end-stage  renal  failure, 
and  live  100  miles  from  here,  I feel  we  can  safely  do 
your  surgery  under  general  anesthesia  as  an  outpatient.” 
Is  saving  money  worth  this  kind  of  risk?  Is  this  good 
medicine  or  is  it  what-can-we-get-away-with  medicine? 
• “Fee-for-service  medicine  is  more  ethical  than  capita- 


tion.” Perhaps  it  is,  but  can  you  remember 
the  risk  to  patients  for  overprescribing  and 
performing  unnecessary  surgeries  in  fee- 
for-service  medicine?  Were  we  all  ethical 
then  and  not  now,  simply  because  of  a dif- 
ferent payment  mechanism? 

Ethics  starts  with  you 

As  naive  as  it  may  sound,  ethics  in  managed 
care  starts  and  stays  with  physicians.  Yes, 
some  health  care  plans  may  be  unethical  by 
tbeir  corporate  culture,  but  who  empowers  such  behav- 
ior? Who  looks  the  other  way?  Who  doesn’t  speak  up? 
Who  joins  the  “brotherhood  of  silence”?  Who  rational- 
izes 100  excuses  to  allow  unethical  behavior  to  continue? 
Who  feels  gagged  because  they  fear  economic  isolation 
and  losing  access  to  patients?  Who  retires  rather  than  re- 
sists? Who  does  all  the  “go-go”  medicine  and  surgery  to 
avoid  this  problem?  And  lastly,  who  will  be  left  to  take 
care  of  sick  people? 

As  physicians,  we  are  the  only  ones  in  this  system  who 
hold  a duty  to  be  ethical.  And  it  is  ultimately  we  who 
must  look  in  our  mirrors  every  day  and  like  what  we  see 
for  the  right  reasons.  To  me,  upholding  ethics  in  medi- 
cine is  as  simple  as  the  golden  rule:  Do  unto  others  as 
you  would  have  them  do  unto  you.  Some  of  us  have  ra- 
tionalized that  “he  who  holds  the  gold,  rules,”  and  this 
attitude  has  promoted  a pervasive  spirit  of  hopelessness 
and  inaction  in  medicine. 

I am  not  saying  that  managed  care  is  either  good  or 
bad,  but  if  you  were  misled  into  a situation  you  don’t 
like,  it’s  not  too  late  to  rise  up  and  change  things,  or  get 
off  the  plan.  My  ophthalmology  chief  used  to  say,  “Do 
the  right  thing  . . . your  patients  will  love  you,  and  your 
colleagues  will  be  amazed!”  We,  individually,  have  a duty 
to  ourselves  and  to  our  patients  to  be  ethical  physicians. 
Clearly,  the  choice  is  ours. 


Lee  S.  Anderson,  hAYA , is  a Fort  Worth  ophthalmologist  and 
immediate  past  president  of  the  Tarrant  County  Medical  Society. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  pub- 
lication, please  contact  Teri  Moran,  senior  editor,  at  Texas  Medicine,  40 1 W I Sth  St,  Austin, TX  78701 ; phone  (800)  880-1300,  ext  I 37 1 , or  (5  1 2)  370-1371; 
fax  (SI  2)  370- 1 632;  or  e-mail  teri_m@texmed.org.  Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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By  Larry  BeSaw 

The  Bexar  County  Med- 
ical Society  Service  Bu- 
reau and  the  Greater  San 
Antonio  Hospital  Council 
have  signed  an  agreement 
to  provide  services  to 
physicians,  36  hospitals, 
and  39  nonprofit  organi- 
zations and  corporate  af- 
filiates in  23  South  Texas 
counties.The  deal  offers 
medical  society  staffing 
services  and  physician 
credential  verification  to 
members  of  the  hospital 
council. 

The  Academy  of  Health 
Sciences  at  Fort  Sam 
Houston  in  San  Antonio 
has  announced  plans  to 
develop  a multimillion- 
dollar  medical  school. 
Construction  of  the 
200,000-square-foot  facil- 
ity is  scheduled  to  begin 
next  year  and  is  expected 
to  be  completed  by  200 1 . 
The  academy  is  the  US 
Army’s  medical  instruc- 
tion center,  with  an  an- 
nual enrollment  of  25,000 
students,  plus  5,000  cor- 
respondence course  stu- 
dents. (San  Antonio 
Business  Journal) 

Minneapolis-based 
United  Healthcare  is  pur- 


chasing Principal  Health 
Care  ofTexas,  a 38,000- 
member  health  plan 
headquartered  in  Corpus 
Christ!. 

Prudential  Healthcare 
has  launched  a new  ser- 
vice allowing  its  North 
Texas  members  to  re- 
ceive referrals  to  special- 
ists by  swiping  their 
membership  cards 
through  a computer  ter- 
minal.The  system  verifies 
membership  status  and 
produces  a paper  record 
of  the  referral  for  the  pa- 
tient. It  eliminates  the 
need  for  physicians’  office 
staff  to  fax  a referral  re- 
quest to  Prudential  and 
wait  for  an  answer.  Pru- 
dential plans  to  make  the 
service,  known  as  Elec- 
tronic Data  Interchange, 
available  nationwide  by 
the  end  of  the  year. 
(Dallas  Business  Journal) 

FPA  Medical  Manage- 
ment, of  San  Diego,  has 
reached  an  agreement 
with  Humana,  Inc,  to  as- 
sume operations  of  23 
Humana  health  centers 
in  Tampa,  Orlando,  South 
Florida,  and  Kansas  City. 
The  Kansas  City  centers 
will  be  managed  out  of 
Humana’s  Texas  opera- 


tions center.The  health 
centers  in  Texas  and 
Florida  consist  of  135 
physicians  serving  90,000 
Humana  members. 

Houston’s  Memorial  Her- 
mann Healthcare  System 
is  restructuring  the  physi- 
cian practice  group  it  ac- 
quired as  part  of  its 
merger  with  Hermann 
Hospital.The  system  will 
sell  some  of  the  physician 
practices  owned  by 
OneCare  Health  Indus- 
tries. (Houston  Business 
Journal) 

MB  Software  Corp,  of  Ar- 
lington, has  purchased 
Multicare  Plus,  Inc,  a Fort 
Worth  sports  therapy 
and  rehabilitation  facility, 
and  the  Victory  Medical 
and  Family  Care  clinic  in 
Austin. 

Blue  Cross  Blue  Shield  of 
Texas  is  negotiating  with 
Austin-based  FirstCare 
to  buy  or  merge  with 
FirstCare’s  Amarillo  and 
Lubbock  divisions.  (Dallas 
Morning  News) 

Temple-based  Scott  & 
White  says  its  not-for- 
profit  health  plan  has  sur- 
passed the  1 50,000 
member  mark.The  plan 


serves  members  in  Tem- 
ple, Killeen,  Waco,  Bryan, 
College  Station,  and 
Round  Rock. 

Austin’s  Seton  Health- 
care Network  has  pur- 
chased Shoal  Creek 
Hospital  for  an  undis- 
closed amount.  Shoal 
Creek  is  a 151  -bed  psy- 
chiatric hospital.  (Austin 
American-Statesman) 


From  the  Field  is  a monthly 
round-up  of  trends,  mergers, 
start-ups,  and  other  news  in  the 
Texas  medical  marketplace.  Sub- 
mit items  for  inclusion  in  this 
column  to  Larry  BeSaw,  From 
the  Field,  Texas  Medicine,  40 1 W 
15th  St,Austin,TX  78701;  fax 
(512)  370-1632;  e-mail 
larry_b@texmed.org. 
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Pepcid 


A Acid 
Conti 


Controller. 


Covered  by  Texas 


4C/CifM/Cft  lAMOnOIM  r/Uim  Vmt 


Freedom  From  the  High  Cost  of  Heartburn 


Pepcid  AC® 

Ranitidine  1 50  mg 
Prilosec®*  20  mg 


$0*28  per  dose' 

$ 1 .48  per  dose' 
$3.59  per  dose' 


'Prilosec  (omeprazole)  is  a registered  trademark  of  Astra  Merck. 

1.  Sources:  IRI.  November  1997:  Red  Book  Update.  November  1997; 
IMS  America.  September  1997. 


© Johnson  & Johnson  o MERCK  Consumer  Pharmaceuticals  Co.,  1^8  ® Registered  trademark  of  Merck  & Co.,  InC. 
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Hidden  contract  zingers 

What  you  don’t  know  about  Medicare  payment  formulas  can  hurt  you 

By  Laurie  Stoneham,  Associate  editor 


oing  the  math  requires  more  than  a calculator. 
Get  out  your  spreadsheet  program  and  get 
ready  for  some  serious  number  crunching.  It’s 
technical,  cumbersome,  and  more  compli- 
cated than  it  needs  to  be,  but  Medicare’s  Resource  Based 
Relative  Value  Scale  (RBRVS)  is  here  to  stay,  and  private 
payers  are  relying  on  it  more  and  more  to  calculate  how 
and  what  you’re  paid.  This  is  a tricky  math  lesson  worth 
learning,  because  it’s  a formula  for  your  cash  flow.  And 
what  you  don’t  know  about  it  can  — and  probably  will  — 
be  used  against  you. 


calls  the  current  system  “at  best  imper- 
fect,” but  admits  it  has  created  a ratio- 
nal approach  to  Medicare  payment. 


Everything’s  relative 

I'he  Health  Care  Financing  Administration  (HCFA) 
dumped  the  relative  value  scale  in  your  lap  in  1992  as  a 
means  of  determining  reimbursement  rates  for  care  provided 
to  Medicare  patients.  Its  intent  was  to  control  costs  and  bring 
about  systematic  payment  reform.  David  Marcus,  PhD,  di- 
rector of  the  Texas  Medical  Association  Health  Care  Financ- 
ing Department,  defines  it  as  “a  very  complex  methodology 
and  interrelation  in  which  medical  procedures  are  described 
in  terms  of  the  resources  necessary  to  produce  them.” 

These  resources  are  broken  down  into  3 categories; 


Physician  work  or  the  intensity  of  the  doctor’s  efforts; 
The  practice  expense  or  cost  of  doing  business,  includ- 
ing office  space  rental,  salaries,  etc;  and 
The  malpractice  liability  or  risk  associated  with  the  pro- 
cedure. 


Each  procedural  code  has  been  assigned  relative  value 
units  (RVUs)  relating  to  these  resources.  For  example,  an 
outpatient  office  visit,  CPT  99213,  has  a work  RVU  of 
0.67,  a practice  expense  RVU  of  0.43,  and  a malpractice 
RVU  of  0.03. 

The  RBRVS  replaced  the  “usual,  customary,  and  reason- 
able” rates  previously  used,  what  Dr  Marcus  describes  as  “a 
very,  very  messy  business  and  a very  unfair  business  for  physi- 
cians who  had  not  raised  their  fees  at  everv  opportunity.”  He 


Geographic  differences 

The  relative  value  units  are  only  one 
component  in  a tedious  formula  used 
to  calculate  actual  payments.  In  its  at- 
tempt to  make  Medicare  fees  more 
predictable  and  manageable,  HCFA 
created  geographic  practice  cost  indexes 
(GPCIs,  pronounced  “gypsies”)  based 
on  the  estimated  practice  costs  in  spe- 
cific geographic  regions. 

Texas  started  with  32  such  regions, 
and  that  number  was  whittled  down  to  8 beginning  in  1997. 
The  state’s  current  GPCIs  include  Austin,  Beaumont,  Brazo- 
ria County,  Dallas,  Fort  Worth,  Galveston,  Houston,  and  the 
Rest  of  Texas,  which  includes  San  Antonio.  These  geographic 
adjusters  are  used  to  increase  or  decrease  the  actual  RVUs. 
The  highest  GPCI  is  in  Houston  and  the  lowest  is  in  the  Rest 
of  Texas,  which  for  the  most  part  includes  rural  areas. 


Where  to  go 
for  RBRVS 
facts  and  figures 


If  you  have  questions  about  the 
RBRVS,  contact  Donna  Kinney 
in  the  TMA  Health  Care  Financing  Department  at 
(800)  880-1300,  ext  1422,  or  (512)  370-1422,  or  e- 
mail  her  at  donna_k@texmed.org. 

Also,  everything  you  ever  wanted  to  know  about 
Medicare  is  available  on  the  HCFA  World  Wide  Web 
site.  The  file  containing  relative  value  units  for  proce- 
dure codes  and  geographic  practice  cost  index  infor- 
mation is  found  in  the  National  Physician  Fee 
Schedule  Relative  Value  File  at  http://www.hcfa.gov/ 
stats/pufiles.htm. 
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Looking  for  a fix 

Since  the  inception  of  the  Resource  Based  Relative 
Value  Scale  in  1992,  the  Texas  Medical  Association  has 
maintained  that  the  geographic  practice  cost  indexes 
(GPCIs)  are  inequitable  and  based  on  Hawed  data. 
Two  resolutions  regarding  the  fact  that  physicians  practicing  in  rural  areas 
receive  lower  levels  of  Medicare  reimbursements  were  presented  to  the  Ref- 
erence Committee  on  Socioeconomics  during  TexMed  ’98  in  April. 

Speaking  before  the  House  of  Delegates,  Bohn  Allen,  MD,  chair  of  the 
TMA  Council  on  Socioeconomics,  said,  “The  CPCIs  are  broken  in  terms 
of  trying  to  calculate  payment  figures.  The  data  now  are  flawed  and  the 
whole  idea  was  flawed.” 

To  resolve  these  inequities,  the  TMA  Board  of  Trustees  has  lormed  the 
Ad  Hoc  Committee  on  Medicare  Single  Payment  District  Status  to  exam- 
ine Medicare  reimbursement  issues  and  to  gather  the  most  current  and  ac- 
curate data.  Ad  hoc  committee  members  are  Robert  Donald,  MD, 
Houston,  chair;  Tom  Duncan,  MD,  Lufkin;  William  Hinchey,  MD,  San 
Antonio;  Luis  Leib,  MD,  Dallas;  Fred  Merian,  MD,  Victoria;  and  Josie 
Williams,  MD,  Fort  Worth. 

The  committee  will  report  back  to  the  Flouse  of  Delegates  in  November. 


According  to  Jimmy  Sigmund, 
iTCFA  health  insurance  specialist,  lo- 
calities were  established  originally  by 
I ocal  Medicare  carriers  based  on  physi- 
:ian  charging  patterns  and,  until  last 
/ear,  had  changed  little  since  the  incep- 
tion of  Medicare  in  1966.  He  says  that 
[HCFA  conducted  a comprehensive 
! itudy  of  the  system  and  created  a local- 
ity structure  based  solely  on  area  cost 
differences,  without  consideration  for 
:ity  size  or  population  demographics. 

The  CPCIs,  which  create  the  local 
payment  variations,  were  developed 
jby  a joint  effort  of  The  Urban  Insti- 
tute and  the  Center  for  Health  Eco- 
nomics Research,  Mr  Sigmund  says. 
HCFA  is  required  to  review  and  ad- 
just the  CPCIs  every  3 years.  The  lat- 
est review  and  adjustment  became 
effective  January  1,  1998. 

Figuring  the  dollars 

To  calculate  the  actual  Medicare  pay- 
ment, HCFA  multiplies  each  of  the  3 
RVUs  by  the  corresponding  CPCIs. 
The  work  RVU  is  further  modified 
downward  by  a so-called  work  ad- 
juster, a federal  government  tactic  to 
reach  what’s  called  “budget  neutrality.” 
These  3 resulting  numbers  are  added 
together  to  compute  the  adjusted 
RVU,  which  is  then  multiplied  by  the 
conversion  factor,  the  dollar  figure  that 
translates  the  RVUs  into  actual  fees. 
There  had  been  3 figures  used  to  cal- 
culate primary  care,  surgical  services, 
and  nonsurgical  fees.  Starting  this  year, 
there  is  a single  conversion  factor  used 
for  all  specialties.  This  year’s  conver- 
sion factor  is  $36.6873. 

So,  the  final  formula  is  a complex 


one  (see  Medicare  Fee  Schedule  For- 
mula, p 25). 

Nancy  Lochridge,  business  man- 
ager for  a subspecialty  group  in  Dal- 
las, thinks  the  whole  thing  has  gotten 
out  of  hand.  “I  don’t  have  an  engi- 
neering degree.  It’s  like  you’re  looking 
at  the  IRS  tax  code.  They’ve  made  this 
very  complicated,  and  it  should  be 
simplified,”  she  contends. 

Private  contractors  using 
public  system 

You  may  be  wondering  what  all  this  has 
to  do  with  private  contracting.  A great 
deal.  Private  payers,  particularly  in  the 
managed  care  arena,  are  moving  to  the 


RVU  system  because  it’s  an  established 
standard  for  calculating  fees.  Dr  Mar- 
cus says  it’s  easier  for  them  and  less  ex- 
pensive than  trying  to  maintain  huge 
databases  of  other  fee  schedules.  “It’s 
the  simplest  way  to  pay  these  days.” 

Ms  Lochridge  disagrees  with  the 
whole  rationale,  though.  “That’s  squeez- 
ing it  down  to  the  very  lowest  level,  and 
to  me  they  are  using  a false  method  be- 
cause Medicare  is  not  out  there  in  the 
real,  for-profit  world.” 

Games  payers  play 

The  system’s  complexity  offers  plenty  of 
opportunities  to  fool  with  the  numbers. 
Insurers  can  — and  are  — playing 
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games,  and  unless  you  are  alert  to  the 
various  schemes,  you  can  fall  victim  to 
some  potentially  serious  shortchanging. 

Donna  Kinney,  TMA’s  manager  of 
regulatory  advocacy,  explains.  “Some- 
times the  payer  might  say  we’re  going  to 
pay  you  140%  of  Medicare.  Maybe  that 
really  means  140%  of  your 
Medicare  payment  rate.  So  you 
can  just  take  your  Medicare  fee, 
multiply  it  by  140%  and  get  the 
answer.  Sometimes,  though,  it 
might  mean  something  like 
140%  of  Medicare’s  conversion 
factor,  but  they’re  not  using  the 
geographic  adjusters  and  they’re 
not  using  the  work  adjuster.  If 
that’s  true,  then  the  calculation 
to  get  to  that  fee  will  be  com- 
pletely different.” 

Bohn  Allen,  MD,  chair  of 
the  TMA  Council  on  Socioeconomics, 
cautions  doctors  to  seek  clarity.  “When 
you  look  at  a Medicare  fee  schedule  or  a 
percentage  of  the  Medicare  fee  schedule 
for  reimbursement  from  a managed  care 
organization,  you  need  to  be  absolutely 
clear  what  you’re  talking  about.  Is  it 
your  local  area  Medicare  fee  schedule?  Is 
it  the  statewide  basket  fee  schedule?  Is  it 
the  fee  schedule  of  another  region  or 


another  state?  It  can  make  a significant 
difference  in  what  you  get  paid.” 

Depending  on  the  procedure,  the 
geographic  difference  can  cost  you  any- 
where from  a few  dollars  to  a few  hun- 
dred dollars  (see  Various  Manipulations 
of  Medicare  Fee  Schedule,  p 25). 


What’s  not  covered  by  the  RBRVS 

Not  all  medical  services  are  included 
in  the  RBRVS.  What’s  not  covered  in- 
cludes ambulance  services,  durable 
medical  equipment,  clinical  labora- 
tory services,  orthotics  and  prosthet- 
ics, some  blood  products,  some 
supplies,  and  injectable  drugs. 

Bradley  Reiner,  TMA’s  manager  of 
payer  relations,  explains  these  are  not 


covered  by  relative  values  because  they 
can’t  be  broken  down,  into  profes- 
sional and  technical  components.! 
They  have  one  standard  fee  and  a sep- 
arate fee  schedule. 

Ms  Kinney  points  out  that  the' 
payer  should  be  asked  how  it  reim- 
burses for  items  that  are  not  included 
in  the  RBRVS. 

Real  world  contracts 

To  get  a sense  of  what  happens  in  the  real 
world,  Texas  Medicine  talked  with  Blue 
Cross  Blue  Shield  ofTexas.  According  to! 
Darryle  Whitman  in  the  company’s  pro- 
fessional reimbursement  division,  discus- 
sion of  the  actual  fees  is  typically 
presented  in  a contract  addendum. 
When  asked  how  fees  are  addressed  in 
the  addendum,  he  said,  “It  can  say  140% 
(using  our  example]  of  the  Medicare 
conversion  factor,  140%  of  the  Medicare 
fees,  or  it  can  detail  the  fees  themselves. 
We  see  it  all  types  of  ways.  It  really  de- 
pends on  who’s  doing  the  contracting 
and  who’s  asking.  They  do  a lot  of  differ- 
ent things  here  in  terms  of  contracting.” 

Mr  Whitman  says  that  while  the 
RBRVS  is  the  basis  for  the  fees  the 
company  pays,  the  method  of  those 
calculations  is  not  detailed.  “I  don’t 


**l  don’t  have  an 
engineering  degree. 
It’s  like  you’re  looking 
at  the  IRS  tax  code. 
They’ve  made  this 
very  complicated,  and 
it  should  be 
simplified.” 


Questions  to  ask  about 

Donna  Kinney,  manager  of  regulatory  advocacy  for  the 
Texas  Medical  Association,  says  that  when  reviewing 
contracts,  it  is  essential  that  you  or  your  representative 
ask  these  questions  of  the  insurer: 

• Is  the  fee  schedule  based  on  the  Medicare  Resource 
Based  Relative  Value  Scale  (RBRVS)? 

• Are  geographic  adjusters  used?  If  so,  which  Texas  ge- 
ographic practice  cost  index  will  be  applied?  Make 
sure  it’s  the  geographic  adjuster  for  your  area.  If  the 
contract  promises  to  pay  a percentage  of  the  Medicare 
fee  schedule,  find  out  exactly  what  formula  is  used  to 
calculate  Medicare  payments. 

• Is  it  a percentage  of  your  fee  schedule  as  the  Fiealth 
Care  Financing  Administration  would  calculate  it?  Is 
it  a percentage  of  the  conversion  factor? 


RBRVS-based  contracts 

• What,  if  any,  adjusters  are  applied  to  the  formula?  Is 
the  work  adjuster  that  Medicare  uses  being  included 
in  payment  calculations?  This  will  reduce  the  final 
payment  amount. 

• What  is  the  amount  of  the  conversion  factor  being 
used?  Is  it  Medicare’s  current  conversion  factor  of 
$36.6873?  Is  the  same  conversion  factor  used  on  all 
codes?  How  often  will  the  conversion  factor  change? 
Will  it  be  changed  when  Medicare  updates  its  con- 
version factor,  and  at  the  same  rate?  Medicare  updates 
this  rate  annually. 

• Which  relative  value  file  is  being  used  and  how  often 
does  the  insurer  update  it? 

• What  is  the  reimbursement  rate  for  items  such  as  clinical 
laboratory  services  that  are  not  included  in  the  RBRVS? 


^4 


TEXAS  MEDICINE  * JUNE  I998 


Medical  E> 


Crunching  the  numbers 

Texas  Geographic  Practice  Cost  Indexes  (GPCIs) 


Area 

Physician 

Work 

Practice 

F’xpense 

Malpractice 

Houston 

1.021 

1.006 

1.423 

Dallas 

1.01  1 

1.014 

0.912 

Brazoria 

0.993 

0.972 

1.407 

Beaumont 

0.993 

0.896 

1.407 

Galveston 

0.989 

0.968 

1.407 

Fort  Worth 

0.988 

0.972 

0.912 

Austin 

0.988 

0.993 

0.838 

Rest  of  Texas 

0.966 

0.884 

0.855 

Medicare  Fee  Schedule  Formula 


Physician  Work  RVU  x Work  GPCI  x Work  Adjuster  (0.917) 

+ 

Practice  Expense  RVU  x Practice  Expense  GPCI 

+ 

Malpractice  RVU  x Malpractice  GPCI 
Adjusted  RVU 


Medicare  Payment  = Adjusted  RVU  x Conversion  Factor  ($36.6873) 


Medicare  Payment  Calculation  for  a Knee  Replacement  (CPT  27447)  in  Houston 


Wk  RVU  X Wk  GPCI  X Wk  Adj 
121.48  X 1.021  X 0.917} 
20.1108 


PE  RVU  X PE  GPCI  + MP  RVU  x MP  GPCI 
{23.63  X 1.006)  + {4.95  x 1.423} 

23.77178  + 7.04385 


Adjusted  RVU 
50.92643 


50.92643  (Adjusted  RVU)  x $36.6873  (Conversion  Factor) 


Medicare  Payment:  $ 1 ,868.35 


Various  Manipulations  of  140%  of  Medicare  Fee  Schedule 

1 40%  of  1 40%  of  1 40%  of 

Highest  Texas  GPCI  Lowest  Texas  GPCI  Conversion  Factor  Using  Work  Adjuster 
CPT  Description  (Medicare  Calculation)  (Medicare  Calculation)  (w/no  GPCIs)  (w/no  GPCIs) 

27447  Knee  replacement  $2,615.69  $2,267.57  $2,571.19  $2,479.62 

99213  Outpatient  office  visit  $56.63  $51.32  $58.04  $55.18 

99285  Emergency  visit  $211.38  $194.04  $219.32  $206.27 
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A walk  in 
your  shoes 
could  open 
a mind. 


People  who  ^ 
affect  health- 
care policy  get  a , 
new  perspective  ^ 
when  they  walk  in  ^ 
physicians’  shoes.  ^ 


Mini-internships 
offer  them  the 
chance. 


m 

p Put  people 
, like  reporters, 

^ attorneys 
and  benefits 
managers  in 
your  shoes  and 
open  a path  to 
understanding. 


\ 

Ask  your 

f 

county  medical 
society  about 

|!S 

setting  up  a 

mini-internship 

program. 
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know  if  the  specific  contract  language 
details  our  calculation  of  the  RBRVS. 
I haven’t  seen  one  that  does.” 

He  says  the  company  does  use 
GPCIs  in  its  fee  calculations  but  does 
not  include  the  work  adjuster.  Accord- 
ing to  Mr  Whitman,  the  Medicare 
conversion  factor  is  “usually  the  stan- 
dard” used  for  converting  the  RVXJs 
into  dollars.  “That’s  what’s  applied 
most  of  the  time,”  he  said. 

Real  world  nightmares 

Ms  Lochridge,  who  works 
with  contracts,  billing,  and  re- 
imbursements every  day,  un- 
derstands the  dilemmas 
physicians  and  office  staffs  face 
in  figuring  out  what  fees  can 
be  expected.  “The  contract 
may  say  it’s  going  to  pay  65% 
of  whatever,  whereas  the  other 
contract  paid  70%.  That  does- 
n’t tell  you,  looking  at  your 
codes,  the  difference  in  the 
pricing,  so  you’re  left  in  the 
dark.  They’re  kind  of  pulling  it 
through  and  hoping  you  won’t 
question  it.” 

Even  knowing  how  the  calculations 
are  derived  does  not  always  help,  she 
says.  “I  don’t  have  time  to  do  this  for 
every  single  code.  Just  give  me  the  fee, 
and  if  it’s  too  much  lower  than  it  was 
last  year,  I won’t  take  it.” 

Ms  Lochtidge  added,  “Unfottu- 
nately  the  people  doing  the  contracting 
are  either  attorneys  or  doctors.  They 
don’t  wotk  with  insurance  companies  so 
they  do  not  know  what  they  [insuters] 
do.  And  what  looks  very  simple  to  them 
can  eat  theit  lunch.” 

How  to  protect  your  revenues 

The  only  time  to  take  effective,  cor- 
rective action  is  before  the  contract  is 
signed.  “People  have  to  read  the  con- 
tracts or  have  them  read  by  someone 
knowledgeable,”  Dr  Marcus  warns. 
“They  have  to  be  willing  to  ask  for 
changes  in  features  they  don’t  like. 
They  have  to  monitor  it  to  be  sure 
that  the  managed  care  company 


abides  by  those  changes  if  they  signj 
the  contract.  And  if  the  contract  isil 

» !l 

coming  up  with  unacceptable  fees  andji 
unacceptable  conditions  for  practicing! 
medicine,  the  doctor  has  to  say  ‘No,  k 
won’t  sign  it.’” 

Mr  Reiner  tells  doctors  to  be  veryl 
forthright  in  asking  exactly  what  fees‘ 
are  going  to  be  paid.  He  suggests  to  be-j 
gin  by  asking  for  a full  schedule  of  all 
applicable  codes.  “If  they’re  not  willing- 


to  do  that,  you  ask  for  at  least  what 
represents  80%  of  your  revenue.” 

Ms  Kinney  says  you  can  also  ask 
specifics  about  how  the  RBRVS  is 
used  to  calculate  the  fees,  and  then 
that  formula  can  be  applied  to  all  of 
your  codes.  I 

Vigilance  must  be  maintained  at 
all  times  to  ensure  that  payers  are 
complying  with  the  terms  of  the  con- 
tract. Dr  Marcus  says  some  practices,^ 
such  as  those  of  surgeons,  should! 
“compare  every  surgical  payment  that 
comes  in  with  what  your  contracted 
amount  is  because  that’s  not  an  over- 
whelming task,  and  there’s  a lot  of 
money  involved.” 

For  practices  that  see  a large  num-; 
ber  of  patients.  Dr  Marcus  recom-l 
mends  consistent  sampling.  He^ 
suggests  carefully  reviewing  20  to  30; 
explanations  of  benefits  every  weeki 
and  verifying  that  payments  are  asi 
outlined  in  the  contract.  ★ 


“They  have  to  be 
willing  to  ask  for 
changes  in  features 
they  don’t  like. They 
have  to  monitor  it  to 
be  sure  that  the 
managed  care 
company  abides  by 
those  changes  if  they 
sign  the  contract.” 
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Choice  versus  efficiency 

OB/Gyn  access  bill  raises  questions  about  patient  freedom 

B Ken  O R T O L O N , Associate  editor 


When  Texas  obstetrician-gynecologists 

sought  legislation  last  year  to  allow  their 
patients  to  see  them  without  referrals 
from  primary  care  or  “gatekeeper”  physi- 
cians, they  were  simply  seeking  to  restore  the  long-stand- 
ing relationship  between  patients  and  physicians. 


But  passage  of  that  legislation  has  emerged  as  the  leading 
edge  of  a broader,  more  complex  debate  regarding  the 
prospective  regulation  of  physician  networks,  such  as  inde- 
pendent practice  associations  (IPAs).  It  also  has  provoked 
another  round  of  disputes  among  physician  organizations  as 
to  the  degree  of  freedom  patients  should  have  in  managed 
care  settings.  The  questions  raised  regarding  the  adequacy  of 
obstetrical  and  gynecological  services  within  those  networks 
inevitably  will  lead  to  proposals  — long  sought  by  health 
maintenance  organizations  (HMOs)  — to  establish  a formal 
regulatory  structure  to  govern  those  competing  networks. 

Following  a national  trend,  obstetrician-gynecologists 


pushed  Senate  Bill  54  through  the 
1 997  Texas  Legislature  to  remove  gate- 
keepers and  allow  women  direct  access 
to  their  obstetrician-gynecologists. 
That  was  an  emotional  and  sometimes 
contentious  move  that  ultimately  was 
resolved  among  key  physician  organi- 
zations involved  in  the  debate,  includ- 
ing the  Texas  Association  of  Obstetricians  and 
Gynecologists  (TAOG),  Texas  Academy  of  Family  Physi- 
cians, Texas  Pediatric  Society,  and  Texas  Society  of  Internal 
Medicine.  The  bill  took  effect  on  September  1,  1997. 

Almost  immediately  a problem  arose  that  has  the  Texas 
Department  of  Insurance  (TDI)  looking  at  regulations  to 
determine  just  how  much  freedom  of  choice  women  will 
have  under  their  health  plans. 

Crossing  the  network 

The  debate  centers  around  how  literally  TDI  should  take 
the  language  of  SB  54  in  drafting  regulations  to  implement 
the  new  law  and  the  impact  those  regula- 
tions will  have  on  IPAs  and  other  physician 
groups  that  contract  with  HMOs  to  pro- 
vide a broad  range  of  care  to  specihc  groups 
of  patients  under  fully  capitated  contracts. 

While  SB  54  appears  to  have  intended  to 
give  a woman  access  to  any  obstetrician-gy- 
necologist participating  in  her  health  care 
plan,  the  physician  groups  — now  being 
called  “limited  provider  networks”  — say 
the  law  could  wreak  havoc  with  their  HMO 
contracts  and  raise  questions  about  who 
pays  for  a woman’s  care. 

Since  the  limited  provider  networks  con- 
tract to  provide  all  professional  services  for 
patients  within  their  networks  — including 
both  primary  care  and  a wide  range  of  spe- 

All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Association’s 
stance  on  state  legislation  are  defined  as  "legislative  advertising,  "according 
to  Texas  Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of  the 
name  and  address  of  the  person  who  contracts  with  the  printer  to  publish 
the  legislative  advertising  in  Texas  Medicine.-  Louis  J.  Goodman.  PhD.  Ex- 
ecutive Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


Legislative  Affairs 


Transitions:  Legal  Considerations  in 
Selling  or  Closing  a Medical  Practice 


by  Hugh  M.  Barton,  JD 


If  you  are  retiring,  selling  your  praetice,  or  joining  a new  {)raetice  setting,  yon 
will  want  to  read  Texas  Medical  Association’s  newest  Strategy  Series  publication. 
TMA  members  - $19  Nonmembers  - $29 
Mail  payment  or  credit  card  information  to  TMA  Bookstore, 

401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  credit  card  order 
to  (512)  370-1635;  call  (800)  880-1300,  ext.  1423. 
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We  know  Malpractice  Insurance 

Wood/Menna  & Company  has  built  a reputation  on  integrity  and 
knowledge  of  the  current  medical  malpractice  insurance  marketplace! 


Wood/Menna  & Company: 
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• Provides  insurance  solutions  for  both  solo  and  group  practice  physicians. 

• Locates  the  best  protection  at  the  lowest  cost  regardless  of  your  specialty 
or  loss  history. 


Individual  and  Group  Physicians  and  Surgeons,  Clinics,  Surgery 
Centers,  Hospitals,  IPA’s,  SOl’s,  MSO’s,  Multiple  Specialty  Practices, 
Individual  and  Group  Disability  Insurance 


Waad/IVIenna  & Company 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 
www.insurance@malpractice.com 


dairy  care  — SB  54  presents  a con- 
tracting nightmare  wFien  a woman 
chooses  an  obstetrician-gynecologist^ 
who  does  not  belong  to  the  limitedj 
provider  network  in  which  her  pri-" 
mary  care  doctor  practices. 

“The  networks  are  usually  paid  on 
a capitated  basis,”  said  Spencerj 
Berthelsen,  MD,  medical  director  forj 
managed  care  at  Kelsey-Seybold 
Clinic  in  Houston.  Kelsey-Seybold 
has  contracts  of  this  type  that  would' 
be  impacted  by  SB  54.  “When  a pa-i 
tient  selects  an  OB/Cyn  outside  thej 
network,  who  pays  that  OB/Cyn?”  he' 
asked.  “The  HMO?  The  limited 
provider  network?” 

An  additional  problem.  Dr 
Berthelsen  says,  arises  when  the  pa- 
tient needs  ancillary  services  or  admis- 
sion to  a hospital.  Does  the  patient  go 
back  within  the  network  for  services 
such  as  laboratory  tests  and  x-rays? 
And  what  happens  if  the  obstetrician- 
gynecologist  does  not  have  privileges 
at  a hospital  affdiated  with  the  limited 
provider  network  in  which  the  pa- 
tient’s primary  care  physician  prac- 
tices? Many  networks  have  contracts 
with  ancillary  providers  or  have  made 
the  investment  to  be  able  to  provide 
ancillary  services  themselves. 

Other  issues  arise  when  patients  go 
out  oF  the  network.  Physician  network 
representatives  say  network-oriented 
case  management  and  outcomes  man- 
agement would  be  much  less  effective 
for  patients  receiving  care  outside  a 
physician  network.  They  say  patients 
going  outside  the  primary  network 
would  not  benefit  from  working  rela- 
tionships developed  with  obstetrician- 
gynecologists  within  the  network. 

A literal  interpretation 

These  are  all  problems  physicians 
within  these  networks  say  must  be  ad- 
dressed in  the  regulations  being  devel- 
oped by  TDI.  Dr  Berthelsen  says  the 
solution  is  to  require  the  patient  to  se- 
lect an  OB/Cyn  within  the  limited 
provider  network. 

TAOG  disagrees. 
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“There’s  no  question  the  original 
jntent  of  the  bill  was  for  women  to 
iiave  access  to  all  OB/Gyns  within  an 
|-lMO’s  panel,”  said  Ralph  Anderson, 
ViD,  of  Fort  Worth,  past  president  of 
TAOG.  “We  believe  women  should 
|iave  as  much  access  as  possible  within 
heir  health  care  plans  to  the  doctors 
;)f  their  choice.” 

Apparently,  the  vast  majority  of 
FAOG  members  and  the  6,000-mem- 
l^er  Coalition  for  Women’s  Health 
agreed.  Dr  Anderson  says  TAOG 
Aolled  its  members  after  the  provider 
;ietworks  began  raising  concerns,  and 
1)2%  favored  a broad  interpretation  of 
i:he  new  law.  And  some  HMOs  al- 
1 ready  have  implemented  a broad  in- 
terpretation of  SB  54  and  are  allowing 
\vomen  access  to  all  obstetrician-gyne- 
cologists in  the  plan. 

I Dr  Anderson  also  says  the  problem 
IS  not  as  daunting  as  the  provider  net- 
works tend  to  believe.  “The  IPAs  are 
I arguing  that  open  access  is  going  to 
fdrive  up  costs,”  he  said.  “These  are  the 
same  arguments  HMOs  used  10  years 
jago  to  limit  access.” 
i The  truth,  he  says,  is  that  HMOs 
! already  have  mechanisms  in  place  to 
pay  out-of-network  claims.  “The 
HMOs  are  paying  out-of-network 
claims  today,”  he  said.  “They  know 
how  to  do  that.  It’s  up  to  the  networks 
land  the  HMOs  to  work  that  out.” 
j IPA  experts  say,  however,  the  prob- 
lem occurs  when  HMOs  delegate 
claims  payment  to  the  network,  and 
the  network  does  not  have  systems  in 
place  to  pay  out-of-network  claims. 


I Reaching  common  ground 

Still,  TAOG  and  network  representa- 
i tives  have  been  seeking  a resolution  to 

■ this  problem.  They  may  have  found  it 
with  rules  issued  for  informal  com- 

I ment  by  TDI  in  late  April.  The  regu- 

■ lations  allow  — but  do  not  require  — 
I HMOs  to  restrict  a woman’s  access  to 

obstetrician-gynecologists  to  those 
within  the  same  limited  provider  net- 
work as  her  primary  care  physician. 
However,  they  also  impose  new  re- 
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quirements  on  the  health  care  plans  to 
ensure  that  limited  provider  networks! 
have  adequate  numbers  of  obstetrician^ 
gynecologists  to  care  for  their  patients.! 
They  also  impose  disclosure  require-! 
ments  that  would  make  clear  to  all  pa-i 
tients  the  limitations  on  their  choices  of 
physicians.  And,  they  allow  a woman  to! 
change  networks  up  to  4 times  during  aj 
plan  year  if  she  is  dissatisfied  with  thei 
physician  she  selected. 

Leah  Rummel,  TDI’s  deputy  com- 
missioner for  health  maintenance  or- 
ganizations and  utilization  review,  says 
the  regulations  are  intended  not  only 
to  ensure  adequate  numbers  of  obste- 
trician-gynecologists in  these  net- 
works but  also  to  ensure  that  they  are 
accepting  new  patients  and  that 
women  have  access  to  them. 

While  she  says  not  all  obstetrician- 
gynecologists  will  be  satisfied  with  the 
regulations,  the  approach  does  have 
support  from  Sen  Florence  Shapiro 
(R-Plano)  and  Rep  Patricia  Gray  (D- 
Galveston),  the  sponsors  of  SB  54. 

TAOG  still  was  reviewing  the  draft 
regulations,  but  current  TAOG  Presi- 
dent Dennis  Factor,  MD,  of  Dallas, 
says  the  association  likely  will  support 
the  regulations  if  they  require  an  ade- 
quate ratio  of  obstetrician-gynecologists 
to  insured  patients  and  if  they  maintain 
strict  disclosure  requirements. 

“It  is  vital  that  we  make  sure  that 
when  patients  sign  up  for  one  of  these 
plans,  they  know  what  they’re  get- 
ting,” Dr  Factor  said. 

The  informal  comment  period  on 
the  draft  regulations  ended  in  early 
May,  and  TDI  is  scheduled  to  publishi 
them  for  formal  comment  June  19.  A 
public  hearing  on  the  regulations  is  set 
for  late  July,  and  final  adoption  likely 
will  come  in  August  or  September,  Ms! 
Rummel  says. 

Future  implications 

Meanwhile,  those  watching  this  de-j 
bate  closely  say  it  could  have  far-| 
reaching  implications  for  patient 
access  to  other  specialties.  Like  obste- 
trician-gynecologists, some  specialists. 
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lincluding  oncologists,  cardiologists, 
■and  psychiatrists,  tend  to  have  long- 
'standing  relationships  with  their  pa- 
itients.  These  specialists,  who  also  have 
seen  patient  access  in  their  Helds  lim- 
ited during  recent  years  by  managed 
care,  could  approach  the  Texas  Legis- 
lature in  future  sessions  for  the  same 
: type  of  direct  access  granted  to  the  ob- 
stetrician-gynecologists in  SB  54. 

Additionally,  the  simple  process  of 
setting  accessibility  and  other  require- 
ments for  limited  provider  networks  in 
' these  regulations  may  have  opened  the 
networks  to  even  broader  regulation  by 
TDI.  The  HMO  industry  has  argued 
that  because  these  networks  assume 
risk  under  their  capitated  contracts, 
they  essentially  are  insurance  products 
and  should  be  regulated  as  such. 

These  are  issues  that  the  Texas 
Medical  Association  Council  on  Leg- 
islation and  Council  on  Socioeco- 
nomics have  been  studying.  The 
Council  on  Legislation  is  putting  to- 
gether an  ad  hoc  committee  of  physi- 
cian and  nonphysician  experts 
involved  in  physician  networks  to  at- 
tempt to  answer  some  of  these  ques- 
tions. 

Joseph  S.  Bailes,  MD,  a Dallas  on- 
cologist and  immediate  past  chair  of 
the  Council  on  Legislation,  is  con- 
cerned that  the  rapid  consolidation  of 
hospital  organizations  and  mega- 
mergers of  HMOs  will  strangle  bud- 
ding physician  networks  before  they 
can  take  root. 

“Physicians  are  increasingly  more 
sophisticated  and  effective  in  their  deal- 
ings with  managed  care,”  he  said.  “It  is 
crucial  to  medicine,  and  patient  care, 
that  we  maximize  the  choices  of  prac- 
tice environments  for  physicians  and 
encourage  the  development  of  more 
physician-directed  delivery  systems.” 

Fort  Worth  surgeon  Robert  Sloane, 
'MD,  chair  of  the  Council  on  Legisla- 
;;tion,  agrees.  But  he  cautions  that  “we 
not  forget  our  role  as  patient  advo- 
! cates  when  examining  any  delivery 
|.  system,  whether  physician-directed  or 
[otherwise.” 
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Adhesive  bandage,  which  plaintiff  alleges 
defendant  pulled  rapidly  from  skin,  violently  tearing  three 

hairs  from  plaintiff's  arm,  which  resulted  in  severe 
shock,  trauma,  disfigurement,  chronic  debilitating  pain  and 
permanent  psychological  damage. 


To  protect  your  reputation,  we  take  every  claim  seriously. 


Even  the  most  absurd  claims  can  be 
damaging  if  they’re  not  handled  properly.  Which  is 
why  the  full  weight  of  our  more  than  60  years  of 
experience  in  medical  liability  insurance  is  brought 
to  bear  on  each  and  every  claim,  no  matter  how 
frivolous  that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the  way  to 
the  United  States  Supreme  Court,  at  no  additional 
cost  to  policyholders.  Because  you  can’t  put  a 
bandage  on  a damaged  reputation. 
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Dr  Sloane  has  been  part  of  the  dis- 
cussions between  physician  networks 
and  TAOG  over  the  direct- access  issue 
and  has  urged  continued  dialogue  and 
careful  balancing  of  mutual  concerns. 

“I  am  greatly  encouraged  by  the 
disposition  of  our  colleagues  in  at- 
tempting to  sort  through  their  respec- 
tive differences,”  he  said.  “They  share 
the  same  core  values  of  patients’  rights 
and,  in  many  ways,  are  saying  the 
same  things  in  different  languages.” 

Joe  Cunningham,  MD,  a Jack- 
sonville internist  and  member  of  the 
Council  on  Legislation,  says  this  exer- 
cise in  medical  diplomacy  is  sympto- 
matic of  the  inevitable  maturing  of 
Texas’  managed  care  markets.  “How 
doctors  resolve  and  manage  our  pro- 
fessional differences  will  determine 
the  extent  to  which  physicians  — not 
insurance  companies  — are  involved 
in  patient  care,”  he  said. 

Meanwhile,  Dr  Anderson  warns 
that  physicians  need  to  be  wary  that 
they  don’t  become  that  which  they 
sought  to  replace. 

“I  don’t  think  physicians  should 
promote  limiting  patients’  access  to 
doctors,”  Dr  Anderson  said.  “There 
should  be  no  economic  reason  that  we 
should  go  out  and  do  that.  It’s  what 
we  criticized  the  HMOs  for  and  now 
a minor  group  of  ours  wants  to  restrict 
access,  and  I think  that’s  wrong.”  ★ 
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the  border  city’s  family 


f^ou  were|p3ih  in  Laredo,  the  ciip^s  are  good  you  tooki 
yourefirst  i|^ph  inside  Mercy  Regional  Medical  'Center. 
The  104-year-old  Catholic  ins^bution  was  the  city’s  only 
hospital  for  most  of  thisjcM^^^ld  now  controls  soifVe 
80%  of  the  area’^^^^^^^^arket-^J^^g^^S^only 
competition  openedT 
er  a 1995  n^rger, 

ercy  has  307  b^s;  CMimibisKl^^^Qf^  ^sFor  myridll 
Reasons,  tensions  in  Laredo’s  medicai»C2omn£ifnity  have  boiled 
m^past  few  years,  but  when  Mercy  ann^nced  a new 
^^^?tember  1997,  tensions  erupted  into  a 


Fueling  the  fire 

That  policy  said  that  effective  January  1,  1998,  medical 
staff  officers  and  department  chairs  could  maintain  ac- 
tive staff  membership  only  at  Mercy,  and  they  could 
have  only  nonactive  membership  at  another  hospital. 

Nonactive,  or  courtesy,  privileges  would  mean  physi- 
cians could  admit  only  about  25  patients  to  Columbia  per 
year,  a number  that  could  be  reached  in  only  a few  weeks. 
For  some  physicians,  that  would  mean  choosing  between 
losing  a sizable  chunk  of  their  practices  or  stepping  down 
from  or  not  running  for  hospital  offices  at  Mercy. 

In  response,  Laredo’s  Webb-Zapata-Jim  Hogg 
County  Medical  Society,  also  known  as  Tri-County 
Medical  Society,  asked  Texas  Medical  Association’s 
House  of  Delegates  last  November  to  financially  support 
a lawsuit  against  Mercy.  Instead,  TMA  delegates  passed  a 
substitute  resolution  that  stated  TMA’s  official  opposi- 
tion: Hospitals  should  not  use  a physician’s  hospital  affil- 
iations as  a way  to  deny  medical  staff  membership.  The 
resolution  did  not  include  helping  to  fund  a lawsuit  (see 
sidebar  on  p 40). 

The  resolution  was  referred  to  TMA’s  Board  of  Coun- 
cilors and  the  Patient- Physician  Advocacy  Committee. 
The  association’s  Board  of  Trustees  voted  to  facilitate  rec- 
onciliation and  healing  between  the  parties  through  me- 
diation; their  efforts  were  ongoing  at  press  time. 

Then  in  April  at  TexMed  ’98,  TMA’s  annual  meeting, 
Tri-County  Medical  Society  again  asked  the  House  of 
Delegates  to  use  all  legal  means  to  prevent  hospitals  from 
enacting  policies  like  Mercy’s  and  to  provide  financial 
support  for  its  lawsuit.  The  House  said  TMA’s  current 


The  lawsuit 

Tri-County  Medical  Society  and  2 physicians  who 
wanted  to  run  for  or  maintain  leadership  positions  at 
Mercy  without  having  to  relinquish  full  privileges  at 
Columbia  filed  suit  against  Mercy  in  November  1997. 
They  claim  Mercy’s  policy  violates  Texas  law,  namely, 
the  portion  of  House  Bill  812  passed  last  year  that  says 
a “hospital,  by  contract  or  otherwise,  may  not  refuse  or 
fail  to  grant  or  renew  staff  privileges,  or  condition  staff 
privileges,  based  in  whole  or  in  part  on  the  fact  that  the 
physician  or  partner,  association,  or  employee  of  the 
physician  is  providing  medical  or  health  care  services  at 
a different  hospital  or  hospital  system.” 

Another  provision  of  the  bill  says  a “hospital  may  not 
contract  to  limit  a physician’s  participation  or  staff  priv- 
ileges or  the  participation  or  staff  privileges  of  a partner, 
associate,  or  employee  of  the  physician  at  a different 
hospital  or  hospital  system.” 

The  plaintiffs  asked  for  a permanent  injunction 
against  Mercy’s  policy  and  for  Mercy  to  pay  their  legal 
fees.  At  press  time,  the  lawsuit  was  in  the  discovery  stage. 

Mercy  has  said  in  correspondence  that  its  policy  is  le- 
gal because  it  doesn’t  restrict  any  physician’s  clinical  hos- 
pital privileges.  Physicians  may  keep  full  clinical 
privileges  at  both  hospitals,  Mercy  says,  and  the  restric- 
tion kicks  in  only  when  a physician  wants  a leadership 
position  at  Mercy. 

The  plaintiffs  claim  Mercy’s  policy  effectively  denies 
them  leadership  roles,  which  they  contend  is  the  same  as 
putting  a condition  on  staff  privileges. 

Texas  Medicine  attempted  to  interview  Mark  Stauder, 


policy  was  sufficient  and  referred 

the  matter  to  the  Board  of  Trustees,  H “This  ppoblem  is  Widespread, 
which  at  press  time,  had  requested  V HospItalS  are  trying  tO  fOPCe 
meetings  in  Laredo  with  key  players  M physiCianS  tO  cHoOSe  SideS, 
to  try  to  resolve  their  conflicts.  ■ fracturing  the  medical  community. 
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Mercy’s  chief  executive  officer,  about  the  dispute,  but  he 
did  not  keep  2 scheduled  appointments. 

Like  any  law,  HB  812  is  open  for  interpretation,  and 
it  may  be  up  to  a judge  or  jury  to  determine  the  appro- 
priate legal  relationship  between  accessibility  to  a hospi- 
tal leadership  position  and  hospital  staff  privileges. 

Donald  P.  Wilcox,  JD,  TMA’s  general  counsel,  says 
Mercy’s  policy  is  one  example  of  a growing  trend  and 
that  similar  policies  have  disrupted  communities  in  San 
Angelo,  Clear  Lake,  Fort  Worth,  and  Wichita  Falls. 
“This  problem  is  widespread.  Hospitals  are  trying  to 
force  physicians  to  choose  sides,  fracturing  the  medical 
community,”  Mr  Wilcox  said. 

In  fact,  the  provisions  of  HB  812  regarding  hospital 
controls  over  physicians  were  introduced  into  the  bill  to 
address  events  in  Fort  Worth,  where  a Columbia  hospi- 
tal demanded  that  the  region’s  largest  radiology  group 
practice  only  at  Columbia,  or  it  would  end  the  contract 
between  them. 


A community  divided 

In  1995,  8 Laredo  physicians  joined  with  Mercy  to  form 
a 5.01(a)  nonprofit  corporation  called  the  Laredo  Med- 
ical Group  (LMG).  Since  then,  the  group  has  grown  to 
include  75  physicians.  Thirty  physicians  were  recruited 
from  outside  Laredo;  45  were  already  practicing  in 
Laredo  and  incorporated  their  practices  with  LMG. 

Of  the  160  physicians  in  Laredo,  about  half  are  LMG 
members.  Most  of  the  others,  who  describe  themselves  as 
independent  physicians,  are  members  of  an  independent 
physician  association  called  the  Healthcare  Alliance  of 
Laredo  (HAL).  Before  Doctor’s  Hospital  merged  with 
Columbia,  some  30  Laredo  physicians  invested  in  the 
hospital’s  growth,  including  Tri-County  Medical  Soci- 
ety’s president,  vice  president,  and  secretary. 

According  to  Mercy,  its  new  policy  was  necessary  to 
protect  itself  against  disgruntled  independent  physicians 
bent  on  sabotaging  its  success.  Mercy  claims  non-LMG 
physicians  in  leadership  positions  abused  their  authority 
by  obstructing  the  credentialing  and  promotion  of 
LMG-member  physicians.  Mercy  and  LMG  leaders  see 
non-LMG  physicians’  financial  interests  in  Columbia  as 
one  motivation  for  such  behavior. 

“But  that’s  just  their  way  of  muddying  the  waters,” 
Judson  Somerville,  MD,  said  of  Mercy  and  LMG’s  claims. 
“They’re  like  catfish.  They  don’t  want  to  be  caught,  so  they 
just  muddy  the  water  so  much  you  can’t  see  what’s  really 
going  on.”  Dr  Somerville,  an  anesthesiologist  who  has 
practiced  in  Laredo  4 years,  runs  a freestanding  pain  man- 
agement clinic  and  doesn’t  belong  to  LMG. 


‘Don’t  come  out 
until  a compromise 
has  been  reached.’ 

When  a long-since-forgotten  politician  was 
asked  about  his  position  on  a certain  issue, 
he  replied  that  some  of  his  friends  were  for  it 
and  some  of  his  friends  were  against  it. 

But  where  does  he  stand?  he  was  asked. 

“I’m  for  my  friends,”  he  said. 

The  Texas  Medical  Association  is  in  a similar  po- 
sition when  it  comes  to  the  medical  civil  war  raging 
in  Laredo. 

“I  think  the  difficult  role  [TMA  has]  is  that  we 
have  friends  on  both  sides  and  we  can  see  that  there 
are  issues  that  are  of  deep  concern  to  both  parties,” 
said  TMA  House  of  Delegates  Speaker  Tom  Hancher, 
MD,  of  Columbus.  “But  we  firmly  believe  that  hos- 
pital privileges  should  not  be  contingent  on  where 
you  practice  and  who  you’re  affiliated  with.  And  that 
is  a position  that  TMA  feels  very  strongly  about.” 

Asked  about  similarities  between  the  Laredo  sit- 
uation and  Galveston’s  town/gown  dispute,  Dr 
Hancher  says  the  only  valid  comparison  is  that  “you 
have  2 groups  whose  goals  seem  to  be  somewhat  op- 
posed to  one  another.  I think  if  you  were  to  talk  to 
the  individuals  either  in  the  town/gown  situation  or 
in  this  one,  you’d  find  that  uppermost  in  their  minds 
is  not  just  their  own  practices  but  concern  over  how 
their  patients  are  cared  for.  They  want  to  be  certain 
that  patient  care  and  quality  are  not  compromised.” 

During  the  course  of  the  debate,  he  says,  physi- 
cians who  feel  TMA  is  not  doing  enough  to  help  re- 
solve the  controversy  “can  perhaps  see  the  light  and 
see  in  fact  that  we’re  trying  to  do  the  best  we  can  for 
both  groups.” 

Finally,  Dr  Hancher  has  some  advice  for  both 
sides.  “Get  into  one  room,  all  together,  everybody 
represented,  close  the  door  and  lock  it,  and  don’t 
come  out  until  a compromise  has  been  reached.” 

That  could  be  done,  he  says,  “if  there  weren’t  at- 
torneys involved  and  if  there  weren’t  perhaps  eco- 
nomic issues  involved,  and  even  maybe 
personalities.  It  could  truly  be  accomplished  in  a 
very  peaceful  way,  and  everybody  comes  out  with 
the  feeling  that  we  do  in  fact  have  a brotherhood  of 
medicine,  and  we  do  the  best  for  the  patient  by 
learning  to  get  along  with  one  another  by  making 
peaceful  compromises.” 
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Dr  Somerville  says  he  was  nominated  to  run  for  hos- 
pital staff  secretary  before  Mercy  announced  its  new 
policy.  “The  thing  is,  Mercy  has  80%  of  the  market  and 
a lot  of  people  like  Mercy  hospital.  I personally  like  the 
hospital;  the  staff  take  good  care  of  my  patients,  and 
most  of  my  practice  is  there.  That’s  what  makes  this  pol- 
icy even  more  mystifying.  I have  a very  lucrative  practice 
and  make  the  hospital  a lot  of  money.  I think  Mercy 
took  this  step  thinking  they  could  get  away  with  it.” 

Laredo  obstetrician-gynecologist  J.  Santiago  Gutier- 
rez, MD,  president  of  Tri-County  Medical  Society,  is 
not  an  LMG  member  and  was  Mercy’s  chief  of  staff  un- 
til last  December.  He  sees  Mercy’s  policy  as  lust  for  con- 
trol run  rampant. 

“This  move  does  not  put  patients’  needs  first;  it  lim- 
its their  choices,”  he  said.  “And  in  our  2-hospital  com- 
munity with  fewer  than  200,000  people,  how  can  this 
be  good  for  patients?  Will  the  next  step  be  for  Mercy  to 
tell  us  we  either  practice  there  or  practice  nowhere?  This 
move  benefits  no  one  but  Mercy.  Those  in  charge  basi- 
cally told  us,  ‘You’re  either  for  us  or  against  us.’” 

Mercy,  the  largest  hospital  in  the  Laredo  region,  has 
done  exactly  what  Columbia  has  done  around  the  rest  of 
the  country.  Dr  Gutierrez  said.  “Go  in,  divide  the  doc- 
tors, divide  the  community,  conquer,  and  then  take  con- 
trol of  the  market.  Mercy  took  all  the  surgeons, 
internists,  pediatricians,  and  OB/Gyns  who  are  not  in 
LMG  off  emergency  department  call,  and  only  LMG 
physicians  in  those  specialties  may  take  walk-in  patients. 
It’s  a progression,  an  attempt  to  make  it  a closed  med- 
ical staff  And  as  a non-profit,  tax-exempt  entity,  the 
hospital’s  doing  it  with  our  tax  dollars.” 

Dr  Gutierrez,  like  many  other  Laredo  physicians,  was 
born  at  Mercy.  “It’s  especially  offensive  that  our  tax  dol- 
lars and  federal  and  state  funds  are  being  used  to  bene- 
fit onlv  a few,”  he  said. 


He  said,  she  said 

As  a founder  and  president  of  LMG,  Ricardo  G.  Cigar- 
roa,  MD,  a specialist  in  cardiovascular  diseases,  describes 
LMG  and  Mercy’s  mission  as  a noble  effort  to  rectify 
Laredo’s  medically  underserved  status.  He  believes  inde- 
pendent physicians  in  the  community  became  unneces- 
sarily antagonistic  because  they  were  afraid  of  LMG’s 
rapid  growth,  especially  since  the  town  had  never  had  a 
mid-sized  group  practice. 

“You  can  imagine  yourself  as  an 
independent,  or  so-called  indepen- 
dent, physician  becoming  concerned 
that  new  physicians  were  moving  to 


Highlights  of 
TMA  Substitute 
Resolution  29GG 

, esolved,  That  the  TMA  go  on  record  as  sup- 
porting the  principle  that  a hospital  may  not 
[contract  to  limit  physician  participation  or 
staff  privileges  or  the  participation  or  the  staff  priv- 
ileges of  a partner,  associate,  or  employee  of  the 
physician  at  a different  hospital  or  hospital  system; 
and  be  it  further. 

Resolved,  That  the  TMA  stand  opposed  to  plac- 
ing conditions  on  medical  staff  privileges  to  physi- 
cian members  by  limiting  their  participation  in 
medical  staff  matters  through  such  conditions  and 
limitations. 


town  and  that  your  practice  volume  would  go  down,” 
Dr  Cigarroa  said.  “That’s  understandable.  But  when  you 
look  at  the  reality  of  it,  when  you  look  at  the  number  of 
people  in  Laredo  who  have  had  no  access  to  medical 
care  at  all  because  of  a physician  shortage,  then  you 
know  there  will  always  be  plenty  of  work  for  everybody 
— LMG  and  non-LMG  physicians  alike.  Even  if  we 
brought  in  dozens  more  doctors,  you  could  still  be  in 
your  office  from  8 in  the  morning  till  midnight  and 
never  stop  working.” 

The  crux  of  the  problem.  Dr  Cigarroa  said,  “is  that 
many  of  the  so-called  independent  physicians  are  actu- 
ally owners  in  Columbia’s  local  operations.  Some  of 
these  physicians  were  in  medical  leadership  positions  at 
Mercy.  That’s  what  has  thrown  a wrench  in  all  this. 
Physicians  in  leadership  positions  at  Mercy  were  not 
protecting  the  interests  of  the  hospital,  interests  that 
have  always  had  as  a primary  goal  the  humane  care  of 
every  person  in  our  area.”  For  example,  he  said,  “they 
were  not  processing  new  doctors  as  they  should  have 
been.  They  were  assigning  proctors  to  the  new  physi- 
cians who  were  direct  competitors  of  those  new  physi- 
cians, and  they  were  prolonging  the  processing 
timetable  inordinately.  These  delays  ultimately  hurt  the 
patient  population  of  a medically  underserved  area. 
New  physicians  felt  tremendous  intimidation.” 


“They’re  like  catfish. 

They  don’t  want  to  be  caught,  so  they 
just  muddy  the  water  so  much  you 
can’t  see  what’s  really  going  on.” 
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According  to  Or  Cuitierrez, 

Mercy’s  former  cliiet  of  staff,  inde- 
pendent physicians  did  not  abuse 
their  authority  at  Mercy,  and  he  de- 
scribes such  claims  as  smoke  screens. 

“No  physician  was  ever  held  up  tor  undue  reasoning. 
The  function  of  a committee,  such  as  an  executive  or  cre- 
dentials committee,  is  to  protect  patients.  We’re  not  there 
to  protect  the  hospital,  and  we’re  not  there  to  protect 
other  doctors.  We’re  there  to  protect  patients.  And  if  any- 
one has  an  issue  or  a t]uahty  concern  about  a physician, 
no  matter  how  anyone  else  might  feel  about  it,  it  has  to 
be  investigated.  I’hat’s  all  there  is  to  it.” 

He  added,  “Whether  it  hurts  feelings  or  inconve- 
niences someone  is  not  the  issue.  As  physicians  on  those 
committees,  we  are  there  to  decide  the  merits  of  allega- 
tions against  a physician  and  whether  any  action  needs 
to  be  taken.” 

rhe  real  issue  behind  Mercy’s  policy.  Dr  Gutierrez 
says,  is  whether  somebody  has  the  right  to  raise  quality 
concerns  about  a physician.  “Mercy  didn’t  raise  objec- 
tions when  the  performances  of  non-LMG  physicians 
were  questioned.  But  when  it  was  one  of  their  own,  they 
changed  the  hospital  bylaws  and  passed  this  rule.  And  in 
my  opinion,  that’s  dangerous  for  patients.” 

Gilbert  R.  Schorlemmer,  MD,  a cardiovascular  sur- 
geon and  member  of  LMG,  was  recruited  in  f996  to 
start  a heart  program  at  Mercy,  something  the  city  did 
not  have  at  the  time.  Dr  Schorlemmer  has  practiced  in 
other  western  states  where  corporations  have  far  more 
control  over  medicine  than  they  have  in  Texas  and 
where  policies  such  as  Mercy’s  are  not  uncommon.  “In 
Salt  Lake  Gity,  for  instance,  I had  full  clinical  privileges 
at  a hospital  as  a thoracic  surgeon.  I posted  the  cases, 
took  care  of  the  patients,  but  I had  no  say  in  the  gover- 
nance of  the  hospital  because  I wasn’t  a member  of  the 
hospital’s  group,”  he  said. 

Lacking  the  intense  emotional  investment  of  some 
Laredo  physicians.  Dr  Schorlemmer’s  perspective 
sounds  more  philosophical.  “I  don’t  think  the  general 
public  appreciates  the  drama  of  the  changes  happening 
in  medicine  today,”  he  said.  “I’ve  been  on  both  sides  of 
this  kind  of  situation,  and  right  now  I’m  chair  of 
Mercy’s  Department  of  Surgery.  Somehow  or  other,  the 
ability  to  hold  a medical  staff  office  has  become  synony- 
mous with  privileges,  and  I’m  not  sure  that’s  correct. 
There  are  plenty  of  people  who  practice  their  whole  lives 
and  never  hold  medical  staff  offices,  and  I’m  sure  it 
doesn’t  impact  their  practices.  How  does  this  policy  af- 
fect your  clinical  practice  in  medicine?  It  really  doesn’t 
affect  it  one  bit.” 


“How  does  this  policy 
affect  your  clinical  practice 
in  medicine? 

It  really  doesn’t  affect  it  one  bit. 


If  physicians  were  not  allowed  to  vote  for  officers. 
Dr  Schorlemmer  says  he  would  have  a problem  with 
the  policy,  but  all  medical  staff  members  may  vote. 
And  he  says  he  doesn’t  disparage  those  who  sued 
Mercy,  but  he  does  strongly  criticize  the  lawsuit  com- 
ing from  the  medical  society  and  what  he  describes  as 
TMA’s  support  of  the  plaintiffs.  Organized  medicine  is 
supposed  to  represent  the  community  of  medicine,  he 
says,  not  the  few  or  the  half. 

Before  Mercy’s  policy,  year  after  year,  the  same  15 
physicians  would  attend  Tri-Gounty  Medical  Society 
meetings,  according  to  its  president.  Dr  Gutierrez.  Then 
in  November,  it  was  Hooded  with  more  than  30  appli- 
cations, many  of  which  had  not  been  approved  more 
than  4 months  later.  The  society  was  accused  of  stalling 
approvals  and  was  asked  by  the  TMA  Boatd  of  Gotin- 
cilots  to  account  fot  the  delays. 

LMG  Ptesident  Dt  Gigarroa  says  these  delays  fac- 
tored into  Mercy’s  decision  to  implement  its  policy,  de- 
scribing them  as  anothet  ploy  cettain  independent 
physicians  have  used  to  thwart  LMG  and  Mercy. 

Dr  Gutierrez  says  the  delays  have  not  been  stalling 
tactics  but  resulted  ftom  so  many  applications  coming 
in  at  once.  At  ptess  time,  he  said  all  the  applications 
had  been  approved  by  the  Board  of  Gensors  and  were 
pending  approval  by  the  Executive  Board  and  society 
membership. 

Laredo’s  problems  have  many  nuances  and  layer- 
Lipon-layer  of  issues,  some  of  them  otiginating  in  peer 
review  matters  no  one  is  supposed  to  talk  about,  which 
makes  it  difficult  for  outsiders  to  understand  each  side’s 
concetns  and  behaviots.  Is  evetyone  just  jockeying  fot  a 
better  position  because  Medicaid  managed  cate  is 
scheduled  to  come  to  Latedo  in  2000?  Did  Metcy  and 
LMG’s  growth  just  exacetbate  existing  tensions  in 
Laredo’s  medical  community? 

Both  groups  are  critical  of  TMA  for  not  intetvening 
aggressively  for  them,  and  both  expect  to  ptevail.  But 
whatever  the  outcome  in  Laredo,  it’s  clear  that  cotporate 
medicine  is  penetrating  and  testtucturing  yet  anothet 
medical  convention  — the  ttaditional  relationship  be- 
tween hospitals  and  physicians.  ★ 
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Attentioii 
to  each 
Chief  of  Staff! 

EXPAND 

your 

medical  staff 


ORGANIZED 
MEDICAL  STAI 
SECTION 


The  Voice  of 
Grassroots  Physick 


representation. 


Benefits  for 
Medical  Staffs 


QMiS 


is  a powerful  vehicle 
for  maintaining  our  doctor/pa 
tient  relationships. 


QMiS 


IS  a grassroots  organi- 
zation with  a direct  pipeline  to 
our  TMA  and  AMA  leader- 
ship. 


QMiS 


is  the  channel  for  any 
concern  of  a medical  staff  to 
be  addressed  and  lead  to  ac- 
tion by  our  TMA  and/or  AMA 
at  the  same  assembly  meeting 
where  it  is  presented. 


There  are  527  hospitals  in  Texas 
Each  hospital  has  a chief  of  staff 

j 

Each  chief  of  staff  has  the  responsibility  to  elei 
and  send  their  medical  staff  representative  to  q 
Texas  Medical  Association  Organized  Medical 
Staff  Section 

j 

j 

Texas  Medical  Association 

401  West  15th  Street  Austin,  Texas  78701  fax  (512)  370-1632 

OMSS  membership  is  open  to  TMA  members  with  active  hospital  medical  staff  privileges. 

To  designate  your  hospital’s  TMA-OMSS  representative,  please  complete  and  return 
the  following  information: 


QMSS 


has  a 94%  success  rate 

in  getting  resolutions  voted 
into  AMA  policy. 


Physician’s  name  

Preferred  mailing  address 

City  State  Zip  Code 


QMSS 


provides  medical 
staffs  with  needed  legal  and 
professional  expertise  to  main- 
tain physician  self-governance 
and  quality  patient  caie. 


Office  phone  _ 
Fax  number 
Email  address 
Hospital  name 


QMiS 


opposes  unilateral 
amendment  of  medical  staff 
bylaws. 


Practice  Type: 


n solo 


□ 


group 


□ 


hospital-based 


I hereby  certify  that  the  above  physician  is  a member  of  the  Texas  Medical  Association,  an  active  voting  member  of  the  medic 
with  clinical  privileges  at  our  hospital,  and  has  been  selected  by  our  medical  staff  as  our  representative  to  the  TMA  Organizec 
ical  Staff  Section. 


Tex 


TexasMedical 

Association 


chief  of  staff  or  secretary  of  medical  staff  signature 


date 


For  more  information,  cail  C800]  880-1300,  ext.  138S 
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WHY? 

• Don’t  wait  for  snail  mail  to  bring  you  Action’s  news, 
insights  and  practice-saving  tips 

• Get  each  monthly  issue  nearly  two  weeks  early. 

• Get  one  less  piece  of  mail  from  TMA. 

• File  the  articles  electronically  or  instantly  zap  them 
to  your  friends  and  colleagues. 


To  subscribe,  visit  the  Members’  Only  section  of  the  TMA  Web  site  at 
www.texmed.org  and  follow  the  links  from  the  home  page.  Next 
month’s  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before  the 
ink  is  even  dry  on  the  paper  version. 


Public  Health 


Suffering  in  silence 

Victims  of  elder  abuse  rarely  ask  for  help 

By  Teri  Moran,  Senior  editor 


NO  one  will  ever  know  how  long  the  elderly 
woman  had  suffered  before  her  limp,  skeletal 
form  arrived  at  the  hospital,  but  there  were  a 
few  hideous  clues.  Her  breastbone  lay  ex- 
posed, the  skin  worn  away  from  the  weight  of  her  chin. 
Horrified  observers  wondered  how  many  days  or  weeks  she 
had  sat  that  way,  too  weak  to  hold  up  her  head. 


The  woman  couldn’t  be  saved,  and  Houston  internist 
Carmel  Dyer,  MD,  director  of  Baylor  College  of  Medicine’s 
geriatrics  program  at  the  Harris  County  Hospital  District, 
recalls  her  case  as  one  of  the  most  vile  instances  of  elder 
abuse  she’s  ever  seen.  “She  was  neglected  by  a member  of 
her  own  family,  and  basically,  she  starved  to  death.” 

A secret  crime 

Although  few  physicians  will  ever  see  such  an  atrocious  case 
of  neglect,  experts  fear  that  elder  abuse  and  neglect  are  far 
more  prevalent  than  anyone  realizes.  Ir  is  estimated  that  only 
1 out  of  14  cases  ever  come  to  the  attention  of  authorities, 
according  to  the  National  Center  on  Elder  Abuse. 

“Elder  abuse  remains  a hidden  problem  and  we,  as  a so- 
ciety, are  behind  in  recognizing  it,”  said  Candice  Heisler, 
JD,  a Calilornia  prosecuting  attorney  who,  like  Dr  Dyer,  is 
a member  of  Texas  Medical  Association’s  Blue  Ribbon  Panel 
on  Family  Violence.  Ms  Heisler  is  a national  trainer  in  the 
area  of  elder  abuse  and  says  it  has  been  characterized  as  the 
crime  of  the  ’90s  “in  the  same  way  that  child  abuse  was 
characterized  as  the  crime  of  the  ’80s.” 

While  public  awareness  of  child  abuse  and  domestic  vi- 
olence rose  significantly  in  the  last  2 decades,  awareness  of 
elder  abuse  has  lagged  behind  and  so  has  public  money 
dedicated  to  addressing  it,  according  to  Ms  Heisler.  “Un- 
fortunately, there  isn’t  a lot  on  the  horizon  to  suggest  that 
will  change  anytime  soon.” 

Physicians  and  other  health  care  professionals  are  often 
the  victims’  only  contact  with  the  outside  world,  experts 
say,  and  are  not  only  uniquely  positioned  to  help  them  but 
also  may  be  their  only  hope  for  getting  help.  “Even  though 
I run  a research  program  for  elder  abuse  and  look  for  it  all 


the  time,  Em  sure  there  are  cases  I 
miss  because  patients  hide  it  so  care- 
fully,” Dr  Dyer  said. 

But  my  son  is  a good  boy  . . . 

Many  elderly  victims  of  abuse  will  not 
ask  for  help  even  when  they’re  being 
beaten.  “A  lot  of  times,  it’s  their  own 
children  hurting  them,  and  they  don’t 
want  to  admit  that  someone  they 
raised  is  treating  them  that  way,”  Dr  Dyer  said.  “As  physi- 
cians, we  often  do  not  pick  up  on  abuse  or  neglect  in  the  his- 
tory because  the  victim  is  too  embarrassed  to  talk  about  it.” 

Managed  care  plans  say  physicians  must  see  patients  in 
10  or  15  minutes,  which  doesn’t  allow  for  much  more  than 
a basic  examination,  Ms  Heisler  says.  “That’s  why  it’s  im- 
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prtant  to  have  support  staff  who 
low  what  to  look  for.  And  just  being 
' kind  listener  can  sometimes  give 
lem  the  empowerment  to  trust  you, 
only  a little,  because  they’re  not  go- 
ig  to  say,  ‘My  son  is  beating  me  up.’ 
/hat  they  might  say  is,  ‘My  son  is  a 
ally  good  boy;  it’s  just  that  he’s  been 


having  some  problems  lately  that  are 
worrying  him.’  The  physician  could 
then  respond  by  saying  something 
like,  ‘You  know,  when  patients  say  that 
to  me,  it  sometimes  means  ....  Is  any- 
thing like  that  going  on  for  you?’  Then 
physicians  need  to  know  what  to  do 
and  whom  to  call  if  there  is  abuse.” 


Unfortunately,  elderly  people  in  gen- 
eral don’t  feel  comfortable  going  to  pub- 
lic settings  or  institutions  for  help,  Ms 
Heisler  added.  “The  usual  places  some 
people  would  turn  to  for  protection 
don’t  exist  in  their  world.  In  most  cases, 
they  are  highly  isolated;  they  aren’t  out 
and  about  away  from  their  abusers  very 


Detecting  elder  abuse:  indicators 


History 

• Pattern  of  physician  hopping 

• Unexplained  delay  in  seeking  treatment 

• Series  of  missed  medical  appointments 

• Previous  unexplained  injuries 

• Explanation  of  past  injuries  inconsistent  with  med- 
ical findings 

• Previous  reports  of  similar  injuries 

Physical  findings 

• Injuries,  which  may  have  been  inflicted  on  the  pa- 
tient by  others,  either  maliciously  or  through  neglect 

• Fractures,  dislocations 

• Lacerations,  abrasions 

• Burns  in  unusual  locations  or  of  unusual  shapes 

• Injuries  to  head,  scalp,  or  face 

• Bruises 

• Bilateral  on  upper  arms  (indicates  holding  or 
shaking) 

• Clustered  on  trunk  (from  repeated  striking) 

• Shape  similar  to  an  object 

• Presence  of  old  and  new  bruises 

• Around  wrists  or  ankles  (from  being  tied  down) 

• Inside  part  of  thighs  or  arms 

• Other 

• Poor  personal  hygiene 

• Signs  of  overmedication,  undermedications,  mis- 
uses of  medications 


• Sexually  transmitted  disease 

• Pain,  itching,  or  bleeding  in  genital  area 

Observations 

• Psychological 

• Low  self-esteem 

• Overly  anxious  or  withdrawn 

• Extreme  changes  in  mood 

• Depression 

• Suicidal  ideation 

• Confusion  or  disorientation 

• Interactions  between  patient  and  family  member/ 
companion 

• Patient  appears  fearful  of  companion 

• Conflicting  accounts  of  incident  between  patient 
and  companion 

• Absence  of  assistance,  attitudes  of  indifference,  or 
anger  toward  patient  exhibited  by  companion 

• Companion  overly  concerned  with  costs  of  treat- 
ment needed  by  patient 

• Companion  denies  patient  the  chance  to  interact 
privately  with  the  physician 


Reproduced  with  permission  from  Geriatrics,  vol  44,  no.  6,  1989, 
pp  40-44.  Copyright  Advanstar  Communications  Inc.  Advanstar 
Communications  Inc  retains  all  rights  to  this  material. 
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Suffering  in  silence 


Victims  of  elder  abuse  rarely  ask  for  help 


By  Teri  Moran,  Senior  editor 


MO  one  will  ever  know  how  long  the  elderly 
woman  had  suffered  before  her  limp,  skeletal 
form  arrived  at  the  hospital,  but  there  were  a 
few  hideous  clues.  Her  breastbone  lay  ex- 
posed, the  skin  worn  away  from  the  weight  of  her  chin. 
Horrified  observers  wondered  how  many  days  or  weeks  she 
had  sat  that  way,  too  weak  to  hold  up  her  head. 


The  woman  couldn’t  be  saved,  and  Houston  internist 
Carmel  Dyer,  MD,  director  of  Baylor  College  ol  Medicine’s 
geriatrics  program  at  the  Harris  County  Hospital  District, 
recalls  her  case  as  one  of  the  most  vile  instances  of  elder 
abuse  she’s  ever  seen.  “She  was  neglected  by  a member  of 
her  own  family,  and  basically,  she  starved  to  death.” 

A secret  crime 

Although  few  physicians  will  ever  see  such  an  atrocious  case 
of  neglect,  experts  fear  that  elder  abuse  and  neglect  are  far 
more  prevalent  than  anyone  realizes.  It  is  estimated  that  only 
1 out  of  14  cases  ever  come  to  the  attention  of  authorities, 
according  to  the  National  Center  on  Elder  Abuse. 

“Elder  abuse  remains  a hidden  problem  and  we,  as  a so- 
ciety, are  behind  in  recognizing  it,”  said  Candice  Heisler, 
JD,  a Calilornia  prosecuting  attorney  who,  like  Dr  Dyer,  is 
a member  ofTexas  Medical  Association’s  Blue  Ribbon  Panel 
on  Family  Violence.  Ms  Heisler  is  a national  trainer  in  the 
area  of  elder  abuse  and  says  it  has  been  characterized  as  the 
crime  of  the  ’90s  “in  the  same  way  that  child  abuse  was 
characterized  as  the  crime  of  the  ’80s.” 

While  public  awareness  of  child  abuse  and  domestic  vi- 
olence rose  significantly  in  the  last  2 decades,  awareness  of 
elder  abuse  has  lagged  behind  and  so  has  public  money 
dedicated  to  addressing  it,  according  to  Ms  Heisler.  “Un- 
fortunately, there  isn’t  a lot  on  the  horizon  to  suggest  that 
will  change  anytime  soon.” 

Physicians  and  other  health  care  professionals  are  often 
the  victims’  only  contact  with  the  outside  world,  experts 
say,  and  are  not  only  uniquely  positioned  to  help  them  but 
also  may  be  their  only  hope  for  getting  help.  “Even  though 
I run  a research  program  for  elder  abuse  and  look  for  it  all 


the  time,  I’m  sure  there  are  casef 
miss  because  patients  hide  it  so  cai 
hilly,”  Dr  Dyer  said. 

But  my  son  is  a good  boy  . . . 

Many  elderly  victims  of  abuse  will  r 
ask  for  help  even  when  they’re  bei 
beaten.  “A  lot  of  times,  it’s  their  ot 
children  hurting  them,  and  they  do 
want  to  admit  that  someone  th 
raised  is  treating  them  that  way,”  Dr  Dyer  said.  “As  phy 
cians,  we  often  do  not  pick  up  on  abuse  or  neglect  in  the  h 
tory  because  the  victim  is  too  embarrassed  to  talk  about  i 
Managed  care  plans  say  physicians  must  see  patients 
10  or  15  minutes,  which  doesn’t  allow  lor  much  more  th 
a basic  examination,  Ms  Heisler  says.  “That’s  why  it’s  ii 
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ii  recent  article  in  Texas  Medicine 
rJvised  physicians  to  ask  some  very 
jblnted  questions  prior  to  selecting  a 
^ofessionat  liability  insurance 
|:ovider.  We  could  not  agree  more, 
hoosing  the  broadest  coverage,  from 
ifinancially  stable,  licensed  and 
mitted  insurance  provider  protects 
»u  and  your  future. 

Frontier  has  been  providing 
bdical  professional  liability  insurance 
rr  more  than  20  years  and  is  a licensed 
.iid  admitted  insurance  company  in  the 
ate  of  Texas,  I Frontier’s 
Viancial  stability  is  clearly  demonstrated 
1/  our  Standard  and  Poor’s  Rating  of 
U (Excellent)  and  our  A.M,  Best  Rating 
1 A-  (Excellent.)  Our  record  of  stability, 
pxibility  and  service  has  earned  us  the 
just  of  more  than  16,000  physicians 
d surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time,  In  addition  to  medical 

expertise,  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  883-9502.  If  calling 
from  Houston  (713)  627-9100. 


CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 

NATIONAL  HEALTH 
SERVICES 

Houston:  800-634-9513 

EHRMAN,  MURPHY 
& COMPANY 

Houston;  713-464-6291 

ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 

THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558-2825 

EICHLITZ,  DENNIS,  WRAY 
& WESTHEIMER 

San  Antonio:  210-223-9171 

HRH  AMARILLO 

Amarillo:  806-376-5136 

INSURANCE  ASSOCIATES 
OF  TEXAS 

Conroe;  409-756-2222 

J.S.  EDWARDS 
& SHERLOCK 

Beaumont:  409-832-7736 

MADELEY  & COMPANY 

Dallas:  800-382-7741 

OFFENHAUSER 
& COMPANY 

Texarkana;  903-792-4050 

TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 

THE  ANDERSON  COMPANY 

Houston:  713-496-6729 


INSURANCe 
GROUP,  INC. 


11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046 
FAX:  713-627-9145 


A Market  Leader  in  Professional  Liability  Insurance 
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The  anatomy  of  success 

Texans  are  generously  donating  their  bodies  to  science 

By  Laurie  Associate  editor 


The  demand  for  cadavers  has  never  been  greater. 

Not  only  are  first-year  medical  students  using 
them  to  learn  the  intricacies  of  the  human 
body,  but  advances  in  medical  research  have  in- 
creased the  need  for  anatomical  material.  Some  states  are 
unable  to  keep  pace  with  these  increasing  demands  and  are 
looking  to  Texas  for  help. 


The  situation  is  so  dire  in  Illinois,  for  example,  that  the 
Chicago-based  Anatomical  Gift  Association  of  Illinois 
(AGAI)  has  begun  a far-reaching  public  relations  and  mar- 
keting campaign  that  includes  everything  from  newspaper, 
radio,  and  cable  television  advertising  to  recruiting  retired 
physicians  to  visit  with  patients  in  convalescent  homes,  nurs- 
ing homes,  and  hospitals  to  raise  awareness  of  body  donation. 

Russell  Dovichi  of  AGAI,  a private  cadaver  procurement 
firm,  says  the  18-month 
push  seems  to  be  helping 
educate  the  public,  but  he 
admits  the  results  won’t  be 
seen  for  7 to  10  years. 

More  than  we  need 

Texas  isn’t  suffering  such 
shortages.  We  actually  have 
more  human  specimens 
than  are  needed  within  the 
state.  Some  1,500  bodies 
come  into  the  system  each 
year,  according  to  Andrew 
Payer,  PhD,  secretary/trea- 
surer  of  the  Anatomical 
Board  of  the  State  of  Texas, 
the  organization  that  over- 
sees procuring  and  distrib- 
uting cadavers  throughout 
the  state.  Of  that  number, 
says  Dr  Payer,  assistant 
dean  for  medical  affairs  at 
The  University  of  Texas 


Medical  Branch  (UTMB)  at  Galveston 
roughly  25%  are  sent  out  of  state  tc 
help  compensate  for  the  shortages  there 
“Many  states  that  have  medically  re 
lated  activities  have  received  something 
from  Texas,”  Dr  Payer  said.  Institution, 
in  Illinois,  New  York,  and  Californi; 
are  among  those  receiving  bodies  froni 
Texas.  The  board  does  not  deal  witl 
any  private  procurement  firms,  onl) 
other  state  anatomical  boards  or  individual  medical  facilities 
Texas  is  recognized  by  other  states  as  a model  program 
according  to  Ron  Philo,  PhD,  chair  of  the  anatomica 
board  and  professor  of  neurobiology  and  anatomy  at  Th< 
University  of  Texas-Houston  Health  Science  Center.  “I 
people  cannot  find  or  locate  the  material  they  need  for  thei^ 
research  or  their  education,  Texas  is  usually  one  of  the  firs 
states  they  call,”  he  noted. 


Anatomy  of  the  board 

Established  by  the  legisla 
ture  in  1 907,  the  anatomi 
cal  board  is  charged  witl 
procuring  and  regulating 
the  use  and  disposition  o 
human  bodies  for  the  ad 
vancement  of  medical  sci 
ence  and  education  ir 
Texas.  Dr  Philo  says  i 
works  somewhat  like  oi 
and  gas  regulatory  agencie: 
that  don’t  have  high  visibil- 
ity. “We  have  no  funding 
from  the  state.  We  have  tc 
fund  ourselves  by  charging 
the  institutions  for  regulat- 
ing the  bodies  that  are  do- 
nated to  them.  So  it’; 
self-supporting.” 

The  1 1 -member  board 
which  technically  report; 
to  the  governor  and  attor- 
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ey  general,  consists  of  representatives 
om  each  of  the  licensed  educational 
.cilities,  including  7 medical  schools, 
dental  schools,  and  2 chiropractic 
illeges.  The  schools  use  more  than 
00  cadavers  a year. 

/illed  Body  Program 

natomical  board  members  serve  as 
;presentatives  of  the  willed  body  pro- 
rams of  the  institutions,  which  are 
le  major  sources  of  cadavers  the 
aatomical  board  controls.  An  indi- 
idual  contacts  a medical  school  and 
gns  a will  form,  which  legally  docu- 
lents  the  intent  to  bequeath  his  or 
er  body  to  the  anatomical  board.  The 
)rm  must  be  witnessed  by  2 other 
dults.  Family  consent  is  not  necessary 
ut  encouraged.  One  section  of  the 


form  allows  an  individual  to  authorize 
the  board  to  transport  the  willed  body 
out  of  state  to  another  medical  facility 
if  there  is  an  excess  and  if  the  needs  of 
Texas  have  been  met.  Dr  Philo  says 
not  all  donors  authorize  this. 

In  addition  to  this  pre-willing  pro- 
cedure, a body  also  can  be  donated  by 
the  next  of  kin  at  the  time  of  death. 
Dr  Payer  explains  this  is  accomplished 
by  signing  a donation  of  descendent 
form. 

Dr  Payer  notes  that,  along  with 
Texas  citizens,  other  US  residents  who 
spend  time  in  Texas  during  the  winter 
months,  so-called  “snowbirds,”  some- 
times donate  locally.  And  unclaimed 
bodies  from  counties  and  municipali- 
ties account  for  about  1%  to  2%  of 
the  total  cadaver  population. 


Not  all  bodies  accepted 

The  manner  of  death,  including  se- 
vere trauma  and  mutilation  from  an 
automobile  accident,  may  preclude  a 
body  being  accepted.  Dr  Philo  says, 
“If  they  died  of  highly  communica- 
ble diseases,  such  as  some  forms  of 
hepatitis  and  potentially  AIDS,  we 
do  not  like  to  accept  the  bodies.  And 
some  board  institutions  are  unable 
to  use  bodies  that  have  undergone 
autopsies.” 

However,  exceptions  can  be  made  if 
the  opportunity  to  conduct  important 
research  exists.  “The  rule  might  be  set 
aside  so  the  research  could  investigate 
a younger  specimen  because  the  joints 
are  different  in  a 35-year-old  versus  a 
75-year-old,”  Dr  Philo  explained. 

Sometimes  the  family  does  not  want 


How  to  obtain  a human  specimen 


If  you  are  a physician  and  wish  to  obtain  anatomical 
material  for  a continuing  medical  education  work- 
shop or  research,  contact  Andrew  Payer,  PhD,  Secre- 
tary/Treasurer, Anatomical  Board  of  the  State  of  Texas, 
The  University  of  Texas  Medical  Branch,  Department  of 
Anatomy  and  Neuroscience,  Galveston,  TX  77555-0845; 
telephone  (409)  772-1 166;  fax  (409)  772-1496;  or  e-mail 
afpayer@utmb.edu. 

The  procedure  takes  about  a month  and  involves 
writing  a letter  to  Dr  Payer  that  must  outline: 

• Type  and  quantity  of  specimen  needed  — whole  body 
or  body  part(s); 

• Whether  the  material  needs  to  be  embalmed  or  not 
embalmed; 

• Description  of  how  it’s  going  to  be  used  and  stored; 
the  facility  must  be  secure; 


• Brief  description  of  the  purpose,  ie,  nature  of  educa- 
tion or  research  activity;  and 

• How  the  remains  will  be  handled  — cremated  or  re- 
turned to  the  school  of  origin. 

Based  on  this  information.  Dr  Payer  will  respond  with  a 
form  indicating  approval  or  denial.  The  board  also  is  re- 
quired to  have  an  agreement  form  signed  by  the  faculty 
member  in  charge  of  the  course  or  research  and  by  an  offi- 
cial of  the  receiving  state’s  office  responsible  for  bodies.  This 
agreement  form  transfers  the  responsibility  for  the  cadaver 
to  the  receiving  state  and  indicates  that  the  receiving  state  is 
willing  to  help  Texas  if  it  is  ever  in  need.  The  board  charges 
a $20  approval  fee.  A list  of  schools  that  may  have  the  nec- 
essary material  is  included  with  the  approval  form. 

Transportation  logistics  and  costs  are  then  worked  out 
with  the  individual  school  that  can  fill  the  request. 
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to  honor  the  wishes  of  a loved  one. 
“Whenever  there  is  strife  among  family 
members,  we  try  to  get  them  to  resolve 
that  because  we  don’t  want  a donation 
over  which  there  is  much  emotional 
disagreement,”  Dr  Philo  said. 

Willed,  not  donated 

There  is  some  confusion  about  the 
wording  of  the  process.  Dr  Payer  says, 
“We  always  fall  into  this  rubric  of  call- 
ing it  ‘donated,’  but  that’s  not  really 
true  anymore.  It  can  cost  families  or 
estates  to  will  a body.”  Each  institu- 
tion has  its  own  fee  schedule,  and  de- 
pending on  the  circumstances 
surrounding  the  death,  the  cost  can 
range  from  nothing  up  to  $1,000  to 
cover  actual  processing  and  trans- 
portation costs. 

Still,  economics  are  the  motivating 
factor  for  some  people  who  will  their 
bodies.  Claude  Lobstein,  anatomy  lab 
supervisor  at  Texas  Tech  University 
School  of  Medicine,  works  with  the 
school’s  Willed  Body  Program  and 
says,  “Some  of  them  are  truly  inter- 
ested in  trying  to  help  their  fellow 
man.  But  others  are  forced  into  it  fi- 
nancially because  they  feel  they  just 
don’t  have  another  place  to  turn,  and 
they  feel  this  is  a good  way  to  benefit 
mankind  and  still  avoid  the  expense  of 
a funeral.” 

Individual  programs 

Dr  Philo  explains,  “We’re  a board  that 
essentially  licenses  the  institutions  to 
receive,  hold,  and  use  bodies  for 
anatomical  purposes  for  medical  edu- 
cation and  research.  But  each  institu- 
tion must  run  its  shop.” 

J.B.  Pace,  senior  systems  analyst 
with  the  Vice  Chancellor  of  Health 
Affairs  Office  of  The  University  of 
Texas  System,  points  out  that  many  of 
the  universities  provide  public  morgue 
services  for  the  counties  in  which  they 
operate. 

State  law  requires  that  the  remains 
be  handled  with  dignity  as  well.  Each 
school  cremates  the  material  after  use 
and  disposes  of  the  ashes  in  a variety 


of  ways.  Mr  Pace  says  The  University 
ofTexas  Southwestern  Medical  Center 
at  Dallas  has  a terrace  with  an  urn  that 
covers  a hole  where  the  ashes  are 
placed.  UTMB  scatters  ashes  over  the 
Gulf  of  Mexico.  Dr  Philo  says  other 
schools  contract  with  private  cemeter- 
ies to  spread  the  ashes  in  a garden.  In 
about  20%  of  the  cases,  provisions  are 
made  to  return  the  ashes  to  the  family; 
a fee  is  associated  with  this  process. 

Growing  demand 

Dr  Payer  says  that  Texas  is  fortunate  to 


keep  up  with  the  growing  demand  fo' 
cadavers.  He  says  the  increase  is  com 
ing  from  several  sources,  includin] 
more  continuing  medical  educatioi, 
programs.  He  adds,  “There  are  nev! 
technologies  such  as  endoscopic  sinuj 
surgery  or  bone  elongation  technique 
or  new  surgical  flap  techniques  fo 
which  they’re  finding  out  that  usin: 
cadaver  material  is  much  more  benefi' 
cial  than  using  animal  models.  An< 
there’s  a lot  more  going  on  using  huj 
man  body  material  for  spine,  joinii 
and  muscle  research.”  , 


Anatomical  Board  of  the  State  ofTexas 


For  more  information  about  willed  body  programs  at  these  schools,  contact 

these  board  members: 

1 

I 

Baylor  College  of  Dentistry 

1 

1 

Texas  Tech  University  j 

Dallas 

School  of  Medicine 

Robert  Hinton,  PhD 

Lubbock 

(214)  828-8272 

Bernell  K Dailey,  PhD 
(806)  743-2710 

Baylor  College  of  Medicine 

Houston 

i 

The  University  ofTexas-Houston 

Cassius  B.  Bordelon,  Jr,  PhD 

Health  Science  Center 

(713)  798-4485 

Ron  Philo,  PhD 
(713)  500-5618 

Parker  College  of  Chiropractic 

Dallas 

The  University  ofTexas 

James  Carnes,  PhD 

Health  Science  Center 

(214)  352-7332,  ext.  354 

at  San  Antonio 

Vick  Williams,  MD,  PhD 

Texas  A&M  University 

(210)  567-3840 

College  Station 

H.  Wayne  Sampson,  PhD 

\ 

The  University  ofTexas 

(409)  845-4913 

Medical  Branch  at  Galveston  ! 

Andrew  E Payer,  PhD  \ 

Texas  Chiropractic  College 

Pasadena 

(409)  772-1166 

Jeanne  Southern,  MD 

University  ofTexas 

(281)  998-6063 

Southwestern  Medical  Center  * 

at  Dallas 

University  of  North  Texas 

Erwin  Thai,  MD 

Health  Science  Center 

(214)  648-3531 

at  Fort  Worth 

John  Aschenbrenner,  PhD 
(817)  735-2047 

■ 
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ilooperation  with  organ  donor 
ftrograms 

In  some  states,  like  Illinois,  there  is 

'onhision  between  ortran  and  whole 
) . ... 
nody  donation.  Not  in  Texas,  thotigh. 

ji)rgan  procurement  organizations  and 
jhe  anatomical  board  work  together, 
in  some  cases.  Dr  Payer  says,  willed 
|)oclies  also  are  suitable  as  skin  tissue 
|)r  corneal  donors.  Similarly,  an  organ 
jlonor’s  whole  body  may  be  accepted 
py  the  anatomical  board. 

^ Pam  Silvestri,  manager  ot  commu- 
nity services  with  the  Southwest 
Transplant  Alliance  in  Dallas,  says  her 
Organization  tries  to  educate  potential 
'lonors  about  all  the  possibilities.  “We 
jell  them  they  can  be  organ  and  tissue 
lonors  and  also  donate  their  bodies  to 
jcience.  We  encourage  them  also  to 
|;onsider  giving  blood  and  signing  up 
IS  bone  marrow  donors.” 

The  reason  for  success 

OC^hy  is  Illinois  suffering  a shortage  of 
)ody  donors  while  Texas  has  an  abun- 
dance? “I  think  there’s  just  been  a 
ong-standing  mutual  interaction  in- 
/olving  the  citizens  of  the  state  of 
Texas  and  their  trust  of  this  particular 
urogram,”  Dr  Payer  said.  “And  so  we 
j^et  a successful  population  ol  individ- 
[ials  from  all  walks  of  life  who  will 
heir  bodies  to  us.” 

Dr  Philo  compares  the  origins  of 
he  program  to  the  authoring  of  the 
JS  Constitution.  “It  was,  first  of  all, 
oresight  at  the  turn  of  the  century, 
A^hich  was  fortuitous  because  at  that 
ime,  there  was  only  1 medical  school. 
Later  on,  when  the  dental  schools  and 
he  other  medical  schools  came 
around,  they  built  upon  the  founda- 
jrion  established  by  the  board.  So  luck- 
jily,  just  like  the  Constitution  of  the 
jUnited  States,  well  written  once,  it  has 
served  us  as  we  grew.”  ★ 


Memorial  & Tribute  Giving 


REMEMBER  a 
erished  Friend 

To  remember  someone  special,  remember  your  foundation. 


TMAFOUNDATION 
(800)  880-1300,  ext.  1663 


Now! 

Malpractice 

Insurance 

Alternatives! 


'Insurance  and  Risk  Management  Services  Since  1947" 


As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  • 
e Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

for  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations:  . .c 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan  , 
Cleveland , Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylrvania  • San  Diego,  California  • 
^ ^ 
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PHYSICIAN’S  GUIDE  TO  USING  THE  INTERNET 

BY  S.  CAROL  ALLEN 


Texas  Medical  Association’s  newest  publication  introduces  physicians  to  Internet  tools, 
explains  how  to  use  them  to  access  the  health  care  information  available,  and  discusses 
the  key  issues  that  this  information  revolution  is  raising! 

Some  highlights  include: 

■ Getting  started  on  the  Internet  ■ Chatting  on  the  Net 

■ Communicating  through  e-mail  ■ Designing  a Web  site  for  your  practice 

■ Working  with  newsgroups  ■ Ten  ways  the  Internet  can  help  your  practice 

Plus,  check  out  the  sites  where  your  patients  are  getting  health  information! 

By  understanding  the  various  tools  of  the  Internet  and  looking  at  specific  medical 
examples  of  how  the  tools  are  being  used,  you  will  be  in  position  to  make  sound  business 
decisions  about  how  to  make  the  Internet  work  for  you! 

TMA  members  - $29  Nonmembers  - $59 

To  order  Onlme@TMA,  complete  this  form  and  mail  payment  or  credit  card  information 
to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  your  credit  card  order  to 
(512)  370-1635;  call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  e-mail 
anne_g@texmed.org. 


Name 

Address 

City State  ZIP 

Phone  ( ) Fax  ( ) 

Payment:  □ Check  enclosed  □ Amex  □ VISA  □ MasterCard 

Credit  card  number Exp.  Date 

Credit  card  name 

Signature 
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For  the 
Record 

The  Office  Guide 
to  Charting, 
Releasing, 
and  Organizing 
Medical  Record  In- 
formation 


Seminar  Highlights 

✓ Release  and  Retention  Issues 

✓ Terminating  Patients 

✓ Common  Questions  about 
Documentation 

✓ Medical  Records  and  the 
Lawsuit 

✓ Charting  Pearls 


Coming  soor  lo  Miese  locadons: 

Houston  - June  11 
Austin  - June  18 
Amarillo  - June  25 
Corpus  Christi  - July  9 
Irving  - July  16 


Call  (800)  880>1300,  m.  1411 
or  (512)  370-1411  to  register. 
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A$K  THE 
FINANCIAL 
EXPERT$ 

by  Michael].  Smith,  MS,  MBA,  CPA,  CPC,  CFP,  QPA 

* I am  in  the  process  of  refinancing  my  home  mortgage  and  have  been 
given  a choice  between  a 30-year  fixed-rate  mortgage  at  8%  and  a 
IS-year  fixed-rate  mortgage  at  7.5%.  The  loan  officer  is  pushing  the 
15-year  mortgage  and  has  shown  me  I would  save  nearly  $292,000 
in  interest  over  the  term  of  the  loan.  Which  option  is  best  for  me! 

* From  an  objective  standpoint,  the  two  alternatives  produce  almost  identi- 
cal results  if  the  payment  differences  are  invested  properly.  Under  the  30- 
year  mortgage,  however,  the  total  benefit  is  substantially  more  liquid.  This 
can  be  illustrated  with  a simple  example.  Assume  that  H and  W purchase 
a home  valued  at  $400,000,  appreciating  at  3%  per  year.  They  need  to 
borrow  $300,000.  They  are  in  the  42%  income  tax  bracket.  The  monthly 
payments  for  a 15-year  mortgage  at  7.5%  are  about  $580  more  than  a 
30-year  mortgage  at  8%.  If  they  opt  for  the  30-year,  they  will  invest  the 
payment  difference  in  a tax-free  municipal  bond  portfolio  earning  5.5%. 
They  will  also  invest  the  tax  savings  from  the  interest  deductions  in  the 
same  portfolio  under  both  alternatives.  Compare  the  result  at  the  end  of 
the  15  th  year: 

15-Year  Mortgage  30- Year  Mortgage 


Value  of  home  $623,000  $623,000 

Less:  Mortgage  0 230,000 

Equity  $623,000  $393,000 

Side  fund  143,000  359,000 

Total  Benefit  $766,000  $752,000 


The  30-year  produces  only  $14,000  less  wealth  than  the  15-year  alternative. 
However,  the  liquid  investment  portfolio  represents  a much  larger  portion  of  the 
total  benefit.  And  while  investments  can  be  easily  converted  to  cash,  it  is  not 
always  easy  to  convert  home  equity  to  cash. 

After  the  15th  year,  H and  W will  draw  funds  from  the  investment  portfolio  to 
make  the  payments  on  the  30-year  mortgage.  Under  the  15-year,  the  portfolio 
would  continue  to  grow.  Despite  the  withdrawals,  the  portfolio  balance  under  the 
30-year  is  nearly  $32,000  more  than  the  balance  under  the  15-year  at  the  30^^  year. 
If  the  side  fund  were  designed  to  yield  8%  after  tax,  the  30-year  would  produce  a 
$216,000  greater  benefit. 

Michael  J.  Smith  is  the  Manager  of  Advanced  Services  at  Mercer  Global  Advisors  (MG  A) . MG  A designs  financial  solutions  to  address  the  unique  needs 
of  doctors  and  dieiT/omi/ies.  Their  financial  planners  are  supported  by  corporate'based  pension,  trust,  accounting  and  lau.' experts,  and  t/ieir /ee-on/)! 
investment  management  services  give  individud  investors  access  to  the  cost  and  tax  benefits  of  msdaidonal  funds . To  reach  MGA , call  toll-free , I ■ 800- 
898'4MGA,  or  visit  their  web  site  at  www.mgadvisors.com.  These  hypothetical  questions  and  answers  are  prtn'ided  for  educational  purposes  only.  Your 
circumstances  my  vary.  Thus,  consult  a financial  and/or  legal  professional  before  making  these  types  of  decisions. 


Texas  Medicine 

Texas  PI 

Allergy 
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is’  Directory 

Gynecologic  Oncology 

CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christi,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

JUSTO  J.  GONZALEZ,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  of  Ajiesthesiology 
Anesthesiology 

7777  Forest  Une  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918.  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS.  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450.  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 


EDWARD  A.TALMAGE.  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 

Bariatric  Surgery 

IRA  J.  KASPER,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 
American  Society  of  Bariatric  Surgery 
Diplomate  American  Board  of  Surgery 

SURGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

5420  Dashwood,  Suite  20 1 , Houston,  Texas  7708 1 
(713)  667-9100  Fax  (713)  667-9133 

Dermatology 

ROBERT  F.  BLOOM.  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  (806)  797-6631 


Medical  City  Dallas  II.  7777  Forest  Lane.  Suite  Bl  16,  Dallas,  Texas  75230; 
(214)  661-7010 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  P.  Wills,  MD 
Richard  S.  Himes  Jr.,  MD 


12221  MoPac  Expy  North,  Austin,  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Medical  Oncology 

JANET  MACHELEDT,  MD  — Medical  Oncology/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

909  Frosnvood,  Suite  221  5618  Medical  Center  Drive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Texas  Physicians’  L 


Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  R Cravens,  MD 
Lee  Kescerson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
> Diseases  and  Surgery  of  the  Eye 

: 2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstreution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 
Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400 
Fax  (972)  566-4317 


MAYME  F.  RICHIE-GILLESPIE,  MD 

[ Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

t Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

I Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 

I ■ 


Orthopedic  Surgery 

SPINE  DIAGNOSTICS  &THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Piano 
6200  W.  Parker  Road,  MOB-I,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
WZ.  Burkhead,Jr.,MD 
Richard  D.  Schubert,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385:  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster.  MD 
James  W Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B1 16 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  j.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 

WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 

Exclusively  childrens  orthopedics,  bone  tumors  of  children,  scoliosis. 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  366-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower.  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months’  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 


TexasMedicine 


Here’s  what’s 
coming  in  the  July 
Texas  Medicine'. 

Fighting  a killer  disease 
Delaying  the  E/M  guidelines 
Wrapping  up  TexMed  ’98 
Fibbing  to  the  HMOs 


AND  INTRODUCING... 


In  case  you  missed  it 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  Lirryjb  @ texmed.  org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 
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Texas  Medicine 


Classified  Directory 


Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


Call  Toll  Free 

1-888-DOCS-911 

817-336-8600) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  own  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
1525  Merrimac  Circle,  Suite  107 
Fort  Worth  TX  75107 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETmVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-534-0665 


Texas,  f)Qllas/7ert 

MEPA  seeks  qualified  physicians  to  staff  communi- 
ty hospitals  in  the  Dallas/Fort  Worth  metroplex. 
ED  volumes  range  from  12,000  to  35,000  annually. 
Competitive,  incentive  based  compensation. 
Qualifications  vary  depending  on  location.  MEPA 
is  a regional  group  of  emergency  medicine 
physicians  dedicated  to  quality.  For  further  infor- 
mation: (800)  346-6687;  e-mail:  opportunities® 
med-edge.com;  Fax:  (972)  789-0339;  14651  Dallas 
Parkway,  Suite  700,  Dallas,TX  75240. 


S<^ 

New  Clinic  practice  in  Tyler  and  surrounding 
area.  Flexible  hours.  Excellent  compensation. 
BE  required.  Primary/moonlighting  positions. 
Fax  CV  to  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

1525  Merrimac  Circle,  Suite  107 
Fort  Worth,  TX  76107 
(888)  DOCS-911 


TEXAS,  North  Texas 


ED  opportunity  in 
economically  thriving  college  town.  45  minutes  from 
Dallas.  Excellent  schools,  museums  and  shopping. 
.Area  lakes  with  excellent  fishing  and  recreational 
activities.  Hospital  has  excellent  reputation  with  ED 
annual  volume  of  19,000.  BE/BC  PC  with  experience. 
For  further  information  contact:  Anne  Biggs,  MEPA, 
14651  Dallas  Parkway,  Suite  700,  Dallas.  TX  75240; 
(800)  346-6687;  fax:  (972)  789-0339;  e-mail: 
opportunities@med-edge.com 


Family/General  Practice 

Family  Practice  — excellent  opportunities.  Attractive 
FP  openings  to  join  well-established  practices  in  the 
DaJlas/Ft.  Worth  area  and  in  South  Texas  just  45  miles 
west  of  the  Gulf  of  Mexico.  Reply  confidentially  to  Laurie 
Myers.  Phone  (800)  338-7107;  fax  (4l4)  427-7251; 
e-mail:  fha@execpc.com. 

Primary  Care  Physician  — National  insurance  company 
with  Austin  office  seeks  part-time,  TX-licensed,  BC  or  BE 
PGP  (FP,  IM  or  OM)  for  its  equipped,  on-site  EAP  clinic. 
Ten  hours  per  week  with  opportunity  to  increase  hours  as 
practice  grows.  Competitive  compensation.  Please  arrange 
for  interview  at  (512)  454-9955;  fax  (512)  454-0017;  or 
e-mail  RockDoc50@aol.com. 

Looking  for  a General  Practitioner  to  join  a thriving 
noninvasive  Cardiology/G.P.  practice  within  1 hour  of 
Dailas/Fort  Worth  Metroplex.  Competitive  salary  and 
benefits.  Needed  A.S.A.P.  Call  (940)  668-7231. 

HOUSTON  METRO  AREA:  Family  Practice.  Outpatient 
positions  with  CIGNA  HealthCare.  Excellent  call  schedule, 
salary  and  benefits  package.  Contact  Dave  Duncan,  (800) 
678-7858.  ID:  4783TX,  fax:  (314)  726-0026,  e-mail: 
careers@cejka.com. 

Part-time  opportunity  in  conjunction  with  State  agency. 
1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1,500  per  day.  No  overnight  travel  required.  Send  CV  to 
ad  reply  atm:  David,  509B  West  Lynn,  Austin,  TX  78703. 

Physician  Opportunity  is  available  in  Dallas/Fort  Worth. 
Low  stress,  office  based  practice.  No  nights,  no  emergen- 
cies, and  no  hospital  work.  Paid  malpractice.  M-F. 

Lucrative  salary  and  benefits.  Call  Lisa  Abell  at 
(800)  254-6425.  or  fax  CV  to  (972)  256-1882. 


Permanent  part-time  position 
2-2  1/2  days  a week. 

San  Marcos,  T.X.  (512)  754-7700. 


Methodist 

Hospitals  of  Dallas 


PHYSIATRY 

Full-time  physiatrist  needed  to  provide 
outpatient  services  in  a hospital-based 
outpatient  rehab  facility.  Spacious  new 
facilities.  Rotate  inpatient  call  with  sec- 
ond staff  physiatrist.  Immediate  avail- 
ability. 


RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatolo- 
gist to  establish  a private  practice  in  the 
immediate  service  area  of  Methodist 
Medical  Center  in  Dallas.  Competitive 
income  guarantee,  start-up  assistance, 
marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board-certified  cardiol- 
ogy group  seeks  three  new  cardiologists 
(electrophysiologist,  interventionist,  and 
non-invasive  cardiologist)  to  join  this 
busy,  progressive  group  over  the  next  two 
years.  Group  has  two  medical  offices, 
one  on  each  of  the  two  Methodist 
Flospital  of  Dallas  campuses  located  10 
minutes  apart. 

NEUROLOGY 

Modern  463-bed  urban,  teaching  facility 
with  Neuroscience  Center  and  new  16- 
bed  Neuro  Critical  Care  Unit  seeks  a fel- 
lowship trained  neurologist  to  join  a sin- 
gle-specialty neurology  group  located  on 
the  campus  of  Methodist  Medical  Center. 


Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947- 
4579,  fax  (214)  947-4502,  e-mail: 
susancogburn@mhd.com. 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  \work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest 
with  list  of  three  references  to: 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Internal  Medicine 

POSITION  AVAILABLE:  BC/BE  internist  with  interest 
in  cardiology  or  cardiologist  with  interest  in  internal  medi- 
cine (2-D  echo,  treadmill  on-site)  to  join  multispeciaity 
clinic.  Large  number  of  geriatric  patients.  Contact  Mr. 
Leroy  Kitch,  Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  TX  78205  or  (210)  224-1771. 

NORTHEAST  TEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  healthcare 
provider  seeks  another  hospitalist  to  join  their  present 
group.  Quality  colleagues,  exceptional  hospital,  top  salary 
and  benefits.  Beautiful  family-oriented  community  with 
temperate  year-round  climate,  resort  lifestyle,  cultural 
amenities,  excellent  schools.  Contact:  Betsy  Wegusen, 

(800)  765-3055,  ID#5338TX.  fax:  (314)  726-3009. 

e-mail:  bwegusen@cejka.com. 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide 
hospital  inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 
ensation  package  includes  salary,  plus 
enefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 
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AUSTIN  INTERNIST 

Seeking  board-certified  (or  board  eligible) 
internist  to  join  busy  internal  medicine 
practice  in  Austin, Texas.  Send  CV  to: 

D.  Merriwether  & Associates 
3203  Glen  Springs 
Kingwood.TX  77339 
phone:  (281)  360-0404 
fax:  (281)  360-4532 
e-mail:  merriweth@aol.com 


Locum  Tenens 


fCia-iiiafft 


C"ST"®?s.TT'^3'^hartirig  '0  hew  career  coufSl- 

i)!^ydoesn't  hove  to  feel  like  re-discoverm® 

[ ^the  New  World.  Staff  Care  will  ser\^ 

I qs  your  guide  to  explore  the  adventurous^ 

realms  of  LOCUM  TENENS.  Travel,  tices^ 

sure  and  occurrence  malpractice  insurance 

□re  inclusive  in  our  total  pocKCige  designi^ 

— ' . , • 1^ 

. to  Qive  you  nationwide  opportunitAev* 
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Locum  Tenens 


Physicians® 

"In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Fermanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  caU  todayl 

1-800-531-1122 


Nephrology 


Nephrology  opportunity  for  BE/BC  candidate 
for  a rapidly  growing  practice.  All  areas  of  clin- 
ical nephrology  and  renal  replacement  therapy 
offered.  Also  looking  for  weekend  coverage.  Fax 
C.V.  to  (903)  234-2016  or  call  (800)  367-8330. 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Immediate 
and  future  opportunities  with  US  HealthWorks.  Call  Ned 
at  (713)  797-6106. 


DEPARTMENT  OF  FAMILY  AND  COMMU- 
NITY MEDICINE,  TEXAS  TECH  UNIVER- 
SITY HEALTH  SCIENCES  CENTER,  has 

openings  for  Occupational  Medicine  physicians 
(BCi/BK)  in  a well-estahlished  Occupational 
Medicine  Center.  Opportunities  include  clinical 
activities  for  over  2.50  client  companies, 
TravelMetl  Clinic,  plus  academic  participation 
in  medical  school,  residency  training,  and  clini- 
cal research.  Salarv’  and  academic  title  will  he 
dependent  upon  tpialifications  and  e.vperience. 
Excellent  fringe  henefits  package.  Send  ajtpli- 
cation  and  c.v.  to: 

Richard  V.  Homan.  M l). 

Chair,  Defiartnient  of  Family  ic 
Comniimity  Medicine 

Texas  Tech  Universitv  Health  Sciences  Center 
Lubbock,  T.X  70-t3() 

(ir  to: 

Anthony  B.  Way,  M l).,  Ph.D. 

Chief.  Division  of  Preventive  Ac 
Occupational  Medicine 

Department  of  Family  Ac  Community  Medicine 

Texas  Tech  Universitv  Health  Sciences  Center 
Lnhhock.  T.X  79430 

'ITLlfSC  is  an  .AA/EOE  employer  and  is 
in  eomplianee  with  ADA. 


Pediatrics 

GULF  COAST  TEXAS  — Practice  in  the  heart  of  one  of 
Americas  favorite  semi-tropical  resort  and  vacation  areas. 
Group  with  over  15  years  of  service  to  the  community  seeks 
BE/BC  Pediatrician  due  to  growth.  Established  practice  will 
allow  selected  candidates  to  move  toward  personal  and  pro- 
fessional goals  from  day  one!  Excellent  hospital  with  ultra 
modern  P.I.C.U.  and  N.B.I.C.U.  adjacent  to  clinic.  This 
family  friendly  community  is  at  the  gateway  to  year-round 
recreational  activities.  Award-winning  schools.  Not  a J-1 
opportunity.  Contact:  Adam  Jones  at  (800)  243-4353. 

No  Nursery,  No  Deliveries,  No  Calls,  No  Weekends 

— BC/BE  Pediatrician  to  join  well-established  Pediatric 
group.  Full-time/part-time  openings  available  immediately. 
Guaranteed  good  salary.  Proposed  work  schedule  allows 
time  CO  enjoy  the  nearby  resort  of  South  Padre  Island. 
Submit  inquiries  and  resume  to  Juan  Aguilera,  MD,  920 
S.  Closner,  Edinburg,  TX  78539.  Phone  (956)  3 1 8-0703; 
fax  (956)  318-0703. 


Radiology 


NOVUS  MEDICAL  LLC 

Offering  Innovative  Radiolo^ 

Service  Solutions 

We  take  pride  in  our  ability  to  build 
long-term  relationships  with  our  clients 
& cur  affiliated  physicians. 

s-  Locum  Tenens 

s-  Contract  Management  Services 

5-  Paid  Malpractice 

Excellent  Compensation 

5-  Attractive  Nationwide 
Opportunities 

Contact:  Jackie 
(800)  369-8389 
(409)  823-6627  Fax 


Other  Opportunities 

Physician  Reviewers  Wanted  — Care  Assessment 
Review  and  Evaluation,  L.L.C.  (CARE),  an  innovative, 
physician-owned  medical  review  company  based  in  Austin, 
seeks  reviewers  for  our  network.  Must  have  Texas  license, 
in  active  practice,  and  Board  Certified  in  specialty. 
Competitive  compensation.  For  information,  call 
(888)  302-REVU,  fax  (512)  454-0017,  e-mail 
RockDoc50^aol.com.  or  visit  our  Web  site  at 
www.angelfire.com/biz/medicalreview. 

We  have  physicians  looking  for  practice  opportuni- 
ties in  the  Texas  area.  Please  call  or  fax  CV  to  Medical 
Advisory  Group  Inc.  Call  (281)  328-4207  or  fax 
(281)  328-4207*51.  Address  6942  EM  1960  E-150 
Humble,  TX  77346, 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 


PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234 


B r o n s t e i n 

& Associates 


I 
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Other  Opportunities 


PULMOIMOLOGIST 
IIMTERVEIMTIOIMAL  CARDIOLOGIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
PULMONOLOGIST  and  INTERVENTIONAL  CARDIOLOGIST  to  join  established  practices.  These  positions 
will  require  energetic  individuals  willing  to  provide  health  care  services  in  an  active  group  setting. 
Competitive,  guaranteed  salary  with  bonus  productivity  plan.  Shareholder  status 
available  in  12-18  months.  Malpractice  insurance,  health  insurance  and  profes- 
sional dues  included  in  benefit  plan.  Relocation  and  interview  expenses  paid. 

This  semi-tropical  location  offers  an  economically  solid,  safe  community  with 
excellent  schools  and  a variety  of  cultural  and  outdoor  recreational  opportuni- 
ties. 


Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 
Fax  (956)  423-0345 


iSf: 


VALLEY  DIAGNOSTIC  CLINIC 


FOR  SALE 

Lucrative  General  Surgery  — 
Hand  Surgery  Practice. 
Surgeons  willing  to  stay  a year 
or  more  for  transition.  Suburban 
Houston  area.  Send  inquiry  to: 


RG  Management 
3506  Deal 
Houston, TX  77025 


Property  for  Sale 

Llano  River  Ranch,  529  acres,  1.5  miles  river  frontage. 
Nice  native  stone,  cedar  house,  guest  house,  caretaker’s 
house,  barn  and  garage.  Abundant  wildlife.  Very  scenic. 
Agent  (830)  864-4533. 


Office  Space 

LEASE  — Primary  care  physician  seeking  specialist  to 
share  Medical  Clinic  Building,  1-45  North  at  Tidwell, 
Houston,  Texas.  X-rays,  Physical  Therapy,  and  laboratory 
available.  Contact  Dr.  Valenzuela,  (713)  691-0035. 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

FOR  SALE  — MEDICAL  BUILDING  & PRACTICE. 
Accommodates  2 physicians.  2,500  sq.  ft.  Over  30  parking 
spaces  on  Vi  acre.  X-ray  film  processor,  lab,  physical  thera- 
py, 9 exam  rooms,  two  private  offices,  large  waiting  room. 
Family  general  practice,  over  6,500  patients.  Fully 
equipped.  Great  location  near  1-45  North  and  Parker. 
Inquiries  to:  P.O.  Box  16955,  Houston,  TX  77022. 

Gynecology  practice  and  office  condominium  for  sale 
or  lease.  Located  in  Richardson.  Texas  (North  Dallas  area). 
Fax  replies  to  (972)  644-5338. 

Turn  Key  opportunity  in  Houston, Texas.  For  Sale: 
in  a modern  office  building,  a fully  equipped  elegant  new 
office  with  three  examination  rooms  and  a minor  surgery 
room  located  in  Houston.  Texas.  Call  beeper  number 
(800)  506-4074  and  contact  Box  271 139.  Houston,  Texas 
77277. 


CLASSIFIED  ADVERTISING  CATEGORIES 


Allergy  and  Immunology 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Fomily/Generol  Practice 

Gastroenterology 

General  Surgery 

Geriotrics 

Hematology 


Internal  Medicine 
Locum  Tenens 
Neonatology 
Nephrology 
Neurology 
Neurosurgery 
Obstetrics/Gynecology 
Occupational  Medicine 
Oncology 
Ophthalmology 
Orthopedics/Orlhopedic 
Surgery 


Otoloryngology 
Pathology 
Pediatrics 
Physical  Medicine/ 
Rehobilitotion 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Rheumatology 
Urology 

Other  Opportunities 


Positions  Wonted 

Entertainment 

Equipment 

Office  Space 

Practices 

Property 

Travel 

Vocotion  Homes 
Wanted  to  Buy 
Business  and  Financial 
Services 
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Office  Equipment 

Waiting  room  furniture,  phone  system,  medical  office 
equipment,  ceiling  lights,  Dr.’s  office  moving  sale,  charts  if 
interested.  Call  Tracy  Spence,  (972)  596-1003. 

BUSINESS  AND  FINANCIAL  SERVICES 


Prompt  Payment  of  Claims 

ROBERT  V.  WEST,  M.D. 

Attorney  ot  Low 

6217  Broadway  • San  Antanio,  Texas  78209 
(210)  822-1)15— Telephone 
(210)  824-0182  — Facsimile 
DrWest4218@aol.com  — e-mail 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of  accu- 
rate transcription  by  experienced,  well-trained 
personnel.  For  more  information  call  toll-free 
1-888-799-1399. 


LEGAL  SERVICES 

i Immigration  Problems?  Employment  Authorization, 
Relative  Petitions,  Labor  Certifications,  Preference  Peti- 
tions, Temporary  Work  Permits,  Naturalization,  and 
' Deportation  Proceedings.  The  Law  Offices  of  G.  Welling- 
I ton  Smith,  PC.,  702  Colorado  Sc.,  Suite  1.130,  Austin, 

I Texas  78701,  (312)  476-7163,  www.ilw.com/smith,  e- 
mail:  geewhiz@ibm.net.  Board  certified.  Immigration  and 
Nationality  Law,  Texas  Board  of  Legal  Specialization. 

Legal  Representation  of  Health  Care  Professionals 


HEALTH 

CARE 

LAW 


Advertising  Rates  & Data  — Regular  classified  advertis- 
ing sells  for  $2.00  per  word,  minimum  25  words  or  $50. 
per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  typefaces, 
logos,  and  borders  may  be  used  in  display  classified  ads. 
Discounts  are  available  for  display  classified  ads  5 inches 
and  larger. 

5 to  9i/2  inches  $85/inch 

10  to  19i/2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substituted 
for  formal  addresses  upon  request  at  no  extra  cost.  Name 
and  address  of  ad  box  number  listings  cannot  be  given  out 
unless  specific  permission  to  do  so  has  been  given.  The 
advertising  office  will  not  contact  ad  box  number  holders 
except  by  mail.  Copy  deadline  is  the  1st  of  the  month  (or 
the  closest  business  day)  preceding  publication.  Send  copy 
to  Melissa  McAdoo,  Advertising  Manager.  Texas  Medicine, 
401  West  1 5th,  Austin.  Texas  78701 . 


• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 
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Fourth  Annual  Breast  Care  Advances 
FOR  THE  Primary  Care  Practitioner 

AUGUST  22,  1998 
DALLAS,  TEXAS 

Court#  Choir:  George  Peters,  M*D. 

Course  Directors:  Eugene  Frenkel,  M.D., 
A.  Marilyn  Leltch,  M.D., 
end  Red  Rehrich,  M.D* 

• CO-SPONSORED  BY: 

. The  UT  Southwestern  Center  for  Breast 
Care,  The  Susan  G.  Komen  Breast  Cancer 
Foundation,  The  Wendy  and  Emery  Reves 
Breast  Cancer  Diagnostic  & Treatment 
■ Center  at  Zale  Lipshy  University  Hospital, 

• and  The  American  Cancer  Society 

PLACE: 

• Excellence  in  Education  Foundation 

. Auditorium  Harold  C.  Simmons  2nd  Floor 
UT  Southwestern  Medical  Center  at  Dallas 

. DESCRIPTION: 

A Unique  Update  for  Primary  Care 
Physicians:  Multidisciplinary  Approach  to 
Breast  Care  Diagnosis  and  Evaluation 
Techniques.  Hands-on  Workshops,  and 

• New  Topics:  High  Dose  Chemotherapy, 

. Minimally  Invasive  Surgery,  Cost  Effective 
Cancer  Follow-up,  Male  Breast  Cancer. 

. CME  credit  offered 

• FEE: 

. $85.00  Physicians;  $75.00  UT  Alum 

• CONTACT: 

. Continuing  Education;  UT  Southwestern 
Medical  Center  at  Dallas  / 5323  Harry 
Hines  Boulevard  / Dallas,  TX  75235-9059 
Phone:  214/648-2166,  1/800/688-8678 

• Fax:  214/648-2317 

• http://www.swmed.edu/home_pages/cme/ 

. cemain.html 

m 

Zale  Lipshy  University  Hospital 

At  Southwestern  Medical  Center 
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Advanced  : 
Seminars  : 
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Announcing  the  Second  of  the 
1998  Series  of  Advanced  Seminars: 


A PRACTICAL  UPDATE  IN  PHYSICAL 
MEDICINE  & REHABILITATION  TO  IMPROVE 
PATIENT  FUNCTIONAL  OUTCOME:  A 
DIDACTIC  41k  SKILLS  SYMPOSIUM  FOR 
THE  PRIMARY  CARE  PRACTITIONER 


Karen  Kowalslce,  iVl.D.  and 

Geetha  Pandian,  Nl.D.  — Course  Directors. 

CAAK  Credit  offered 


vJune  1998  — Dallas,  Texas 


For  information,  contact:  Office  of  Continuing  Education 
214-648-2166;  1-800-688-8678;  FAX  214-648-2317 


Southwestern 


An  equal  opportunity  institution 


Fourth  Annual  Advances  In  Breast  Care,  August  22, 
1998,  UT  Southwestern  Medical  Center,  Dallas,  Texas.  A 
unique  update  for  primary  care  physicians,  multi  discipli- 
nary approach  to  breast  care,  cutting  edge  diagnosis  and 
evaluation  techniques,  hands-on  workshops  and  new  topics 
including  High  Dose  Chemotherapy,  Minimally  Invasive 
Surgery,  Cost  Effective  Cancer  Follow-up,  and  Male  Breast 
Cancer.  CME  credit  offered.  Course  Chair:  George  N. 
Peters,  M.D.;  Course  Directors  Eugene  Frenkel,  M.D.,  A. 
Marilyn  Leitch,  M.D.,  and  Rod  Rohrich,  M.D.  Contact 
Kathy  Matthews,  program  coordinator,  (214)  648-2200. 

A Practical  Update  In  Physical  Medicine  & 
Rehabilitation:A  Didactic  & Skills  Symposium  For 
The  Primary  Care  Practitioner,  June  27.  UT 
Southwestern  Medical  Center,  Dallas,  Texas.  Course 
Directors:  Karen  Kowalske,  M.D.,  and  Geetha  Pandian, 
M.D.  Contact  Kathy  Matthews,  program  coordinator, 
(214)  648-2200. 

Santa  Fe  Colloquium  on  Cardiovascular  Therapy. 

October  8-10,  1998.  Santa  Fe,  New  Mexico.  Sponsored  by 
American  College  of  Cardiology.  Program  Directors: 
Jonathan  Abrams,  MD,  FACC;  Michael  H.  Crawford, 
MD,  FACC.  17  category  1 credit  hours.  For  information, 
call  (800)  253-4636,  ext.  695;  fax  (301)  897-9745. 

Enhancing  Your  Clinical  Practice  Using  The 
Computer:The  Physician  and  The  Internet,  June  13 
(June  12  - Preconference),  UT  Southwestern  Medical 
Center  at  Dallas,  Simmons  Biomedical  Research  Building 
and  L Building.  Course  Director:  Ron  Peshock,  M.D. 
Contact  Connie  Hayes,  program  coordinator, 

(214)  648-3142. 


Radiology  (Abdominal) 

October  1-3 

OB/Gyn 

August  13-15 

Family  Practice 

July  9-11 

Emergency  Medicine 

July  23-25 
September  10-12 

Advanced  Emergency 
Medicine 

June  5-6 
November  6-7 

OB/Gyn  (5  day) 

June  8-12 

August  3-7 
September  21-25 

Echocardiography 

July  13-20 
November  9-16 

Vascular  Ultrasound 

June  15-19 
October  5-9 

Radiology 
(5-day  Abdominal) 

June  1-5 

July  27-31 
September  14-18 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (800)  239-1361 
for  more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  I credit 
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Baylor  College  of  Medicine,  Department  of  Medicine  and  the  Veterans  Affairs  Medical  Center,  Department  of  Medicine,  Houston,  Texas 


Comprehensive  Review  Course  in 
Internal  Medicine  and  Board  Review 


July  12  - 16,  1998  • Houston  Marriott  Medical  Center  Hotel,  Houston,  Texas 


A complete  review  of  internal  medicine  and  related  topics,  designed  to  provide  state-of-the  art  update 
for  practitioners,  as  well  as  prepare  candidates  for  the  internal  medicine  board  exam. 


Topics  to  Include: 

• Allergy 

• Gastroenterology  • Neurology 

• Otolaryngology 

• Cardiovascular 

• Geriatrics 

• Obstetrics  and 

• Psychiatry 

• Dermatology 

• Hematology 

Gynecology 

• Pulmonary 

• Endocrinology 

• Infectious  Disease  • Oncology 

• Rheumatology/Orthopedics 

• Ethics 

• Nephrology 

• Ophthalmology 

Physicians 

Fellows  & Residents 

Prior  to  6/1 5/98 

□ $600  After  6/15/98 

□ $400 

□ $630 

□ $430 

For  Further 

Information 

Contact 


Joan  Schauer 

Baylor  College  of  Medicine 
Office  of  Continuing  Education 
One  Baylor  Plaza,  SI  04 
Houston,  TX  77030-3498 


(713)  798-6020  phone 
(713)  798-7955  fax 
e-mail:  jschauer@bcm.tmc.edu 


Lymphatic  Mapping  and  Sentinel  Lymph  Node 
Biopsy  in  Breast  Cancer  and  Melanoma.  June  18. 
UT  Southwestern  Medical  Center  at  Dallas,  Simmons 
Biomedical  Research  Building  and  Harry  S.  Moss 
Clinical  Science  Building,  J9.  Course  Directors:  Thomas 
Anthony,  M.D.,  Bill  Erdman,  M.D.,  David  Euhus, 
M.D.,  and  Dana  Mathews,  M.D..  Ph.D.  Contact  jonya 
Kelsey- Williams,  program  coordinator,  (214)  648-3792. 

An  Update  in  Pain  Management.  June  27.  UT 
Southwestern  Medical  Center  at  Dallas,  McDermott 
Plaza.  D 1.600.  Course  Director:  NoorCajraj,  M.D. 
Contact  Stacey  Novotny,  (214)  648-2166. 

The  American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine  is  holding  its  52nd  Annual 
Meeting  in  San  Antonio,  Texas  September  17  to  19, 
1998.  This  multi-disciplinary  meeting  will  be  of  benefit 
to  the  pediatrician,  family  practitioner,  orthopaedist,  and 
their  staffs.  For  information,  call  (847)  698-1635- 

Stroke  Prevention  For  The  ’90s,  August  I,  UT 
Southwestern  Medical  Center  at  Dallas,  co-sponsored 
with  Texas  Medical  Association  in  conjunction  with 
American  Heart  Association.  UT  Southwestern  Medical 
Center  at  Dallas,  Simmons  Biomedical  Research 
Building.  Excellence  in  Education  Foundation 
Auditorium.  Course  directors:  Ralph  Greenlee.  M.D.. 
and  David  Unwin,  M.D.  Contact  Kraig  Steubing, 

(214)  648-2166. 


The  Alliance  for  Medical  Management  Education 
Degree  and  Certificate  Program  — Healthcare 
Accounting  and  Finance.  August  2-8.  Office  of 
Continuing  Education,  UT  Southwestern  Medical  Center 
at  Dallas,  jointly  sponsored  with  University  of  Texas  at 
Dallas,  School  of  Management.  American  Airlines  Training 
and  Conference  Center,  Dallas.  Course  Director:  John 
Burnside,  M.D.  Contact  Kathy  Matthews,  program  coordi- 
nator, (214)  648-2200. 


To  find  CME  opportunities  inTexas,  go  to 

<http://www.texmed.org/>  and  click  on  Education/CME. 
Then  select  Continuing  Medical  Education  or  call  (800) 
880-1300,  ext.  1552,  or  (512)  370-1552. 


Seminar  Highlights 

✓ Release  and  Retention  Issues 

✓ Terminating  Patients 

✓ Common  Questions  about 
Documentation 

✓ Medical  Records  and  the  Lawsuit 

✓ Charting  Pearls 

Coming  soon  to  these  locaMons: 

Houston  - June  1 1 
Austin  - June  18 
Amarillo  - June  25 
Corpus  Christi  - July  9 
Irving  - July  16 

mean  (8001  880-1300.  ext  MVi 
or  1512)  370-1411  to  registi;< 
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Question 


What  is  the  best  advice 
a colleague  has  given  you? 


“A 


new-patient  visit  should  cost  the  same  as  a 
good,  new  white  shirt.  And,  you  don’t  have  to 
make  everyone  happy,  just  never  p them  off!” 


Sanford  T.  Ward,  DO,  52 

otolaryngology,  Lubbock 


Iways  keep  in  mind  the  difference  between  ide- 
alistic medicine  and  realistic  medicine.” 


Orlando  J.  Suris,  MD,  41 

obstetrics-gynecology,  San  Antonio 


rimum  non  nocere.  (First  do  no  harm.)” 


Charlie  R.  Hoses,  MD,  50 

obstetrics-gynecology,  Port  Arthur 


^^^atients  are  the  focus  of  our  attention,  and  we 
should  listen  to  their  complaints  with  open 
minds  and  compassion.  We  should  treat  them  as  we  would 
treat  family  members.” 


Even  though  you  have  a medical  or  surgical  spe- 


cialty, remember  that  you  are  first  a physician. 
You  will  better  serve  your  patients,  and  your  stature  will  be 
magnified.” 


Herman  W.  Wolff,  Jr,  MD,  61 

general  surgery,  Wharton 


^ ^ ■ f possible,  give  all  medications  for  internal  use 
Morally.  If  you  get  a bad  reaction  to  an  injectable 
medication,  you  can’t  stop  its  reaction.” 


Clyde  M.  Caperton,  MD,  67 

dermatology,  Bryan 


ay  attention  to  your  patients.  They  need  you  to 
listen  to  them.” 


Walter  J.Turkowski,  MD,  35 
internal  medicine,  Plainview 


ecome  an  orthopedic  surgeon.  They  work  hard, 
play  hard,  and  use  a hammer.” 


Arturo  E.  Aviles,  MD,  57 

pulmonary  diseases,  Dallas 


John  C.  Wright,  MD,  50 

orthopedic  surgery,  Victoria 


carefully  to  your  patients.  They  probably 
dl  you  what  is  wrong  with  them.” 

Richard  L.  Wallner,  MD,  43 

obstetrics-gynecology,  De  Soto 


r Thomas  Nesbit,  an  older  ophthalmologist  in 
San  Antonio,  told  me  years  ago,  ‘Pay  attention 
to  the  diseases  that  really  kill  people,  like  cancer,  diabetes, 
heart  disease,  hypertension,  stroke,  and  asthma  — and  re- 
ally know  how  to  treat  these  — and  you  will  do  people  a 
good  service.  Let  the  smart  boys  in  the  ivory  towers  worry 
about  the  rare  leukemias  that  you  can’t  do  anything  about.’” 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physicians 
are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions  for  fixture  topics.  Send  them  to 
Texas  Medicine,  Back  Talk.  401  W 15th  St,  Austin,  TX  78701;  fax  them  to  (512)  370-1632; 
or  e-mail  them  to  amy_lykke@texmed.org. 


Barry  L Ungerleider,  DO,  48 
geriatrics.  Corpus  Christi 
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Turning  the  screws  on  cardiovascular  disease 


she^nr^  volume 


Autoflex 

Leasing  has  been  listening  to  physician’s  hearts  for  over  15^ 
years.  With  no  down  payment,  no  security  deposit,  lower  ^ 
monthly  payments,  next  day  home/office  delivay,  free  quahty^ 
rental  cars,  tratje-ins,  GAPP  insurance  and  more: 

^ -iT  ■■  ■;  ^ 

Even  better,  you’re  literally  only  a quick  phone  call  away 
getting  that  new  car  delivered  to  your  door  tomorrow! 
Sound  easy?  Sound  exciting?iJfhere’s  more!  * # S ' 

JiTS;  ::■ : AutoHex  has. 

become  comiram^*sresident  expert  in  automobiJ^ 

leasing.  Established  in  1982,  Autoflex  Leasing  is  yeco^^ 
for  it’s  superior  service  record,  flexibl 
and  tremendous  volume  buying  power.  B 
^ ^ , Trent  52l|i|fejSSBfe||^felowCT  wst^frwlue 
and  more  money  for  your  ,, 

While  a new  car  dealership  may  offer  only  one  or  twolease 
programs.  Autoflex  Leasing  offers  ybuj  more  ihm  fifly. 
Besides  searching  every  lease  program  available  in  ^j^d^^ase 
nationvwi^we  also  haveBt^^IS) 

' We  compare  every  facet  of  your  auto , 

lease  and  combine  it  with  our  buying  power  to  offer  you  the^ 
lowest  leasing  rates  available.  Who  do  you  think  can  taiy  a ' 
new  vehicle  for  less...  the  individual  who  buys  a new  carv 
every  few  o^.^: 

why  so  many  of  your  peers  have  cho^h  Autoflex  Leasing  to  be 
their  leasing  agent  for  Hfe.  For  more  mformatioi 


Superior 

Service 


Free 

DELIVERY 


LOWER 

Monthly 

PAYMENTS 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  or 
the  road. 

3.  You  can  take  advantage  of  all  rebate; 
and  incentives. 

4.  Prompt  service  and  delivery  to  youi 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit 
leases  available. 

6.  Trade-ins.  We  will  purchase  youi 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 


Endorsed  by  medical  associations  nationwide,  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasi 


★ 


Over  800  TMA  members  have  already  signed  up  for 
this  great  coverage... why  haven’t  you? 


Call  today  and  get  the  details: 

1 800  880-8181,  Dept.  2207 

(weekdays  between  7:30  a.m.  and  3:30  p.m.) 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Underwritten  by  the  Prudential  Insurance  Company 
of  America,  Prudential  Plaza,  Newark,  NJ  07102. 


Endorsed  by 

Texas  Medical  Association 
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Big  Bern 


If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor, 
Texas  Medicine,  Texas  Medical  Association,  401  W 1 5th  St,  Austin,  TX  78701 . 
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Saving  the 
hearts  of  Texas 

It’s  usually  thought  of  as  a mans  disease,  but  more  women  die  of 
cardiovascular  disease  than  breast  cancer.  Heart  attacks  and 
strokes  remain  the  top  killers  in  Texas,  yet  too  little  attention  is 
paid  to  them.  TMA  has  joined  a broad  coalition  of  health  care 
providers  trying  to  change  all  that  by  raising  awareness  among 
physicians  and  the  general  public. 

BY  LAURIE  STONEHAM 


Cover  photograph  by  DAVID  OMER 

Sculpture  by  BEVERLY  SATCH  MANGHAM.  courtesy  of  Women  & Their  Work 


- - " - . ..  ... 

Legislative  Affairs 

Political  clout 30 

Few  people  gave  Supreme  Court  Justice  John  Cornyn  much  of  a chance  when  he  en- 
tered the  Republican  primary  election  for  attorney  general  against  2 veteran  politicos. 

But  thanks  to  help  from  TEXPAC  and  the  TMA  Alliance,  he  won  the  GOP  nomination 
and  now  faces  another  tough  fight  against  former  Atty  Gen  Jim  Mattox  in  November. 

BY  KEN  ORTOLON 

Medical  Economics 

The  victory  march 40 

Texas  physicians  and  their  colleagues  across  the  nation  were  on  the  verge  oj  rebellion  over  the 
governments  plan  to  impose  neiv  dociimentation  guidelines  Jor  evaluation  and  management 
services.  However,  intervention  by  TMA  and  others  in  the  federation  of  medicine  has  caused 
the  feds  to  back  ojf  — at  least  for  now. 

BY  LAURIE  STONEHAM 


Commentary 

Blue  Cross  Blue  Shield’s  troubling  new  direction 45 

The  Blue  Cross  Blue  Shield  of  Texas  merger  with  its  Illinois  counterpart  and  its  announced  intent  to  link  up  with  the  North 
Texas  health  care  giant  Texas  Health  Resources  mean  the  venerable  company  is  acting  like  any  other  insurer. 

BY  ROBERT  M.  TENERY,  MD 

WWMWWWWBWBBWIIlWIlllllBiWWIlWIIWfri^  I'  "" 


VOLUME  94  ★ NUMBER  7 


3 


July  1998  Volume  94  No.  7 


TexasMedicine 


Law 

Slow  pay  and  Texas  law...49 

Having  trouble  getting  paid  by  insurance  carriers? 
Two  new  state  laws  holding  state-regulated  pre- 
ferred provider  organizations  and  health  mainte- 
nance organizations  to  the  same  prompt  payment 
standards  as  indemnity  plans  may  offer  some  help. 
BY  LEE  A.  SPANGLER,  JD 

Get  it  right 50 

Assignment  of  rights  under  a first-party  insurance 
claim  can  be  a tricky  business.  Here’s  what  you 
need  to  know  to  avoid  trouble. 


The  Journal 53 

Methodology  of  quality  improvement  projects  for  the  Texas  Medicare  population 

BY  PETER  W.  PENDERGRASS,  MD,  MPH;  ROBERT  L.  ABEL,  PHD; 

MARK  BING,  MD,  MPH;  ROBERT  VAUGHN,  MPH;  AND  CAROL  MCCAULEY,  RRA 


Fetal  alcohol  syndrome:  a review  for  Texas  physicians 

BY  JAMES  R.  WEST,  PHD;  DENNIS  M.  PERROTTA,  PHD,  CIC; 
AND  CARLTON  K.  ERICKSON,  PHD 
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Physicians  lost  long  ago 

Regarding  “Cow Town  Showdown” 
(April  1998  Texas  Medicine,  pp 
38-44),  no  wonder  we  are  losing. 
We  are  using  toy  guns  and  playing 
games. 

Doctors  lost  the  war  when  they 
started  taking  Medicare  assignments. 
American  physicians  have  sold  their 
birthright  for  bread  and  a pottage  of 
lentils. 

Nolen  D.  Geddie,  Jr,  MD,  PA 

401  Bryson 
Athens,  rX  75751 

Winning  the  battle, 
but  not  the  war 


I read  with  great  interest  the  article 
“Cow  Town  Showdown”  (April 
1998  Texas  Medicine)  about  the 
physicians  who  challenged  Harris 
Methodist  Health  Plans  in  court.  Its 
financial  arrangements  with  physi- 
cians had  been  contained  in  a contract 
presented  to  the  physicians  as  a “take 
it  or  leave  it”  proposition.  The  Fort 
Wotth  physicians  won  this  battle,  but 
I suspect  we  have  all  lost  the  war. 

It  is  widely  predicted  that  over  the 
next  3 years  we  will  see  the  current  18 

Express  your  point  of  view  in  Texas  Medicine. 

To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine. 
TMA,  401  W 15th  St,  Austin,  TX  78701:  fax  (512)370-1632; 
e-mail  larryjj@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  neces- 
sary, you  may  include  a few  references,  preferably  less  than  five. 
Letters  are  published  at  the  discretion  of  the  managing  editor  and 
editorial  advisors,  and  are  subject  to  editing  and  abridgment. 
Letters  represent  the  opinions  of  the  authors  and  do  not  necessar- 
ily reflect  the  policies  of  the  Texas  Medical  Association. 


major  insurance  carriers  in  North  Texas 
consolidated  into  3 or  4 through  mergers 
and  acquisitions.  When  1 insurance 
company  controls  a quarter  or  more  of 
our  patients,  the  days  of  challenging  any- 
thing it  does  in  court  or  elsewhere  will  be 
over.  Even  to  criticize  the  company  could 
be  financial  suicide.  The  days  of  threat- 
ening to  withdraw  from  a managed  care 
plan  because  of  poor  reimbursement,  as 
physicians  in  Dallas  did  last  year,  are  cer- 
tainly over.  (See  “Just  Say  No,”  Decem- 
ber 1 997  Texas  Medicine,  pp  28-30.) 

The  big  losers,  of  course,  will  be  the 
patients.  They  will  have  fewer  choices 
in  insurance  and  even  less  influence 
over  the  behavior  of  the  insurance  com- 
pany. They  will  be  seen  by  physicians 
who  will  be  working  harder  and  harder 
for  less  and  less  money  and  in  a posi- 
tion where  acting  as  an  advocate  for  the 
patient  could  result  in  financial  disaster. 
As  long  as  patients  truly  believe  that  it 
makes  sense  to  pay  $5  for  a $45  office 
visit,  $ 1 ,000  MRI,  or  a $ 1 0,000  cardiac 
bypass,  this  situation  will  never  change. 
He  who  pays  the  bills  makes  the  rules. 

Edwin  H.  Charnock,  MD 

7777  Forest  Lane 
Building  B,  Ste  115 
Dallas.  TX  75230 


A warning  about  allied 
health  professionals 

Eddie  Dunlap’s  letter  in  the  March 
1998  Texas  Medicine  (“CRNA 
Training  Is  Extensive,”  p 5)  should 
serve  as  a warning  to  physicians: 
Our  allied  health  care  colleagues  hon- 


estly believe  they  are  as  qualified  as 
physicians  to  practice  medicine. 

Unfortunately,  in  states  like  Massa- 
chusetts, where  I am  currently  enjoy- 
ing my  second  year  of  internal 
medicine  training,  midlevel  practi- 
tioners are  having  success  in  convinc- 
ing the  medical  industry,  at  least  on  an 
economic  level;  they  are  making  up  to 
80%  of  the  salaries  of  graduating  gen- 
eral internists,  further,  the  vast  major- 
ity enjoy  their  practices  without  the 
hassle  of  call  and  other  unpleasantries. 

Many  of  the  nurses  with  whom  I 
work  are  interested  in  pursuing  nurse 
practitioner  training,  and  who  could 
blame  them?  For  only  2 years  of  addi- 
tional study  (during  most  of  which  they 
take  part-time  classes  from  other 
nurses),  they  receive  better  pay,  more 
normal  hours  than  floor  nurses,  and 
more  recently,  the  “prestige”  of  being 
primary  care  providers.  Many  even  “sub- 
specialize” as  family  nurse  practitioners 
(FNP  — meant  to  be  confused  with  a 
medical  specialty?),  oncology  NPs,  etc. 

As  ridiculous  as  it  is  to  me  to  think 
that  someone  would  equate  our  training 
with  theirs,  unless  physicians  tell  the 
whole  story,  lay  people  will  believe  those 
like  Mr  Dunlap  who  say  being  an  ICU 
nurse  is  the  same  as  serving  an  internship 
in  a busy  hospital.  Of  course,  Mr  Dun- 
lap somehow  forgot  to  mention  in  the 
letter  the  4 years  after  college  we  spend 
in  medical  school  before  residency  train- 
ing, but  I’m  sure  others  would  as  well. 

Monty  Tew,  MD 

97  Strathmore  Rd,  Apt  10 
Boston,  MA  02146 
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Superior  Leasing  means  “Superior  Service”... 


I Oe posit  • NeH  0(^1^  Delmirif 

'No  Doi^n  Paipment  • No  Sui^ptises  at  Oell^eiri^l 

Loaiaei^  Cats  • "Nass/e-Ptei  Shopping 
I ' &ilP  /nsutance  Included  • itsk  dibout  Cash 


Black 


CALL  TOLL  FREE: 


Per  Month* 


1-800-988-0994 

Or  (972)  994-0994 

www.superiorleasing.com 


685A  Package,  3rd  Seat,  Leather,  6 Disc  CD  Changer,  Front  k Rear  Air  Conditioning  and  Running  Boards!! 


18  month  closed-end  lease  with  purchase  option,  MSRP-  $34,635.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $2,543  due  at  inception. 
I No  security  deposit  on  approved  ci^it.  Total  of  payments-  $21,504.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  for 

; every  added  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  ARE  WELCOME!! 


"If  you  don't  call  for  our  low  lease  quotes... 
YOU'LL  PAY  TOO  MUCH!! 


Superior  Leasing 
is  preferred  by 
: the  physicians 


Here's  what  one 
had  to  say... 


"I  had  two  cars  with  unfinished  leases.  Throng  Superior  leasing, 

I was  able  to  terminate  those  leases  and  lease  two  new  cars  ofmp  choice 
including  a BMW  740  il  Theij  were  delivered  to  my  fimt  door  in  just  two 
days!  Thafswhaticall  ‘creative financing!  Tome, 

Superior  Leasing  means  Superior  Service!!" 


Miguel  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


"Home  of  the  tailor-made  lease. 


;High  mileage,  low  mileage,  closed  or  open-ended,  maximum  tax  impact,  multiple  security  deposits,  zero  or  maximum  down  and  regardless  of  credit  history... 

whatever  you  need,  Superior  Leasing  can  provide.  We  will  custom  tailor  a lease  to  best  fit  your  needs! 
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Icxaj  Medical  A$$ociafion  1998  fall 


Conference 

Sepfember  19  ► Ausfin 
Qualify  in  (he  face  of  Change 


Outstanding  speakers  on  timely  topics 

■ ■ ■ 

Special  Dawn  Duster  session 

■ ■ ■ 

AMA  PRA  Category  1 CME  credit 


Free  registration  for  TMA  members 

■ ■ ■ 

Luncheon  compliments  of  Texas  Medical  Liability  Trust 

■ ■ ■ 

Elegant  Renaissance  Austin  Motel  located  in 
Arboretum  shopping  and  dining  area 


Mark  your  talendar  now  fo  attend! 

For  more  information,  call  Texas  Medical  Association  at 
(800)  880-1300,  ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA's  Web  site  at  vww.texmed.org. 
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TexasMedical 

Association 


A way  to  regain  control 


As  chair  of  the  board  of  directors  of 
Physician  Partners  of  Texas,  Inc 
(PPT),  I want  to  let  Texas  physi- 
cians know  that  a medical  deliv- 
ery system  is  being  developed  that  will 
put  doctors  back  in  control  of  medical 
care  and  make  sure  quality  care  does 
not  take  a backseat  to  corporate  prof- 
its. PPT  represents  a company  built 
From  the  ground  up  in  which  the 
medical  delivery  chapter  will  encom- 
pass and  control  the  financial/eco- 
nomic  chapter  of  the  organization. 

PPT  was  created  to  become  the 
only  system  in  Texas  owned  and  con- 
trolled solely  by  physicians  and  den- 
tists. PPT  will  enlist  support  from  and 
sign  on  practicing  physicians  and  den- 
tists in  communities  throughout  Texas, 
first  as  shareholders  and  later  as 
providers  for  the  health  plan. 

PPT  will  empower  physicians  by 
placing  medical  decision-making  back 
in  our  hands,  bypassing  the  nonphysi- 
cian executives  and  shareholders  from 
dictating  medical  decisions.  By  being 
in  the  center  of  the  health  care  deliv- 
ery system,  PPT  physicians  will  re- 
duce excessive  costs  of  health 
maintenance  organizations  (HMOs), 
allowing  us  to  provide  the  quality  care 
that  should  be  the  focus  of  the  pa- 
tient-physician relationship. 

The  success  of  PPT  s initial  stock 
offering  last  September  has  enabled  us 
to  grow,  as  more  physicians  partici- 
pate in  its  ownership,  which  currently 
includes  33  doctors  in  San  Antonio, 
Laredo,  Plano,  and  Corpus  Christi.  In 
addition,  physicians  in  Dallas,  Tyler, 
and  Austin  have  requested  the  Regula- 
tion A prospectus. 

PPT  directors  have  hired  an  experi- 
enced management  team,  which  will 
report  to  and  work  for  physicians. 
That  will  ensure  that  medical  decisions 
are  made  in  the  patients’  best  interests. 

Physicians  who  participate  in  PPT 
will  have  greater  autonomy  in  patient 
care  and  will  receive  reasonable  reim- 
bursements, plus  have  the  potential 
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' for  equity  growth  in  the  company.  Ad- 
vantages to  patients  will  include  com- 
petitive premiums,  a greater  choice  of 
doctors  in  the  PPT  network,  and  most 
I importantly,  health  care  decisions 
[ made  solely  by  physicians. 

PPT’s  mission  is  to  provide  the 
highest  quality  managed  health  care 
. services  to  our  patients  and  meet  em- 
^ ployers’  cost-containment  expecta- 
tions; to  preserve  physician  autonomy 
in  decisions  regarding  the  delivery  of 
sound,  effective  medical  care;  and  to 
serve  as  a model  for  future  health  deliv- 
ery systems  by  providing  compassion- 
ate managed  care,  focused  foremost  on 
patient  wellness,  not  corporate  profits. 

Please  call  for  more  information  at 

(800)  366-5811  or  (210)  341-7131; 

or  e-mail  pptinc@flash.net. 

I 

I 

: Victor  A.  Saldivar,  MD 

I 519  W Houston  St 
San  Antonio,  TX  78207 


TM4 
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World  of  Medicine 
at  Your  Fingertips. 

I.ilaarians  travel  tlie  world  of  inetlieal  inlormalion  daily 
to  itet  the  latest  knowledge  into  your  hanrls.  'I'MA  Library 
stall  use  clinieal  databases,  the  Internet,  and  print  resources 
to  search  for  answers  to  your  clinical  ciuesti<;ns.  What  do 
you  need  to  kiioir  today!'  Reference  .services  are  a benefit  of 
membership  and  ;ire  free  of  charge  to  'I'MA  members. 

For  more  information:  (800)  880-1300,  ext.  1330, 
or  (312)  370-1330,  t))iaJihraiy@tc.x)ned.ory. 


Malpractice 

Insurance 

Alternatives! 

Cunningham 

Group 

"Insurance  and  Risk  Management  Services  Since  1947” 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  • 
e Clinics  e Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
e Multi-Specialty  Practices  e 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 


Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 
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For  a copy  of  the  1994  or  1997  E&M  guidelines,  call  (800)  880  1300,  ext.  1411,  or  (512)  370-1411;  or  e-mail  heather_c@texmed.org.  For  more  information 
on  the  guidelines,  call  the  TMA  Health  Care  Financing  Department  at  (800)  880-1300,  ext.  1414,  or  (512)  370-1414;  or  e-mail  raquel_b@texmed.org. 

To  receive  breaking  health  care  news  via  e-mail,  send  us  your  e-mail  address  through  the  Members  Only  section  of  the  TMA  Web  site  at  www.texmed.org. 


V V hen  TMA  and  AMA  leapt  tall  buildings  in  a single  bound  to 
persuade  the  government  to  delay  its  netv  E&M  documentation 
guidelines,  about  4,500  physician  members  heard  the  good  news 
from  us  faster  than  a speeding  bullet  via  e-mail.  The  announcement 
was  greeted  with  enthusiasm,  as  was  the  use  of  e-mail  to  keep  them 
informed.  Here’s  what  some  of  them  had  to  say. 

"Congratulations  to  TMA  for  its  big  part  in  squelching  the  onerous 
EAM  regulations  indefinitely!  I'm  proud  of  TMA  for  being  so 
effective,  leading  the  way  in  representing  the  medical  profession 
and  the  patients  they  serve." 

Val  F.  Borum,  MD,  Fort  Worth 


"I  very  much  like  the  e-mail  communication 
avenue!  The  case  against  any  further  record 
keeping  requirements  cannot  be  overstated." 

Susan  Jane  Taylor,  Mb,  Austin 


"Thanks  for  supporting  the  practicing  physicians  on  this  critical 
matter.  We  can't  be  wasting  time  on  unnecessary  documentation 
for  office  visits  that  do  not  even  cover  our  overhead  expense." 

Richard  L.  Grandjean,  MD,  Dallas 


"Wonderful.  You  just  made  every  due  paid  to 
the  TMA  worth  it.  I had  stopped  supporting 
the  AMA  because  of  a lack  of  voice.  I'm 
sending  in  my  dues  tonight  to  them,  too." 


Daniel  J.  DiBona,  MD,  Austin 


Newsmakers 


The  following  Texas  College  of  Osteo- 
pathic Medicine  students  were  awarded 
the  distinction  of  “Who’s  Who  Among 
Students  in  American  Universities  and 
Colleges”:  Eduardo  Aguirre,  El  Paso; 
David  Barnes,  Silverthorne,  Colo;  Ryan 
Farrer,  Provo,  Utah;  Craig  Ferrara, 
Weatherford;  Catherine  Floyd,  Hous- 
ton; Cheri  Francis,  Austin;  Maria  Gen- 
tile, Fort  Worth;  Scott  Johnson,  Bryan; 
Alayne  Kulvicki,  Dickinson;  Adriane 
Martin,  Fort  Worth;  Tobie  Morrow, 
Denton;  Kyle  Phillips,  Mesquite;  Marcia 
Rannefeld,  Austin;  Martin  Reilly,  Hous- 
ton; Stephen  Seale,  Austin;  Thu  Vo, 
Mesquite;  Jeff  Wang,  Houston;  and 
Barbara  Webster,  Arlington. 

Nephrologist  Robert  J.AIpern,  MD,was 
named  dean  of  The  University  of 
Texas  Southwestern  Medical  School  at 
Dallas,  effective  July  1. 

The  1998  Texas  Urological  Society  of- 
ficers include  Thomas  P.  Ball,  Jr,  MD, 
San  Antonio,  president;  and  Gary  W. 
Smith,  MD,  Houston,  president-elect 
and  secretary-treasurer. 

Reproductive  endocrinologist  Karen 
Bradshaw,  MD,  was  elected  chief  of 
staff  at  Zale  Lipshy  University  Hospi- 
tal in  Dallas. 

Please  let  Texas  Medicine  know  about  your  honors 
and  achievements. 

Criteria  for  inclusion  in  the  Newsmakers  section  are  TMA  mem- 
bership; election  or  appointment  to  an  office  of,  or  honors  from,  a 
national  or  state  organization;  or,  space  permitting,  recognition 
at  the  local  level.  Items  for  the  Newsmakers  section  are  published 
at  the  dbcretion  of the  managing  editor.  Submit  items  for  consid- 
eration, with  photos  if  possible,  to  Johanna  Franke,  People,  Texas 
Medicine.  401  W 1 5th  St,  Austin,  TX  78701;  fax  (512)  370- 
1632;  e-mail  Johanna  _J@texmed.org. 


The  1998  Texas  Dermatological  Soci- 
ety officers  include  Stuart  M.  Brown, 
MD,  Dallas,  president;  William 
Holder,  MD,  Baytown,  president-elect; 
Donald  Owens,  MD,  Houston,  vice 
president;  and  Douglas  Scott  Miller, 
MD,  Fort  Worth,  secretary-treasurer. 

Stephenville  general  surgeon  Nathan 
Cedars,  MD,  received  the  1998  Gover- 
nor’s Volunteer  Award  in  the  senior  di- 
vision for  outstanding  service  at  HOPE 
(Helping  Other  People  Effectively), 
Inc,  Medical  Clinic  and  Pharmacy. 

San  Antonio  pathologist  C.  Nanette 
Clare,  MD,  and  Houston  pediatrician 
Martin  Lorin,  MD,  were  named  1998 
Piper  professors  by  the  Minnie  Stevens 
Piper  Foundation,  which  recognizes 
outstanding  achievement  in  teaching 
in  Texas  colleges  and  universities. 

El  Paso  general  surgeon  Victor  Diaz,  Jr, 
MD,  was  appointed  by  Gov  George  W. 
Bush  to  the  District  Review  Commit- 
tee of  the  Texas  State  Board  of  Med- 
ical Examiners. 

Dallas  internist  Ishwarlal  Jialal,  MD,  was 

invited  to  serve  on  the  Institute  of 
Medicine’s  Panel  on  Antioxidants  and 
Related  Nutrients  to  define  what  the 
term  “dietary  antioxidant”  encompasses 
and  to  define  intake  recommendations. 

The  1998  Texas  Neurological  Society 
officers  include  Philip  J.  Leonard,  MD, 
Austin,  president;  Martin  Heitzman, 
MD,  El  Paso,  president-elect;  and  J. 
Douglas  Hudson,  MD,  Austin,  secre- 
tary-treasurer. 


Robert  J.AIpern,  MD  Thomas  P.  Ball, Jr,  MD 


Karen  Bradshaw,  MD  Nathan  Cedars,  MD 


Richard  L.  Mabry,  MD  Richard  F.  McKay,  MD 


Dallas  otolaryngologist  Richard  L. 
Mabry,  MD,  was  elected  vice  president- 
elect by  the  Southern  Section  of  the 
American  Laryngological,  Rhinologi- 
cal  and  Otological  Society,  also  known 
as  the  Triological  Society. 

T he  1998  Texas  Orthopaedic  Associa- 
tion officers  include  Richard  F.  McKay, 
MD,  Amarillo,  president;  Carey 
Windier,  MD,  Austin,  president-elect; 
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by  Micbuel  J.  Smith,  MS,  MBA,  CPA,  CPC,  CFP,  QPA 

* I was  told  to  name  my  estate  as  the  beneficiary  of  my  IRA. 

Is  this  the  best  beneficiary? 

* IRA  distribution  rules  are  extremely  complex,  and  the  conse- 
quences  of  making  a wrong  decision  can  be  substantial.  In  almost 
all  circumstances,  it  is  best  to  name  your  spouse  as  the  primary 
beneficiary  of  an  IRA  or  qualified  retirement  plan.  The  spouse 
has  a few  options  that  are  not  available  to  other  beneficiaries. 

For  example,  a spouse  always  has  the  option  of  rolling  over  the 
decedent’s  IRA  to  the  spouse’s  IRA.  This  may  be  advantageous 
where  the  surviving  spouse  is  younger  than  the  decedent.  The 
survivor  is  allowed  to  postpone  mandatory  distributions  until 

age  70  1/2. 

The  estate  is  rarely  an  acceptable  beneficiary.  Since  the  estate 
does  not  have  a life  expectancy,  the  entire  balance  of  the  IRA 
must  be  distributed  within  five  years.  In  some  cases,  the  entire 
balance  must  be  distributed  by  December  3 1 of  the  year  following 
the  date  of  death.  This  can  be  disastrous.  The  family  not  only 
loses  the  tax-deferred  status  of  the  IRA,  hut  also  must  pay  income 
tax  on  the  distribution.  Also,  if  the  distribution  is  made  to  the 
estate,  it  will  probably  he  taxed  at  the  highest  marginal  income 
tax  rate  of  39.6%.  In  general,  it  is  very  important  to  name  a 
beneficiary  for  each  IRA  and/or  qualified  retirement  plan  account. 
And,  the  spouse  is  usually  the  best  choice. 


Mic/iot'l  J.  Smith  is  the  Maruiger  of  Adimced  Services  at  Mercer  Ghhal  Advisors  (MUA) . MCjA  desi^Ls  /irumciui  .sofiiurms  to  address  the  imujue 
needs  of  doctors  and  dicir/omi/ies.  Its  finaiKial  filanners  are  supl^med  by  cnrporate'based  trust,  accoundng,  and  law  experts,  and  their  fee' 

only  mvestmeni  management  services  give  tndivultiol  investors  access  to  the  cost  and  tax  benefus  of  insatutional  funds.  To  reach  MGA,  call  loU'free, 
( 800)  89(S-4MG  A , or  fisi t their  web  site  at  uni-ut  m^adt'isor.s  .com . These  hyRotheticoi  quesQojis  and  ansu'ers  are  provided  for  educational  purposes 
only.  Your  cfircionstances  may  lary.  Thus,  consult  a financial  and/or  L’gal  professional  before  miking  these  types  of  decisions. 


Bill  Schreiber,  MD,  Fyler,  second  presi- 
dent-elect; and  Ted  Spears,  MD,  Austin, 
secretary-treasurer. 

Lubbock  psychiatrist  Alex  Munson, 
MD,  and  his  wife,  Patti,  were  recog- 
nized as  members  of  the  Chairman’s 
Club  of  the  Texas  Foundation  for  Psy- 
chiatric Education  and  Research,  the 
foundation’s  highest  honor. 

Margo  Restrepo,  MD,  was  named  chief 
of  the  Department  of  Psychiatry  at  St 
Joseph’s  Hospital  in  Houston. 

Houston  pediatric  radiologist  Edward 
B.  Singleton,  MD,  was  presented  the 
Gold  Medal  Award  by  the  Texas  Radi- 
ological Society  for  his  outstanding 
service  to  radiology  in  Texas. 

The  1998  Central  Texas  County  Med- 
ical Society  officers,  all  of  Brown- 
wood,  include  family  practitioner 
David  Smith,  MD,  president;  internist 
David  Morales,  MD,  vice  president; 
otolaryngologist  Bruce  Leipzig,  MD, 
treasurer;  and  orthopedic  surgeon 
Paul  J.  Foxcroft,  MD,  secretary. 

Ned  Snyder,  Jr,  MD,  Brownwood,  was 
honored  by  the  American  Academy  of 
Family  Practice  for  35  continuous 
years  of  membership.  Dr  Snyder  also 
was  awarded  a lifetime  membership 
by  the  Texas  Medical  Association  for 
his  50  years  of  TMA  membership  in 
good  standing. 

Pediatrician  Janet  Squires,  MD,  was 
named  a “Health  Care  Hero”  by  the 
DalLis  Business  Journal.  Dr  Squires  re- 
ceived the  magazine’s  1998  Commu- 
nity Outreach  Award  for  her  work  with 
the  Pediatric  AIDS  Network  of  Dallas 
and  the  At-Risk  Children’s  Center. 

Dallas  internist  Roger  Unger,  MD,  was 
named  1 of  20  members  of  the  Na- 
tional Institutes  of  Health  Priority- 
Setting  Process  Committee  by  the 
Institute  of  Medicine  of  the  National 
Academy  of  Sciences. 
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Maren  Mila  Bakker,  MD,  73;  Dallas;  Uni- 
versity of  Hamburg  (Germany)  Medical 
School,  1950;  died  January  17,  1998. 

Benjy  Frances  Brooks,  MD,  79;  Winona; 
The  University  of  Texas  Medical 
Branch  at  Galveston,  1948;  died  April 
2,  1998. 

Stephen  Joseph  Colletta,  MD,  51;  Dal- 
las; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1977;  died  April  14,  1998. 

Robert  Paul  Green,  MD,  81;  Smyrna, 
Tenn;  University  of  Iowa  College  of 
Medicine,  1942;  died  March  24,  1998. 

Louis  Albertus  Kregel,  MD,  82;  Dallas; 
University  of  Wisconsin-Madison 
Medical  School,  1940;  died  April  5, 
1998. 

Wilton  Bradley  McSpadden,  MD,  72; 

Snyder;  The  University  of  Texas 
I Southwestern  Medical  School  at  Dal- 
las, 1958;  died  March  24,  1998. 

William  Sivley  Moore,  MD,  85;  San 

Antonio;  University  of  Tennessee, 
Memphis,  College  of  Medicine,  1938; 
died  March  27,  1998. 

George  Smith  Phalen,  MD,  86;  Dallas; 
Northwestern  University  Medical 
iSchool,  1937;  died  April  14,  1998. 

Elsie  Alice  Smith,  MD,  80;  Iowa  Park; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1954;  died 
March  27,  1998. 

James  Imes  Tyree,  MD,  79;  Corpus 
Christi;  Baylor  College  of  Medicine- 
Dallas,  1943;  died  March  25,  1998. 

I,  Kermit  RogerVeggeberg,  MD,  68;  Hous- 
I ton;  Northwestern  University  Medical 
School,  1952;  died  April  12,  1998. 


Transitions:  Legal  Considerations  in  ^ 
Selling  or  Closing  a Medical  Practice 

by  Hugh  M.  Barton,  .11) 

If  you  are  retiring,  .selling  your  prac  tice,  ()r  ,joii\ing  a new  |)ractice  setting,  you 
will  WcUit  to  rc'acl  Texas  Medical  A.ssociat ion’s  newe.st  Strategy  Seric's  publication. 
TMA  nienibers  - .$19  Nonmeinbers  - $29 
Mail  payment  or  credit  card  information  to  TMA  Bookstore, 

401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  credit  card  order 
to  (512)  370-16;35;  call  (800)  880-1:300,  ext.  1423. 


Tfex 


TfexasMedical 

Association 


Because  you  went  to  med  schooe 

NOT  EAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api  * f PIC 

http://www.amph.com/api 

1.800.252.3628 


American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company.  Inc. 
have  joined  forces  to  offer  national  experience,  local  service,  stability  and  commitment. 


VOLUME  94  ★ NUMBER  7 


13 


TEXAS 


MEDIC 


N E 


ROUNDS 


Throw  Deep’ 

TMA  president  asks  colleagues  to  draw 
strength  fronn  the  past  to  give  to  the  future 


By  summoning  memories  of  the 
nation’s  forefathers  and  their 
struggles  in  creating  a new  re- 
public, Texas  Medical  Association 
President  John  P.  Howe  III,  MD, 
challenged  TMA  members  to  change 
today’s  health  care  climate.  “If  we 
show  the  same  commitment  that  the 
framers  of  our  Constitution  showed 
and  the  commitment  our  predeces- 
sors showed,  we  can  turn  this  un- 
wieldy ship  around,”  Dr  Howe  said. 
“We  can  take  back  our  profession  if 


— and  this  is  a big  if  — we  are  will- 
ing to  take  up  the  fight  — all  35,000 
of  us.” 

Dr  Howe,  president  of  The  Uni- 
versity of  Texas  Health  Science  Cen- 
ter at  San  Antonio,  gave  his 
installation  speech  as  1998-1999 
president  during  TexMed  ’98:  Edu- 
cational Showcase  & Expo,  April 
23—26  in  Austin.  With  the  theme 
“Celebrate  the  Family  of  Medicine,” 
TMA’s  rejuvenated  annual  meeting, 
formerly  known  as  annual  session. 


drew  more  than  4,000  physicians 
and  others,  who  had  the  opportunity 
to  choose  from  nearly  200  continu- 
ing medical  education  hours  at  vari- 
ous scientific  programs. 

Activities  such  as  a Riverboat  Bat 
Cruise,  a hike  through  the  Barton 
Creek  Habitat  Preserve,  and  a recep- 
tion at  the  Lady  Bird  Johnson  Wild- 
flower  Center  also  attracted  physicians’ 
families  to  the  meeting.  And  a general 
session  featuring  keynote  speaker  and 
Mount  Everest  survivor  Beck  Weath- 
ers, MD,  had  attendees  commenting, 
“You  can’t  top  this!”  and  “Five  star 
plus.”  The  TMA  House  of  Delegates, 
Board  of  Trustees,  and  numerous 
councils,  committees,  and  specialty  so- 
cieties also  met  at  TexMed  ’98. 

During  his  installation  speech. 
Dr  Howe  recalled  physician  mentors 
from  the  past  and  present  and,  using 
a football  analogy,  said,  “How  un- 
thinkable it  would  be  if  we  do  not 
show  the  same  commitment  that 
men  and  women  of  a different  era  so 
unselfishly  showed.  After  all,  we 
were  designed  to  throw  deep,  and 
with  all  that  is  at  stake,  I predict  that 
is  exactly  what  we  will  do.” 

Dr  Howe  was  officially  installed 
as  TMA  president,  and  Mary  Ann 
Homer,  of  Fort  Worth,  as  TMA  Al- 
liance president,  during  a luncheon 
April  24. 

“On  behalf  of  all  physicians  in  this 
state,  I want  to  state  publicly  how 
much  I appreciate  the  wonderful 
leaders  who  make  up  one  of  the  most 
impottant  support  groups  the  state 
has  seen  — the  alliance,”  Dr  Howe 
said.  “I  am  so  pleased  to  be  sharing  a 
year  with  Mary  Ann  Homer,  and  I 
want  to  pledge  to  her  and  her  con- 
stituents my  strongest  support.” 


TMA  President  John  P.  Howe  III,  MD,  of 
San  Antonio,  and  TMA  Alliance  President 
Mary  Ann  Homer,  of  Fort  Worth,  take  office 
at  a special  “Picnic  in  the  Park"  joint  installa- 
tion luncheon. 


■ 4 


TEXAS  MEDICINE  ★ JULY  I998 


TEXAS 


MEDICINE 


ROUNDS 


Delegates  blast  E/M  guidelines, 
act  on  patient  and  physician  issues 

Patient  care,  physician  reim- 
bursement, medical  education, 
and  membership  matters  were 
among  a wide  variety  of  issues  the 
Texas  Medical  Association  House  of 
Delegates  debated  and  voted  on 
when  it  convened  April  23-24  dur- 
ing TexMed  ’98:  Educational  Show- 
case & Expo  in  Austin. 

Special  guests  on  the  House  floor 
included  retired  astronaut  Bernard 
Harris,  MD,  of  Houston,  vice  presi- 
dent of  Microgravity  and  Life  Sciences 
at  SPACEELAB  and  a representative  of 
Mission  HOME  (Harvesting  Oppor- 
tunity for  Mother  Earth);  and  obste- 
trician-gynecologist John  Nelson, 
MD,  MPH,  of  Salt  Lake  City,  Utah,  a 
member  of  the  American  Medical  As- 
sociation Board  of  Trustees. 

Dr  Harris,  who  logged  more  than 
438  hours  in  space,  encouraged 
physicians  to  look  further  into 
growth  by  looking  to  the  stars.  “Out 
of  all  the  professions  that  have 
reaped  the  benefits  over  the  last  30 
years  of  the  American  space  pro- 
gram, medicine  has  been  right  at  the 
top  of  the  list,”  he  said. 

After  hearing  unanimous  support 
from  delegates  for  a resolution  that 
TMA  take  all  necessary  steps  to  op- 
pose implementation  of  the  Health 
Care  Financing  Administration’s 
(HCFA’s)  revised  documentation 
guidelines  for  evaluation  and  man- 
agement (E/M)  services.  Dr  Nelson 
gave  delegates  a brief  history  of  the 
development  of  E/M  guidelines  and 
urged  TMA  physicians  to  work  with 
AMA  and  HCFA  to  improve  the 


guidelines.  He  said  the  new  leader- 
ship at  HCFA  “has  come  to  the 
American  Medical  Association  asking 
for  our  help  to  fix  these  egregious,  in- 
appropriate, clinically  meaningless, 
and  time  consuming  guidelines.”  Fhe 
E/M  resolutioti  also  asks  AMA  to  op- 
pose unwarranted  Iraud  and  abuse 
penalties  because  of  inadvertent  errors 
in  coding  and  interpretation  of  E/M 
documentation  guidelines.  Besides 
the  E/M  resolution,  9 other  measures 
adopted  by  the  House  were  to  be  for- 
warded to  AMA  when  it  met  in 
Chicago  June  14—18. 

Several  items  were  referred  to  the 
Board  of  Trustees  for  further  study 
or  action,  including: 

• A recommendation  to  disapprove 
establishment  of  a special  TMA 
membership  category  for  TMA 
Alliance  members  but  to  con- 
tinue supporting  the  alliance’s 
mission  and  goals. 

• A resolution  recommending 
TMA  seek  30%  of  disproportion- 
ately higher  Medicare  reimburse- 
ment above  the  rest  of  the  state 
for  physicians  in  designated  rural 
Medicare  districts,  which  will  be 
studied  by  the  trustees’  Ad  Hoc 
Committee  on  Medicare  Single 
Payment  District  Status. 

• A resolution  expressing  concern 
over  the  Joint  Commission  on 
Accreditation  of  Healthcare  Or- 
ganization’s Sentinel  Event/Ac- 
creditation Watch  Program. 

• A resolution  asking  the  TMA 
trustees  to  provide  $15,000  in  le- 
gal support  to  Webb-Zapata-Jim 
Hogg  County  Medical  Society  in 
a suit  against  Mercy  Regional 


Medical  C’enter,  a hospital  plac- 
ing limitations  on  physician  par- 
ticipation in  medical  staff  affairs. 

Delegates  approved  resolutions  to: 

• Establish  scholarships  for  under- 
represented minorities  through 
voluntary  contributions  because 
of  declining  minority  enrollment 
following  the  Hopwood  ruling. 

• Support  the  reporting  of  HIV- 
positive patients  by  name  to  local 
and  state  health  officials. 

• Express  TMA  support  for  legisla- 
tion requiring  motorcycle  riders 
to  wear  helmets. 

• Seek  legislation  to  return  savings 
from  Medicaid  managed  care  to 
local  public  health  authorities  to 
fund  local  public  health  efforts. 

Several  TMA  committees  were  dis- 
charged by  the  delegates,  including  the 
Committee  on  Liaison  with  the  State 
Bar  of  Texas  and  the  Committee  on 
General  Arrangements.  A 12-member 
Council  on  Health  Service  Organiza- 
tions was  established  to  take  on  the 
combined  duties  of  the  Council  on 
Health  Facilities,  Committee  on  Ag- 
ing and  Long-Term  Care,  and  the  Ad 
Hoc  Committee  on  Home  Health,  all 
3 of  which  were  discharged. 

For  a complete  listing  of  actions 
taken  by  the  TMA  House  of  Dele- 
gates at  its  April  meeting,  visit  the 
“TMA  Organization  Structure”  area 
in  the  “About  TMA”  section  of 
TMA’s  Web  site  at  www.texmed.org. 
You  may  request  a printed  copy  of  the 
summary  from  Pam  Hale  at  (800) 
880-1300,  ext  1304,  or  (512)  370- 
1304;  e-mail  pam_h@texmed.org. 
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Alan  C.  Baum,  MD,  center,  chair  ofTMA's 
Committee  on  Liaison  with  Medical  Schools, 
and  Bohn  Allen,  MD,  right,  chair  ofTMA’s 
Council  on  Socioeconomics,  confer  at  TexMed 
’98.  Dr  Baum  was  chosen  TMA  president- 
elect by  the  House  of  Delegates. 


Delegates  elect  TMA  leaders 
for  1998-1999 

Houston  ophthalmologist  Alan 
C.  Baum,  MD,  former  chair 
of  the  TMA  Board  of  Trustees, 
was  chosen  by  the  House  of  Delegates 
as  president-elect  of  TMA  in  an  un- 
contested race.  He  will  take  office  next 
spring  at  TexMed  ’99  in  Dallas. 

Chair  of  the  TMA  Committee  on 
Liaison  with  Medical  Schools,  Dr 
Baum  is  an  assistant  clinical  instruc- 
tor at  The  University  of  Texas-Hous- 
ton  Medical  School  and  a partner  in 
the  Texas  Eye  Institute.  He  is  affili- 
ated with  Memorial  Southwest  Hos- 
pital, where  he  is  past  chair  of  the 
Ophthalmology  Section,  and  Memo- 
rial Southeast  Hospital,  where  he  is 
past  chief  of  staff  and  past  chair  of 
the  Ophthalmology  Section. 

Dr  Baum  has  served  as  president 
of  the  Texas  Ophthalmological  Asso- 
ciation and  the  Southwest  Branch  of 
the  Harris  County  Medical  Society, 
and  as  a member  of  the  TMA  House 
of  Delegates. 

Tom  B.  Hancher,  MD,  mayor  of 
Columbus,  was  reelected  speaker  of 
the  House  of  Delegates.  Susan  Rudd 
Wynn,  MD,  of  Fort  Worth,  was  re- 
elected vice  speaker. 

Charles  W.  Bailey,  Jr,  MD,  Hous- 
ton, and  William  W.  Hinchey,  MD, 
San  Antonio,  were  elected,  and 
Robert  L.  Donald,  MD,  Houston, 
was  reelected  to  the  Board  of  Trustees. 

William  G.  Camel,  MD,  Austin; 
David  Vanderpool,  MD,  Dallas; 


Joseph  R Annis,  MD,  Austin;  Ladon 
W.  Homer,  MD,  Fort  Worth; 
Robert  P.  Carroll,  Jr,  MD,  Nacog- 
doches; J.  James  Rohack,  MD,  Tem- 
ple; D.  Clifford  Burross,  MD, 
Wichita  Falls;  Lawrence  A.  Stone, 
MD,  San  Antonio;  Bernard  W. 
Palmer,  MD,  San  Antonio;  and 
Priscilla  Ray,  MD,  Houston,  were 
elected  delegates  to  the  AMA.  Joseph 
S.  Bailes,  MD,  Dallas;  Stephen  L. 
Brotherton,  MD,  Fort  Worth;  A. 
Tomas  Garcia,  MD,  Houston;  Art  L. 
Klawitter,  MD,  Needville;  Charles 
W.  Bailey,  Jr,  MD,  Houston;  Brian  J. 
Eades,  MD,  Amarillo;  Josie  R. 
Williams,  MD,  Fort  Worth;  C. 
Bruce  Malone  III,  MD,  Austin; 
Mary  W.  Geda,  MD,  Houston; 
Robert  B.  Morrow,  MD,  Sugar 
Land;  James  L.  Sweatt  III,  MD, 
DeSoto;  Joe  H.  Cunningham,  MD, 
Jacksonville;  and  Clifford  K.  Moy, 
MD,  Austin,  were  elected  alternate 
delegates.  J.  Ben  Baccus,  MD,  of 
Cedar  Hill,  will  serve  a 1-year  term 
as  alternate  delegate  from  the  Resi- 
dent Physician  Section.  Chris  Mc- 
Mains,  of  Dallas,  will  serve  a 1-year 
term  as  alternate  delegate  from  the 
Medical  Student  Section.  AJl  incum- 
bent delegates  and  alternate  dele- 
gates seeking  reelection  were  elected. 


Houston  family  practitioner  Ramiro  Sanchez, 
MD,  listens  to  testimony  during  a House  of 
Delegates  session  at  TexMed  ’98. 


Elected  to  councilor  positions 
were  Barbara  H.  Way,  MD,  Lub- 
bock, District  3;  Albert  E.  Sanders, 
MD,  San  Antonio,  District  5;  Robert 
L.  Fordtran  III,  MD,  Corpus  Christi, 
District  6;  Ned  Snyder  III,  MD, 
Waco,  District  12;  and  Rodney  B. 
Martin,  MD,  Longview,  District  15. 
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Outgoing  TMA  President  Phil  H.  Berry,  Jr, 
MD,  of  Dallas,  invites  pen  pal  and  fellow 
liver  transplant  recipient  Justin  LeGros,  11,  of 
Beaumont,  to  join  him  on  stage  during  his 
opening  session  address  to  the  TMA  House  of 
Delegates  at  TexMed  98.  Dr  Berry  asked 
physicians  to  remember  why  they  got  their 
medical  degrees  and  encouraged  them  in  their 
service  to  patients  during  a turbulent  time. 

“No  matter  what  economic  system  in  which 
we  find  ourselves,  we  will  stand  tall  and  repre- 
sent our  patients  to  the  last  breath  in  our  bod- 
ies, ” Dr  Berry  said.  “We,  and  our  patients, 
will  be  winners.  ” 

Dr  Berry,  whose  leadership  created  the 
TMA  organ  donor  awareness  campaign  Live  & 
Then  Give,  was  presented  several  awards  dur- 
ing TexMed  ’98.  He  received  the  C.  Frank 
Webber  Award  from  the  TMA  Medical  Student 
Section  for  his  guidance  of  medical  students,  as 
well  as  the  TMA  Foundations  Champion  of 
Health  Award  for  his  dedication  to  improving 
the  publics  health.  The  Champion  of  Health 
Award  comes  with  a $10,000  grant  presented 
in  honor  of  the  recipient  to  a charity  or  health 
organization  of  the  recipients  choice. 


‘TMA  treasure’  McGee  receives  Distinguished  Service  Award 

Along  with  his  name,  vital  dates,  and  “Rest  in  Peace,”  El  Paso 
pathologist  Wm  Gordon  McGee,  MD,  asks  that  his  family  add  3 
words  to  his  tombstone:  “A  Texas  physician.” 

“That  will  embrace  the  2 things  that  I cherish  most  in  this  world,”  said 
Dr  McGee,  who  received  Texas  Medical  Association’s  Distinguished  Ser- 
vice Award  during  a House  of  Delegates  meeting  at  TexMed  ’98:  Educa- 
tional Showcase  & Expo  in  Austin. 

Delegates  gave  Dr  McGee  a rousing  standing  ovation  in  appreciation 
of  his  32  years  of  membership  and  leadership  in  the  association.  His  ex- 
tensive curriculum  vitae  includes  TMA  president,  TMA  Board  of  Trustees 
member  and  chair,  president  of  the  El  Paso  County  Medical  Society,  pres- 
ident and  chair  of  the 
Texas  Medical  Founda- 
tion Board  of  Trustees, 
president  of  the  Texas  So- 
ciety of  Pathologists,  and 
chair  of  the  El  Paso  City- 
County  Board  of  Health. 

In  presenting  the 
award,  TMA  Past  Presi- 
dent Jim  Bob  Brame, 

MD,  of  Eldorado,  called 
Dr  McGee  “a  TMA  trea- 
sure,” who  “achieves  by 
good  will.”  Dr  Brame 
chronicled  Dr  McGee’s 
famed  day  trips  to  assist 
far-flung  pathology  labs  across  West  Texas.  “No  single  physician  has  done 
more  to  ensure  the  integrity  of  rural  hospitals  than  Gordon  McGee.” 

Dr  McGee,  in  turn,  thanked  Dr  Brame  and  the  delegates  for  their  volun- 
teer leadership  on  behalf  of  medicine  and  their  patients.  “It  comes  down  to 
the  Texas  mystique,”  he  said,  “what  our  mothers  taught  us  to  do  and  to  be. 

“There’s  nothing  more  challenging  or  exciting  to  me  than  to  sit  around 
a table  with  dedicated  men  and  women  to  wrestle  with  the  problems  of  a 
cherished  profession,”  he  said.  “Let  me  tell  you,  it’s  a turn-on.” 

Noting  Dr  McGee’s  tenacious  manner  and  no-nonsense  approach  to 
issues.  Dr  Brame  referred  to  the  64-year-old  award  winner  as  “Bulldog 
McGee.”  Dr  McGee  said  he  had  never  heard  that  moniker  before  but  ac- 
knowledged that  it  fit.  “I’m  a bulldog.  I’m  determined.  I’m  bombastic.” 

Dr  McGee  credits  the  rigors  of  his  profession  for  helping  him  develop 
that  black-and-white  outlook  on  life.  “I’m  being  asked  if  it’s  benign  or  ma- 
lignant 50  times  a day,”  he  said.  “I  have  to  be  hard  on  myself  to  [make 
sure]  I’m  right.  I can’t  sugarcoat  it.” 

Reading  from  a letter  written  by  Dr  McGee’s  wife  of  31  years.  Dr 
Brame  revealed  a more  personal  side  of  the  honoree.  Among  Jean  McGee’s 
inventory  of  “what  Gordon  likes  best”  are  “hugging  trees  in  Cloudcroft,” 
“champagne,”  and  “absolute  quiet  for  Saturday  or  Sunday  afternoon 
naps.”  No.  1 on  her  list  were  these  words:  “being  a doctor,  and  the  TMA.” 


TMA  Past  President  Wm  Gordon  McGee,  MD,  El 
Paso,  accepts  TMA’s  Distinguished  Service  Award  as 
good  friend  Jim  Bob  Brame,  MD,  Eldorado,  and  wife, 
Jean,  look  on. 
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Outgoing  Young  Physician  Section  (YPS)  Chair  Gregory  Evans,  MD,  of 
Houston,  presents  the  YPS  Young  at  Heart  Award  to  the  50  Year  Club, 
represented  by  outgoing  President  Raymond  Hampton,  MD,  a Pampa 
family  practitioner.  Thanks  to  financial  support  from  the  50  Year  Club, 
the  YPS  was  able  to  increase  from  1 to  3 the  number  of  $500  scholarships 
awarded  to  high  school  students  who  wish  to  pursue  health  care  careers. 
The  YPS  College  Scholarship  was  created  to  assist  college-bound  high 
school  students  who  live  in  rural  Texas  counties  and  have  limited  finan- 
cial resources.  The  3 scholarship  winners  chosen  from  45  entrants  this  year 
are  Linda  Jo  Saenz  and  Rebecca  Elizondo,  both  of  Rio  Grande  City  High 
School  in  Rio  Grande  Gity,  and  Stephanie  Stogner  of  A.  C.  Jones  High 
School  in  Beeville. 


Winners  of  the  Anson  Jones,  MD  Award  for  excellence  in  health  and 
medical  communication  were  honored  during  a House  of  Delegates  ses- 
sion. From  left  are  Karin  McCay,  KCBD-  TV,  Lubbock;  Lesley  Layton 
Tarpinian,  Round  Rock  Leader;  Terese  Arena,  KSCS-FMPWBAP-AM, 
Arlington;  Carolyn  Evans,  MD,  chair  ofTMA’s  Council  on  Communi- 
cation, who  presented  the  awards;  Melissa  Fletcher  Stoeltje,  Houston 
Chronicle  Texas  Magazine;  Peter  G.  Lee,  Beaumont  Examiner;  and 
Ruth  SoRelle,  Houston  Chronicle.  Winners  not  pictured  are  Ed  Gooper, 
Al  Taylor,  and  Melinda  Goodspeed,  KCBD-  TV,  Lubbock;  Doug  Miller 
and  Jim  Wong,  KHOU-TV,  Houston;  Louie  Saenz,  KTEP-FM,  El  Paso; 
Bill  Zeeble,  KERA-FM,  Dallas;  Meredith  Raine,  Corpus  Christ! 
Callet-Times;  and  Jim  Atkinson,  Texas  Monthly. 


Three  outstanding  Texas  educators  received  the  1998  Excellence  in  Sci- 
ence Teaching  Award  at  TexMed  ’98.  From  left  are  Dona  Hendrickson, 
Hereford  Junior  High,  Hereford;  John  Burnside,  MD,  chair  of  TMA’s 
Council  on  Scientific  Affairs,  who  presented  the  awards;  Sherry  Martin, 
Americas  High  School,  El  Paso;  and  Suzanne  Warrnann,  River  Oaks  El- 
ementary, Houston. 


Second-year  medical  student  John  H.  Greenfield  111,  left,  vice  president 
of  the  TMA  Medical  Student  Section  (MSS)  chapter  of  The  University 
of  Texas  Southwestern  Medical  School,  receives  the  1998  TMA-MSS 
Outstanding  Service  Award  from  TMA-MSS  vice  chair  Gregory  John- 
son, a third-year  medical  student  at  The  University  of  Texas- Houston 
Medical  School  Mr  Greenfield  coordinated  activities  for  the  American 
Medical  Association  studetit  delegation  during  the  AMA  interim  meeting 
in  Dallas  in  December. 
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Port  Worth  pediatric 
urolop^ical  surgery  spe- 
cialist Kirk  ].  Pinto, 
Ml),  is  recognized  as 
PM  As  35,0l)0th  tnem- 
her  by  outgoing  PM  A 
President  Phil  PI.  Berry, 
Jr,  MD,  at  PexMed  '98 
in  Austin. 


TMA  membership  grows  to  35,000 
with  help  from  Kirk  J.  Pinto,  MD 

For  Kirk  J.  Pinto,  MD,  joining 
the  Texas  Medical  Association 
was  a no-brainer. 

“I’m  one  to  complain  and  be  out- 
spoken, and  il  I’m  going  to  have  a 
valid  basis  on  which  to  complain,  1 
have  to  participate  in  what’s  going 
on,”  said  the  pediatric  urological 
surgery  specialist  from  Fort  Worth. 
“Being  a young  physician,  who  does- 
n’t understand  hall  of  the  stuff  that’s 
swirling  around  in  medicine,  it’s  im- 
portant that  I lend  my  voice  to  orga- 
nized voices,  so  that  we  can  all  speak 
from  a position  of  strength.” 

Dr  Pinto,  who  turns  36  this  month, 
also  joined  TMA  for  practice  manage- 
ment advice.  “Maybe  they  tried  to 
teach  us  that  in  medical  school,  but  I 
sure  didn’t  listen,”  he  said. 

Though  he  didn’t  know  it  at  the 
time  he  signed  up,  Dr  Pinto  is  no  or- 
dinary member.  Fiis  application 
pushed  TMA  to  the  35,000-member 
mark. 

For  this  reason,  Dr  Pinto  was  rec- 
ognized during  a session  of  the  House 
of  Delegates  at  TexMed  ’98:  Educa- 
tional Showcase  & Expo.  He  says  he 
enjoyed  seeing  the  delegates  at  work. 

“Most  of  the  people  who  have 
just  joined  don’t  get  to  see  the  meet- 
ing like  I did  — the  width  and  the 
breadth  of  what  the  delegates  do,” 
Dr  Pinto  said.  “Those  physicians  are 
pretty  inspiring  and  committed.” 

Dr  Pinto’s  first  taste  of  TMA 
came  while  he  was  a student  member 
attending  medical  school  at  Texas 
Tech  University  Health  Sciences 
Center  (TTUHSC)  in  Lubbock, 
from  which  he  graduated  in  1990. 
Originally  from  Fairhaven,  Mass,  a 
small  town  near  Cape  Cod,  he  made 
his  way  down  to  Texas  after  graduat- 
ing in  1984  from  the  College  of  the 
Holy  Cross  in  Worcester,  Mass.  A 
second  generation  American  (his 
grandparents  were  Portuguese  immi- 


grants), Dr  Pinto  was  the  first  mem- 
ber of  his  family  to  attend  college. 

During  his  college  years.  Dr  Pinto 
studied  psychology  because  he  en- 
joyed talking  to  people  and  helping 
them  through  their  problems.  His 
love  lor  medicine,  especially  surgery, 
grew  while  he  and  a neurosurgeon 
conducted  a study  on  preoperative 
stress  for  a psychology  assignment. 

“I  got  to  be  in  the  operating  room 
and  watch  people  work,”  he  said. 
“We  got  to  expand  the  study  to  other 
surgeons,  so  I saw  that  the  hospital 
was  a neat  place  to  work.” 

Dr  Pinto  then  decided  to  go  to 
medical  school  to  become  a psychia- 
trist. He  couldn’t  afford  tuition  at  that 
point,  so  he  considered  joining  the  Je- 
suit Volunteer  Corps,  which  inadver- 
tently led  him  to  a paying  job  teaching 
physics  and  chemistry  at  Stephen  F. 
Austin  High  School  in  Houston.  Two 
years  later,  he  enrolled  in  TTUHSC 
and  pursued  his  interest  in  surgery.  He 
also  made  a switch  from  psychiatry  to 
a specialty  involving  the  other  end  of 
the  body  — urology. 

“There’s  nothing  more  rewarding 
than  surgery  — being  able  to  see 
something  wrong  and  fix  it,”  Dr 
Pinto  said.  “And  of  all  the  branches 
of  surgery,  urologists  are  most  like 
psychiatrists  because  people  tell  us 
things  they  don’t  tell  anybody  else.” 


During  his  residency  at  Bowman 
Gray  School  of  Medicine  of  Wake 
Forest  University  in  Winston-Salem, 
NC,  Dr  Pinto  discovered  he  enjoyed 
the  challenge  of  the  “smaller  pieces” 
and  the  smaller  people  involved  in 
pediatric  urology. 

“I  like  working  with  the  kids,  who 
let  me  be  goofy,”  he  said.  “Older  peo- 
ple don’t  like  you  joking  around,  but 
the  young  kids  thrive  on  it,  so  it’s 
more  suited  to  my  personality.” 

After  a pediatric  urology  fellow- 
ship in  Memphis,  Dr  Pinto  moved 
his  wife,  Renee,  and  his  3-year-old 
daughter,  Lauren,  to  Fort  Worth 
nearly  a year  ago,  when  he  joined 
one  of  the  largest  single  specialty 
groups  in  the  country.  Urology  Asso- 
ciates of  North  Texas. 

Now  that  he’s  in  private  practice, 
Dr  Pinto  hopes  to  become  more  in- 
volved in  TMA,  as  many  of  his  part- 
ners are.  Hugh  Lamensdorf,  MD, 
fellow  Fort  Worth  urologist  and  for- 
mer TMA  president,  has  encouraged 
him  to  investigate  the  different  levels 
of  participation  in  the  association.  In 
the  meantime,  Dr  Pinto  is  honored 
to  be  recognized  as  the  35,000th 
member  ofTMA. 

“I  hope  all  my  future  days  in 
TMA  are  as  good  as  the  first.” 
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House  elects  emeritus  and 
honorary  members 

Two  physicians  were  elected  to 
emeritus  membership  and  13 
physicians  were  elected  to 
honorary  membership  by  the  TMA 
House  of  Delegates  in  April. 

Member  emeritus  status  was  con- 
ferred upon  Charles  Max  Cole,  MD, 
Dallas,  and  Mario  E.  Ramirez,  MD, 
McAllen,  for  their  exceptional  and 
distinguished  service  to  scientific  or 
organized  medicine. 

Dr  Cole,  a former  president  of  the 
Dallas  County  Medical  Society  and 
the  Dallas  Society  of  General  Sur- 
geons, served  TMA  as  president, 
speaker  of  the  House,  and  delegate  to 
the  American  Medical  Association,  for 
which  he  served  on  the  Board  of 
Trustees  and  the  Council  on  Long 
Range  Planning.  He  is  a former  clini- 
cal professor  of  surgery  at  The  Univer- 
sity of  Texas  Southwestern  Medical 
School,  and  has  held  hospital  positions 


Dallas  pathologist  Beck  Weathers,  MD,  keynote 
speaker  at  the  general  session  ofTexMed  ’98, 
enthralls  a packed  house  with  his  account  of  his 
near-death  experience  on  Mount  Everest  in 
1996.  Other  general  session  speakers  included 
Laurence  McCidlough,  PhD,  of  Baylor  College 
of  Medicine’s  Center  for  Ethics  and  Public 
Health,  and  Susan  Kearns  Benner,  who  do- 
nated a kidney  to  a former  high  school  class- 
mate (see  related  story  on  p 23). 


including  chief  of  surgery  of  Medical 
Arts  and  Presbyterian  hospitals  in  Dal- 
las and  president  of  the  attending  staff 
at  Parkland  Hospital  in  Dallas.  He  has 
served  on  the  Housing  Standards 
Board  and  Advisory  Public  Health 
Board  for  the  City  of  Dallas,  the  Na- 
tional Association  of  Blue  Shield 
Board  of  Directors,  the  Texas  State 
Board  of  Health,  and  the  National 
Congress  of  Hospital  Governing 
Boards.  He  has  received  distinguished 
service  awards  from  TMA  and  the 
Dallas  County  Medical  Society. 

Also  a former  TMA  president.  Dr 
Ramirez  has  been  a delegate  to  the 
AMA  and  president  of  the  Hidalgo- 
Starr  County  Medical  Society  and  the 
Valley  Chapter  of  the  Texas  Academy 
of  Family  Physicians.  He  has  served  on 
numerous  committees  and  boards  at 
The  University  of  Texas  Medical 
Branch  at  Galveston  and  The  Univer- 
sity of  Texas  Health  Science  Center  at 
San  Antonio.  He  also  has  served  on 
many  TMA  councils  and  committees 


and  the  Board  of  Regents  at  The  Uni- 
versity of  Texas  at  Austin.  He  has  been 
named  Family  Doctor  of  the  Year  by 
the  American  Academy  of  Family 
Physicians,  and  has  received  distin- 
guished service  awards  from  TMA  and 
the  Texas  Academy  of  Family  Practice, 
as  well  as  the  Bicentennial  Dr  Ben- 
jamin Rush  Award  for  Citizenship  and 
Community  Service  from  the  AMA. 

Honorary  members  elected  at 
TexMed  ’98  were  Robert  E.  Askew, 
Sr,  MD,  Austin;  George  P.  Beck, 
MD,  Lubbock;  Jose  M.  Benavides, 
MD,  San  Antonio;  Henry  Boehm, 
Jr,  MD,  Brenham;  John  D.  Bonnet, 
MD,  Temple;  Jack  T.  Chisolm,  MD, 
Dallas;  James  M.  Graham,  MD, 
Austin;  William  M.  Hibbitts,  MD, 
Midland;  John  D.  Jones,  MD,  Lub- 
bock; Adam  Alexander  McNitzky, 
MD,  Corpus  Christi;  Vernon  L. 
Medlin,  MD,  Corpus  Christi;  Ernest 
Poulos,  MD,  Dallas;  and  Jose  Julio 
Vela,  MD,  Corpus  Christi. 


Austin  psychiatrist  Clifford  Moy,  MD,  alternate  delegate  to  the  AMA,  and  daughter,  Caroline, 
visit  with  US  Rep  Lloyd  Doggett  (D- Austin)  and  NASA  astronaut  David  Wolf  MD,  Houston. 

Dr  Wolf  conducted  medical  experiments  in  space  aboard  Space  Station  Mir  for  119  days  in  1997. 
He  represents  Mission  HOME  (Harvesting  Opportunity  for  Mother  Earth)  and  presented  a pro- 
gram called  “Cosmic  Briefing:  Medicine  from  the  Milky  Way’’  during  TexMed  '98  in  Austin.  Mis- 
sion HOME  is  the  official  public  awareness  campaign  of  the  aerospace  industry. 
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Panel  seeks  town/gown  solutions 

As  economic  conllict  between 
I'exas  medical  scliools  and  pri- 
vate physicians  spreads  be- 
yond university  towns,  erupting  in 
new  hot  spots  throughout  the  state, 
Texas  Medical  Associations  Board  of 
Trustees  has  appointed  a special  com- 
mittee to  investigate  new  solutions  to 
the  ongoing  problem. 

“My  goal  is  to  make  this  a 
win-win  situation  for  both  the  pri- 
vate practitioners  and  the  medical 
schools,”  said  TMA  Past  President 
Mark  J.  Kubala,  MD,  a member  of 
the  new  Committee  on  Liaison  with 
Medical  Schools.  The  panel  includes 
members  of  the  Board  of  Trustees 
and  other  TMA  leaders  in  private 
and  academic  practices. 

Committee  Chair  Alan  C.  Baum, 
MD,  TMA  president-elect  and  a Hous- 
ton ophthalmologist,  says  TMA  wants 
to  be  “proactive,  not  reactive”  in  trying 
to  “facilitate  viable  solutions  where 
problems  exist.”  The  committee  is; 

• Working  with  the  new  president 
of  The  University  of  Texas  Med- 
ical Branch  at  Galveston  to  resolve 
the  ongoing  town/gown  problems 
involving  that  institution; 

• Providing  accurate  information 
to  physicians  in  the  Lower  Rio 


Ciiande  Valley  who  are  concerned 
about  tbe  U 1 System's  plans  to 
open  the  Regional  Academic 
Health  Center  in  the  Valley;  and 
• Initiating  di.scussions  between  pri- 
vate practitioners  in  El  Paso  and 
leaders  of  the  Texas  d’ech  Utiiver- 
sity  Health  Sciences  Center, 
which  has  recently  purchased  clin- 
ics in  El  Paso  that  reportedly  com- 
pete with  the  local  physicians. 

As  part  of  TexMed  '98:  Educa- 
tional Showcase  & Expo,  the  com- 
mittee arranged  an  open  forum  to 
gauge  the  depth  of  TMA  members’ 
concerns  regarding  town/gown  mat- 
ters. Physicians  from  private  practice 
and  medical  schools  discussed  issues 
such  as  the  schools’  declining  support 
from  taxpayers;  reasons  the  schools 
are  opening  primary  care  clinics  in 
towns  far  from  their  academic  bases; 
the  impact  of  Texas  medical  school 
graduates,  physicians  who  attended 
medical  school  in  other  states,  inter- 
national medical  graduates,  and  al- 
lied health  practitioners  on  the  state’s 
physician  workforce;  and  how  best  to 
train  students  to  practice  in  rapidly 
changing  economic  systems. 

Forum  participants  suggested 
TMA  try  to  solve  town/gown  con- 
flicts by  lobbying  the  legislature  to 
increase  state  funding  for  the  med- 


ical .schools  and  by  fostering  greater 
communication  between  local  med- 
ical societies  and  the  schooLs’  faculty 
and  leadership. 


Former  TMA  Executive  Vice  President  Line 
Williston,  of  Austin,  prepares  to  take  a shot  at 
the  golf  tournament  bearing  his  name,  the  C. 
Lincoln  Williston  Shortgame  Shootout,  held 
during  TexMed  ’98  in  April.  Funds  raised  by 
the  tournament  benefited  TMA  Foundation. 


TexMed  ’98  attendees  enjoy  the  scenery  during  the  Riverboat  Bat  Cruise 
down  Town  Lake.  Those  on  board  the  old-fashioned  paddlewheel  Lone 
Star  Riverboat  got  to  see  Austin’s  famous  Mexican  free-tailed  bat  colony. 


Children  learn  about  natural  Texas  flora  during  a reception  sponsored  by 
the  TMA  Alliance  at  the  Lady  Bird  Johnson  Wildflower  Center  during 
TexMed  ’98. 
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By  Johanna  Franke 

Because  your  patients’  hearts  are  close  to  yours 

When  your  patients  ask  for  reliable  information  on  heart  disease,  send  them 
to  the  official  Web  site  of  the  American  Heart  Association  (AHA)  at 
www.amhrt.org. 

The  searchable  site  includes  areas  on  heart  disease  warning  signs,  stroke 
prevention  and  treatment,  and  nutrition  and  exercise.  A section  containing 
AHA  publications,  research,  meetings,  and  continuing  medical  education  op- 
portunities may  be  valuable  to  your  practice. 

The  latest  in  cardiovascular  care 

Cardio.net,  an  interactive  site  sponsored  by  Zeneca  Pharmaceuticals  at 
www.cardio.net,  offers  up-to-the-minute  information  to  clinicians  managing 
cardiovascular  disease  and  the  vascular  complications  of  diabetes.  The  pass- 
word-protected site  is  reviewed  by  an  independent  panel  of  international  ex- 
perts and  contains  summaries  of  the  discussions  held  on  the  site  as  well  as 
reviews  of  current  meetings. 

The  site  provides  a patient  information  resource  section  and  an  “Images 
Direct”  area,  from  which  you  can  download  professionally  designed  images  to 
create  educational  slides.  You  can  solve  tough  case  histories  in  the  “Clinical 
Challenge”  section  and  ask  questions  of  cardiovascular  experts  in  the  “Ques- 
tion the  Experts@cardio.net”  area. 

Your  E/M  online  resources 

Both  the  Texas  Medical  Association  and  the  American  Medical  Association 
have  created  areas  on  their  sites  dedicated  to  Medicare’s  documentation 
guidelines  for  evaluation  and  management  (E/M)  services. 

TMA’s  E/M  section,  located  under  “Medicare/Medicaid”  in  the  “Business  of 
Medicine”  area  at  www.texmed.org,  offers  updates  on  the  postponement  of 
the  guidelines  as  well  as  the  latest  TMA  efforts  to  fix  the  guidelines.  AMA’s 
E/M  section  at  www.ama-assn.org/emupdate  contains  an  AMA  member  dis- 
cussion forum  on  the  topic,  plus  press  releases,  a summary  of  the  E/M  prob- 
lem, and  AMA’s  activities  toward  improving  the  guidelines. 

TMA  Cyber  Sweepstakes 

Send  us  your  e-mail  address  and  we  may  place  a Palm  Pilot  electronic  orga- 
nizer in  your  hands!  TMA  members  who  provide  or  confirm  their  e-mail  ad- 
dresses through  the  “Members  Only”  section  of  the  TMA  Web  site  at 
www.texmed.org  before  July  3 I are  automatically  entered  in  the  contest. The 
TMA  Cyber  Sweepstakes  winner  will  be  announced  in  September’s  Action. 
Your  e-mail  address  will  be  used  to  update  the  TMA  database  and  contact  you 
with  breaking  health  care  news. 

MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texos 
physicians.The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA 
Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical 
Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Texas  Medjcal  AssociaTion  1998  fall 

Leadership 


Conference 

Sepfember  19  ► Ausfin 
Qualify  in  fhe  face  af  Change 


Quality  is  job  #1 
at  leadership  conference 

With  the  theme  “Quality 
in  the  Face  of  Change,” 
the  Texas  Medical  Asso- 
ciation’s 1998  Fall  Leadership  Con- 
ference will  help  physicians  answer 
tough  questions  about  today’s  fluctu- 
ating health  care  environment.  The 
event  will  be  held  Saturday,  Septem- 
ber 19,  at  the  Renaissance  Austin 
Hotel. 

State  and  national  leaders  in  med- 
icine, government,  and  law,  including 
keynote  speaker  and  AMA  President 
Nancy  Dickey,  MD,  of  College  Sta- 
tion, will  address  the  conference. 
Other  speakers  include  TMA  Presi- 
dent John  P.  Howe  III,  MD,  San  An- 
tonio; US  Rep  Kay  Granger  (R-Fort 
Worth);  Patricia  A.  Clark,  director  of 
Media/Speech  Training  Services  for 
AMA;  and  Ira  R.  Byock,  MD,  direc- 
tor of  The  Palliative  Care  Service  in 
Missoula,  Mont.  Governor  George 
W.  Bush  has  been  invited  to  speak  at 
the  conference. 

On  Friday,  September  18,  Ms 
Clark  will  conduct  a special  media 
and  speech  training  session,  which  is 
free  but  has  limited  enrollment.  A 
conference  reception  will  kick  off  the 
weekend  Friday  at  5:30  pm. 

TMA  committee,  council,  board, 
and  section  meetings  will  be  held 
September  18—19  in  Austin  in  con- 
junction with  the  conference,  which 
begins  at  9:30  am  on  Saturday.  A 
“dawn  duster”  session,  from  7:30  to 
9:15  am  on  Saturday,  precedes  the 
conference,  while  a risk  management 
seminar,  “Document,  Document, 
Document:  Medical  Record  Issues  of 
Surgeons,”  follows  the  conference. 
The  seminar,  which  requires  a fee 
and  advanced  registration,  will  be 
held  from  2 to  5 pm  and  can  earn 
participants  up  to  3 hours  of  AMA 
PRA  Category  1 continuing  medical 
education  (CME)  credit.  To  register 
for  the  seminar,  call  Candy  Holder 


at  (800)  880-1300,  ext  1421,  or 
(512)  370-1421. 

All  events  will  be  held  at  the  Re- 
naissance Austin  Hotel.  The  TMA 
Fall  Leadership  Conference,  includ- 
ing the  Saturday  luncheon  spon- 
sored by  Texas  Medical  Liability 
Trust,  is  free  for  all  TMA  members 
and  invited  guests,  and  has  been  ap- 


proved for  AMA  PRA  Category  1 
CME  credit.  Cost  for  nonmember 
physicians  is  $200.  Although  not  re- 
quired, preregistration  for  the  con- 
ference is  suggested.  For  more 
information,  call  TMA  special  ser- 
vices at  (800)  880-1300,  ext  1346, 
or  (512)  370-1346;  or  consult 
TMA’s  Web  site  at  www.texmed.org. 


A friend  lost 

Susan  Kearns  Benner  and  Bennett  Scott  pose  shortly  after  Ms  Ben- 
ner donated  a kidney  to  Mr  Scott,  a former  high  school  classmate 
in  Myrtle  Beach,  SC,  whom  she 
had  not  seen  in  33  years.  Ms  Benner 
spoke  during  the  TexMed  ’98  general 
session  in  April  and  discussed  her  deci- 
sion to  donate  a kidney  to  Mr  Scott  in 
1995  after  learning  while  organizing  a 
class  reunion  that  diabetes  had  de- 
stroyed his  kidneys.  Since  the  trans- 
plant, Ms  Benner  has  devoted  much  of 
her  time  to  speaking  out  about  the  im- 
portance of  organ  donation  and  trans- 
plantation. Mr  Scott  died  suddenly  in 
his  sleep  May  1 1 while  visiting  family 
in  Myrtle  Beach.  The  official  cause  of 
death  was  listed  as  a heart  attack,  but 
Ms  Benner  says  family  members  suspect  the  heart  attack  was  brought  on 
by  an  insulin  reaction.  She  vows  she  will  continue  to  be  an  advocate  for 
organ  donation  despite  her  sadness  at  Mr  Scott’s  death. 
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Live  &Then  Give  wins 
AAMSE  Spirit  Award 

The  American  Association  of 
Medical  Society  Executives 
(AAMSE)  has  awarded  Live 
& Then  Give,  TMA’s  organ  donor 
awareness  campaign,  the  1998  Spirit 
Award  for  Management  Excellence. 
This  award  recognizes  a program  or 
project  exhibiting  excellence  and 
outstanding  management  impacting 
an  organization’s  membership,  re- 
sources, organization,  or  mission. 


Live  & Then  Give  earlier  won  a 
Silver  Spur  Award  from  the  Texas 
Public  Relations  Association  and  was 
a finalist  for  an  Excellence  in  Mar- 
keting Award  presented  by  the 
Austin  chapter  of  the  American  Mar- 
keting Association. 

Greated  in  1997,  Live  & Then 
Give  is  a joint  initiative  ofTexas  Med- 
ical Association,  TMA  Alliance,  TMA 
Foundation,  and  the  Texas  Transplan- 
tation Society.  The  award  will  be  pre- 
sented at  the  AAMSE  Annual 
Conference  next  month  in  San  Diego. 


Live&ThenG^ 


In  rendering  their  decision,  the 
judges  said,  “The  universal  need  for 
organ  donations,  coupled  with  the 
idea  to  ask  individual  physicians  and 
their  families  to  take  the  lead  in  be- 
coming donors,  impressed  the  judg- 
ing panel.  The  program’s  ‘do  as  I do’ 
message  using  Dr  Phil  Berry,  a physi- 
cian whose  own  file  was  saved  by  a 
transplant  . . . provided  for  a suc- 
cessful outcome.” 


‘Normal’  cholesterol 
not  always  good  enough 

People  with  “normal”  cholesterol 
levels  are  still  at  risk  for  heart 
disease.  That’s  what  2 Texas 
studies  have  revealed.  One  srudy 
looked  at  primary  prevention  and  the 
other  at  secondary  risk  factors. 

A 5-year  study  conducted  at  the 
University  of  North  Texas  Health  Sci- 
ence Center  in  Fort  Worth  and  the 
Wilford  Hall  Medical  Center  at  Lack- 


land Air  Force  Base  in  San  Antonio 
found  that  the  cholesterol-lowering 
drug  Mevacor  (lovastatin)  is  effective 
in  preventing  first  coronary  events  in 
men  and  women  who  have  average 
levels  of  LDL  cholesterol,  but  reduced 
HDL  levels.  The  study,  published  in 
the  May  26,  1998,  issue  of  The  Journal 
of  the  American  Medical  Association, 
found  the  drug  reduced  first  heart  at- 
tacks by  40%,  heart  procedures  by 
33%,  and  unstable  angina  by  32%. 

A study  conducted  at  The  Uni- 
versity of  Texas  Southwestern  Med- 
ical Center  ar  Dallas  found  high 
levels  of  another  form  of  cholesterol 

— remnanr-like  particle  lipoproteins 

— in  patients  with  coronary  artery 
disease  who  had  normal  cholesterol 
levels.  “What  we  have  found  may  be 
a powerful  new  independent  risk 
factor  for  coronary  heart  disease,” 
said  senior  study  author  Ishwarlal 
Jialal,  MD,  PhD.  The  findings  were 
published  in  the  May  issue  of  the 
American  Journal  of  Medicine. 

See  “Saving  the  Hearts  ofTexas,” 
pp  34-39  in  this  issue  of  Texas  Med- 
icine. 


Women  in  medicine  star  in  new  exhibit 

When  women  physicians  began  moving  into  Texas  around  1851, 
they  had  to  work  twice  as  hard  as  male  physicians  for  respect 
from  their  communities. 

Many  of  these  physicians  became  legends  like  Sofie  Herzog,  MD,  who 
came  from  Vienna  to  the  United  States  in  1886  after  completing  the  best  med- 
ical training  Europe  had  to  offer.  Her  desire  for  a more  adventurous  lifestyle 
brought  Dr  Herzog  to  Brazoria,  where  she  was  known  for  her  skill  in  extract- 
ing bullets  from  those  involved  in  feuds  and  fights  with  bandits.  She  also  was 
known  for  stringing  the  bullets  into  a necklace  she  wore  around  her  neck. 

An  exhibit  on  display  through  October  28  in  the  Texas  Medical  Associ- 
ation History  of  Medicine  Gallery  displays  information  on  Texas  women 
in  medicine  from  yesterday  to  today.  The  gallery  is  in  the  first-floor  lobby 
of  the  TMA  building  at  401  W 15th  St  in  Austin.  The  exhibit  can  be 
viewed  from  8:15  am  to  7 pm,  Monday  through  Eriday,  and  9 am  to  1 pm 
on  Saturday.  The  TMA  building  is  closed  on  major  holidays. 

For  information,  contact  Patty  Mullins,  museum  exhibits  coordinator, 
in  the  TMA  Library  at  (800)  880-1300,  ext  1552,  or  (512)  370-1552;  or 
e-mail  patty_m@texmed.org. 


A new  TMA  exhibit  offers  an  overview  of 
some  oj the  outstanding  pioneer  women 
physicians,  educators,  researchers,  and 
nurses  from  Texas  and  the  United  States, 
including  Sofie  Herwg,  MD 
(1849-1925). 
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M EARLY  150  YEARS  AGO,  35  TeXAS 
physicians  gathered  in  Austin  to  share  rudi- 
mentary scientific  information  about  how  to 
treat  the  terrible  scourges  of  the  day.  Just  as  impor- 
tant, however,  they  used  that  very  first  meeting  to  be- 
gin establishing  standards  for  the  ethical  practice  of 
the  profession  of  medicine  in  the  Republic  of  Texas. 

Since  those  fledgling  days,  the  orga- 
nization that  has  become  Texas  Medical 
Association  has  grown  and  developed 
along  those  twin  tracks:  helping  Texas 
physicians  keep  pace  with  the  burgeon- 
ing body  of  medical  scientific  knowl- 
edge and  constantly  raising  the  bar  of 
professional  standards  to  protect  pa- 
tients’ interests  despite  staggering  revo- 
lutions within  the  practice  of  medicine. 

Along  the  way,  TMA  has  become  a 
powerful  voice  for  our  profession,  for 
our  members,  for  our  patients.  And  our 
advocacy  has  always  revealed  itself  in  the 
countenance  of  what  is  best  for  our  pa- 
tients, what  will  improve  their  overall 
health,  what  will  increase  their  access  to 
medical  care,  what  will  protect  their  safety.  We’ve  walked 
(and,  as  several  articles  in  this  issue  of  Texas  Medicine  tes- 
tify, still  walk)  united,  arm  in  arm  with  each  other  and 
our  patients.  In  recent  years,  we’ve  directed  our  energies, 
policy  debates,  and  legislative  efforts  against  such  bo- 
geymen as  government  bureaucrats,  personal  injury 
lawyers,  and  lesser-trained  health  care  professionals. 

But  those  frustrations  have  given  way  increasingly  to 
intramural  differences,  some  quite  strident,  between  and 
among  physicians:  employed  versus  self-employed,  town 
versus  gown,  solo  versus  group,  and  rural  versus  urban.  In 
any  given  room  during  TexMed  ’98,  the  casual  observer 
could  hear  how  new  business  strategies  are  polarizing 
medical  communities.  Health  care  in  Texas,  as  elsewhere 
before  us,  is  evolving  into  a complex  network  of  systems 
within  systems,  each  competing  with  the  other. 

In  every  one  of  these  disputes,  and  in  many  others, 
TMA  has  been  asked  to  take  sides  or  has  been  accused 
of  doing  so.  And  in  my  view,  this  is  precisely  where  the 
most  highly  regarded  medical  association  in  the  coun- 
try should  reside.  At  a time  of  crisis,  what  defines  us  as 
doctors,  and  not  merely  ethical  businessmen  and 
women,  is  our  ability  to  coalesce  around  our  sworn 
duty  to  place  our  patients  foremost.  We  must  persevere 
when  powerful  economic  interests  seek  to  divide  us 
from  our  patients  and  play  us  against  each  other.  We 


can  accomplish  this  only  if  we  continue  to  come  to- 
gether and  talk  to  each  other,  physician  to  physician. 

I am  pleased  to  report  that  TMA  is  evolving  to  meet 
these  emerging  challenges  to  our  profession  and  our  pro- 
fessionalism. TMA  is  getting  involved  in  many  of  these 
family  feuds  — not  by  choosing  sides  but  by  bringing  all 
sides  to  the  table.  Whether  through  traditional  methods, 
such  as  House  of  Delegates  debate,  or 
through  ad  hoc  committees  or  open  fo- 
rums, TMA  is  committed  to  providing  a 
representative  place  that  embodies  all 
doctors,  that  allows  thoughtful  debate 
and  prudent  resolution  of  these  difficult 
issues. 

Perhaps  some  of  these  disputes  even- 
tually will  require  legislative  remedies. 
Fine,  but  let  it  be  a united  house  of 
medicine  that  prescribes  the  cure. 

As  Texas  physicians,  we  have  imposed 
upon  ourselves  the  Medical  Practice  Act, 
this  state’s  toughest  professional  training 
and  licensure  requirements.  We  have  lob- 
bied the  legislature  to  put  laws  on  the 
books  that  outlaw  the  intrusion  of  finan- 
cial incentives  into  treatment  decisions,  that  restrict 
physician  advertising,  and  that  forbid  persistent  or  fla- 
grant overcharging  or  overtreating.  We  have  the  nation’s 
most  comprehensive  patient  protection  laws  and  the 
most  dramatic  drop  in  the  frequency  of  lawsuits  against 
us.  It’s  little  wonder  why  Texas  Medical  Association  en- 
joys the  credibility  and  trust  of  our  patients,  lawmakers, 
editorial  boards,  and  courts. 

Our  35  founders  never  could  have  imagined  the 
tremendous  transformation  1 50  years  have  wrought  on 
both  the  science  and  practice  of  medicine.  Despite  that 
upheaval,  we  Texas  physicians  have  nurtured  TMA  in 
such  a way  that  the  association  today  holds  dear  the 
legacy  established  by  those  who  came  before  us. 

I am  confident  that  by  hewing  to  that  heritage,  to 
that  credo  that  puts  our  patients  first,  Texas  physicians 
of  1998  will  weather  the  cyclones  of  competition  — 
from  managed  care,  from  hospitals,  from  networks, 
from  practice  management  companies,  from  each 
other  — that  whip  and  batter  our  practices.  And  we  as 
professionals,  and  TMA  as  our  professional  home,  will 
be  that  much  better  prepared  for  whatever  new  storms 
are  gathering  on  the  horizon. 


Dr  Howard.^  psychiatrist  in  Dallas,  is  chair  of  the  TMA  Board 
of  Trustees. 


Commentary 

♦ 

TMA  ANSWERS 
NEW  CHALLENGES  WITH 
AGE-OLD  SOLUTIONS 

■f 

By  Byron  L. 
Howard,  MD 
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HOW  BAD  IS  IT,  ANYWAY?  THE  NOTION  OF  BENEVOLENT  DECEPTION  BY  j.  RUSSELL  HOVERMAN,  MD,  PHD 

The  March  15  Washington  Post  reported 
that  in  a small,  nonrandom  survey,  up  to 
80%  of  physicians  reported  falsifying 
records  to  expand  medical  benefits  for  their  pa- 
tients (1).  A majority  said  they  were  deceiving 
health  plans  more  often  now  than  5 years  ago.  In 
a recent  article,  Levinsky  discusses  the  morality  of 
the  physicians  complicity  in  bedside  rationing  (2).  He  uses 
the  example  of  not  informing  elderly  patients  when  using  a 
cheaper  but  less  durable  hip  prosthesis  to  make  the  proce- 
dure profitable  for  the  hospital.  In  these  situations,  it  is  ar- 
gued, the  social  goal  of  cost  containment  can  outweigh  the 
disruption  to  the  patient-physician  relationship. 

Then  there  is  Doug  Ross.  For  those  who  get  enough 
medicine  in  the  daytime,  Doug  Ross  is  one  of  the  physi- 
cians on  the  NBC  television  program  ER.  In  the  last  2 
episodes  of  the  season,  “Dr  Ross”  undertook  a risky,  ex- 
perimental therapy  to  rapidly  withdraw  a 7-month-old 
boy  from  methadone  addiction.  There  was  no  consent 
on  anyone’s  part. 

The  situation  is  so  extreme  as  to  be  absurd,  but  after  2 
episodes,  we  are  unsure  of  the  outcome  for  “Dr  Ross”  (this 
is,  after  all,  television).  The  child  survives  the  withdrawal 
unharmed.  An  investigation  is  demanded  and  is  initiated 
by  “Dr  Ross”  himself 

The  theme  in  these  examples  should  sound  familiar. 
The  rationale  is  the  same  as  that  offered  for  paternalism 
— the  argument  that  deception  is  justified  if  it  is  for  a 
net  benefit  or  to  protect  from  harm.  In  paternalism,  the 
patient  is  deceived  by  the  physician  for  the  patient’s  own 
good.  In  the  previous  2 cases,  it  can  be  the  insurance  car- 
riers for  the  benefit  of  the  patient,  the  patient  for  the 
benefit  of  society,  or  colleagues  and  staff  for  the  benefit 
of  the  patient.  We  are  left  asking  whether  there  is  a mid- 
dle ground  between  Immanuel  Kant  (and  maybe  your 
mother),  who  believed  lying  was  always  wrong,  and  the 
natural  conclusion  of  the  above  cases,  that  deception  can 
be  justified  in  many  situations,  as  long  as  benefit,  or  at 
least  avoidance  of  harm,  can  be  demonstrated. 

Rather  than  argue  for  paternalism  or  bedside  rationing, 
one  can  use  the  approach  of  Sissela  Bok  (3,4)  and  exam- 
ine the  problems  with  deception.  She  notes  that  lying  be- 


gins with  a negative  connotation  (3).  Here,  Kant 
may  be  useful.  He  argued  that  persons  should  be 
treated  as  ends  in  themselves,  not  means  to  ends. 
With  benevolent  deception,  we  are  replacing  one 
person’s  values  with  those  of  another  in  a posi- 
tion of  authority.  On  this  basis  alone,  lying  is 
presumed  wrong  as  one  cannot  assume  the  de- 
ceiver’s values  are  identical  to  those  of  the  deceived. 

Bok  (4)  proposes  3 steps  to  assess  the  legitimacy  of  de- 
ception: Are  there  “alternative  courses  of  action  that  will 
achieve  the  aims  one  takes  to  be  good?”  Are  the  moral  rea- 
sons excusing  or  justifying  the  lie  and  the  counterarguments 
explicit?  Most  importantly,  how  would  a public  of  reason- 
able persons  respond  to  such  arguments?  This  public  of  rea- 
sonable persons  includes  all  affected  by  the  deception.  In 
the  cases  mentioned,  this  includes  patients,  insurers,  em- 
ployers, colleagues,  and  hospitals.  The  paradox  of  deception 
is  that  justification  of  deception  must  stand  public  scrutiny. 

The  TMA  Board  of  Councilors  found  the  arguments 
for  deceiving  insurers  lacking.  “When  conflicts  arise  re- 
garding the  medical  necessity  or  appropriateness  of  a re- 
quest for  treatment,  mechanisms  should  be  in  place  to 
resolve  the  conflict  in  a timely  fashion,”  it  said.  Regarding 
silent  bedside  rationing,  Levinsky  concluded,  “Withhold- 
ing the  truth  ...  deprives  patients  of  the  right  to  contest  the 
rationing  of  care  for  themselves  and  as  social  policy.”  The 
first  2 examples  then  fail  to  overcome  the  presumption 
against  deception,  regardless  of  the  claimed  benevolence. 

And  what  of  Doug  Ross?  His  actions  did  not  meet  the 
approval  of  his  colleagues.  Does  the  outcome  justify  the 
process?  Is  this  the  paradigm  of  recklessness  one  can  see 
in  a physician  convinced  of  his  own  moral  authority?  We 
shall  see. 
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Teething  biscuits  cause  choking 
in  young  children 

Gerber  Products  Company  has 
received  more  than  200  re- 
ports of  choking  incidents 
— including  the  death  of  a Houston 
child  — involving  the  Gerber  Tod- 
dler Biter  Biscuit,  according  to  a 
news  release  issued  by  a public  rela- 
tions firm  representing  the  attorney 
for  the  child’s  family. 

Gerber  disclosed  this  information 
during  depositions  for  a lawsuit 
brought  against  the  company  by  the 
parents  of  5-month-old  Dale’Vonne 
Lewis,  who  died  from  choking  on 
the  Toddler  Biter  Biscuit  in  1992. 
Despite  having  to  pay  an  undis- 
closed settlement  to  the  child’s  par- 
ents in  1997,  Gerber  continues  to 
sell  the  teething  biscuit  through  gro- 
cery chains,  the  news  release  said. 


Medical,  law  students 
buried  under  loan  debt 

Of  those  who  studied  medi- 
cine, law,  or  business,  40% 
have  student  loan  debt  ex- 
ceeding their  current  salaries,  accord- 
ing to  the  National  Student  Loan 
Survey  conducted  by  Nellie  Mae,  the 
country's  largest  nonprofit  student 
loan  provider.  Nearly  a quarter  of 
survey  participants  say  their  monthly 
student  loan  payments  use  up  more 
than  20%  of  their  monthly  incomes. 

The  survey,  which  included  re- 
sponses from  1,098  undergraduate, 
graduate,  vocational,  and  professional 
student  loan  borrowers  who  began  re- 
paying their  loans  between  January 
1993  and  July  1996,  showed  that 
63%  of  borrowers  in  the  medical,  law, 
and  business  fields  reported  signifi- 
cant burden  from  their  student  loans. 
Study  results  also  showed  that  the  av- 
erage student  loan  debt  level  in- 
creased from  $8,200  in  1991  to 
$18,800  in  1997. 


New  publication  from  TMA! 


STARTING  A MEDICAL  PRACTICE  IN  TEXAS 

by  Donalci  P.  Wilcox,  JD  and  Christopher  K.  Davis,  JD 

Learn  hozv  federal  and  state  laws  regulate  the  practice  of  medicine  in  Texas, 
plus  practical  business,  legal,  tax,  and  managed  care  information  for  starting 
a practicel 

$19  - TMA  members 
$29  - Nonmembers 


To  order,  mail  payment  to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701; 
call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  fax  (512)  370-1632. 


Online  (®  TMA 

PHYSICIAN’S  GUIDE  TO  USING  THE  INTERNET 
BY  S.  CAROL  ALLEN 


Texas  Medical  Association’s  newest  publication 
introduces  physicians  to  the  Internet. 

Some  highlights  include: 

I Getting  started  on  the  Internet 
I Communicating  through  e-mail 
I Working  with  newsgroups 
I Chatting  on  the  Net 
I Designing  a Web  site  for  your  practice 
I Ten  ways  the  Internet  can  help  your  practice 

Plus,  check  out  the  sites  where  your 
patients  are  getting  health  information! 

TMA  members  - $29  Nonmembers  - $59 

To  order,  mail  payment  or  credit  card  information 
to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX 
78701-1680;  fax  your  credit  card  order  to 
(512)  370-1635;  call  (800)  880-1300,  ext.  1423; 
or  e-mail  anne_g@texmed.org. 

Click  on  www.texmed.org  for  an  order  form. 
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DOCTORS  RESOURCE  SERVICE 


A full  -service  financial  firm, 
including  tax,  accounting  and  pension 
dedicated  to  providing  unique  solutions 
to  the  monetary,  financial  and  tax  problems 
of  the  health  professional. 

Maurice  M.  Glazer,  the  Chairman  of  DRS 
has  been  a financial  advisor  for  35  years. 

DOCTORS  RESOURCE  SERVICE 

Specializes  in  a custom  analysis  for  each  doctor 
with  specific  suggestions.  This  information  can 
save  physicians  significant  dollars. 


For  information  call  Marilyn: 

800-588-8931 


•Investment  advisory  service  througli  Associated  Financial  Planners,  Inc.,  an  IFG  affiliate. 
••Secunhes  offered  through  IFO  Network  Secunties,  Inc  , Member  NASD/SIPC,  Maunce  M.  Glazer  is  a 
registered  principal  of  IFG  Network  Secunties,  Inc  which  is  otherwise  unaffiliated  with  Doctors  Resource  Service 


\ for  the  FUTHRE 


Share  your  knowledge  and  experience  with  a future 
internist!  You  can  introduce  a medical  student 
to  all  iispecLs  of  medical  practice  during 
a four-week  internal  medicine  preceptorship. 

For  more  information  on  becoming  a 
GIMSPF  preceptor,  call  (800)  880-1300,  ext.  1531. 
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AHA  survey  explores 
hospitals,  health  systems 

While  leadership  effective- 
ness is  a top  priority, 
boards  of  hospitals  and 
health  systems  focus  only  a third  of 
their  time  on  strategic  issues.  That  is 
among  the  findings  of  “Shining  Light 
on  Your  Board’s  Passage  to  the  Fu- 
ture,” the  first  hospital  and  health  sys- 
tem governance  survey  conducted  in 
1 0 years.  The  study  analyzes  major  is- 
sues from  board  structure  and  mem- 
bership selection  to  medical  staff 
alignment. 

Conducted  in  1997  by  Ernst  & 
Young  LLP  and  the  American  Hospi- 
tal Association’s  Center  for  Health 
Care  Leadership,  the  nationwide  sur- 
vey examined  more  than  2,000  hospi- 
tals and  125  health  systems.  Among 
its  other  findings  are: 

• Many  new  health  systems  are  se- 
lecting members  more  representa- 
tive of  their  communities,  reflecting 
the  value  they  place  on  having  a 
well-rounded  membership. 

• Fewer  than  half  of  hospitals  ac- 
knowledged having  any  formal 
board  education  program  or  bud- 
get, yet  board  education  is  the 
No.  1 area  cited  for  board  im- 
provement. 

• Only  26%  of  board  chairs  and 
38%  of  chief  executive  officers 
believe  that  the  2-way  communi- 
cation between  the  parent  and 
subsidiaries  is  very  or  extremely 
effective. 
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HOTLINES 

Texas  Medical  Association 

TMA  main  switchboard  (800)  880-1300 


Impaired  physicians  (800)  880-1640 


Insurance  (800)  880-8181 


Legislative  (800)  880-1395 


Student  and  resident  loans  (800)  880-2828 


TEXPAC  (800)  880-1300,  ext  1362 


TPSO  (800)  523-8776 


Why  TLC  ? Specializing  solely  in  post-acute  brain 
Residential  program  rSahilitatloH  fov  over  15  years... 


at  outpatient  costs 

Individual  program 
plan  with  a continuum 
of  outcome 
focused  pathways 

Comprehensive 
evaluation  services 
& lifecare  planning 

Innovative  clinical  , 
research 

Superior  staff 
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Managed  Care  * 
Workers’  Comp 
Disability  Insurance 
Settlements 
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The  Transitional  Learning 
Community  at  Galveston 

Post- Acute  Brain  Injuiy  Rehabilitation  ^ 

: Postoffice  Street,  Galveston.  Texa#/jj 
1-300-TLC-GROW  x121,  www.neosoft.g-qir 
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BORATORIES 


FREEMANBCOCKERELL 


D L K M A T O P A T II  O L O Ci  Y L A B O R A T O R I L S 


■ Diagnostic  Dermatopathology 

■ Evaluation  of  Margins 

■ Immunofluorescence 

■ Immunohistochemistry 

■ Clinicopathologic  Correlation 

24  Hour  Service 
Courier 
Air  Freight 
Fax  Reports 
Stat  Pick-up 


Frozen  Sections 

Diagnostic  Consultation 

Slide  Processing 

Rush  2 Hour 
Permanent  Sections 

214/638-2222 
800/309-0000 
Fax  214/630-5210 


ROBERT  G.  FREEMAN,  M.D.  CLAYJ.  COCKERELL,  M.D. 

2330  BUTLER  STREET  ■ SUITE  115  ■ DAI  LAS,  TEXAS  7 52 35 


VOLUME  94  ★ NUMBER  7 


Legislative  Affairs 

Political  clout 

TEXPAC,  alliance  helped  Justice  Corny  n in  attorney  general's  race 

By  Ken  OKJOLOn , Associate  editor 


When  Texas  Supreme  Court  Justice  John 

Cornyn  resigned  his  seat  on  the  state’s 
highest  civil  court  to  run  for  attorney 
general  in  the  Republican  primary,  few 
political  observers  gave  him  much  chance  of  winning. 
Though  a highly  respected  jurist,  Justice  Cornyn  was  chal- 
lenging 2 better  known  and  better  funded  candidates  in 
Railroad  Commissioner  Barry  Williamson  and  former 
state  Republican  Party  Chair  Tom  Pauken. 


One  observer  says  Justice  Cornyn  “commanded  third 
place”  in  the  3-man  race  and  wasn’t  expected  to  budge  from 
that  spot.  But  when  the  former  judge  addressed  the  Texas 
Medical  Association  House  of  Delegates  on  April  23,  he  did 
so  basking  in  the  glow  of  his  stunning  upset  victory  and  the 
bright  outlook  of  what  political  pundits  now  say  is  a very 
winnable  campaign  in  the  general  election  this  fall. 

“I  have  only  3 things  to  say  to  you  this  morning,”  Justice 
Cornyn  told  physicians  and  TMA  Alliance 
members  assembled  for  that  opening  ses- 
sion of  the  House  of  Delegates. 

“Thank  you,  thank  you,  and  thank 
you.” 

Those  words  of  thanks  were 
uttered  in  recognition  of  the 
tremendous  grassroots  effort 
waged  on  his  behalf  in  both 
the  March  GOP  primary  and 
April  runoff  elections.  That 
grassroots  effort  was  led  in  large 
part  by  organized  medicine,  and 
many  say  it  is  a textbook  exampf 
of  how  political  involvement  at  the 
most  basic  level  can  influence  the  out- 
come of  our  electoral  process. 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Association's  stance  on  state  legislation  are 
defined  as  “legislative  advertising,  “according  to  Texas  Govt  Code  Ann  §305.027.  That  law  requires 
disclosure  of  the  name  and  address  of  the  person  who  contracts  with  the  printer  to  publish  the  legisla- 
tive  advertising  in  Texas  Medicine.'  Louis  J.  Goodman,  PhD.  Executive  Vice  President,  TMA.  401 
W 1 5th  St,  Austin.  TX  78701. 


Jumping  in  early 

When  Justice  Cornyn  decided  to  en- 
ter the  attorney  general’s  race,  it  pre- 
sented something  of  a conundrum  for: 
the  Texas  Medical  Association  Politi- 
cal Action  Committee  (TEXPAC). 
Justice  Cornyn  long  had  been  sup- 
ported by  TEXPAC.  In  fact,  TEXPAC 
had  helped  recruit  then-Appellate 
Judge  Cornyn  to  run  for  the  Supreme 
Court  in  the  1990  campaign  — 
which  he  narrowly  won  — and  then: 
worked  tirelessly  for  his  reelection  to  the  court  in  1996. 

Tyler  orthopedic  surgeon  David  Duffner,  MD,  who 
chairs  TEXPAC’s  Candidate  Evaluation  Committee,  says  he 
called  Justice  Cornyn  to  find  out  why  he  was  giving  up  his 
seat  on  the  bench  to  enter  the  race.  “He  had  just  gotten  re- 
elected and  we  wanted  him  to  stay  there,”  Dr  Duffner  says. 
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To  add  to  the  problem,  Justice 
Cornyn  was  entering  a race  in  which 
the  incumbent  — Attorney  General 
Dan  Morales  — was  a well-regarded 
friend  of  organized  medicine.  Since 
TEXPAC  strictly  adheres  to  its 
“friendly  incumbent”  rule,  it  would 
have  been  impossible  to  endorse  Jus- 
tice Cornyn  over  Attorney  General 
Morales  in  the  general  election. 

However,  given  the  deep  ties  be- 
tween medicine  and  Justice  Cornyn, 
as  well  as  his  exemplary  legal  qualifica- 
tions, TEXPAC  chose  to  endorse  and 
lend  grassroots  and  financial  support 
for  his  uphill  primary  campaign.  Kim 
Ross,  TMA’s  vice  president  for  public 
policy,  says  both  Justice  Cornyn  and 
Attorney  General  Morales  understood 
the  ground  rules.  TEXPAC’s  endorse- 
ment of  Justice  Cornyn  would  not  ex- 
tend beyond  the  primary. 

While  the  Candidate  Evaluation 
Committee  felt  obligated  to  interview 
the  other  candidates.  Dr  Dufifner  says 
there  was  a clear  difference. 

“Justice  Cornyn  is  just  an  out- 
standing legal  scholar,”  Dr  Duffner 
said.  “He  has  shown  a track  record  of 
conservatively  interpreting  the  consti- 
tution and  the  laws  of  Texas,  and  we 
just  had  to  endorse  him  over  the  other 
Republican  candidates.” 

The  potential  dilemma  of  2 TEX- 
PAC-endorsed  friendly  incumbents 
facing  each  other  in  the  general  elec- 
tion was  resolved  when  Attorney  Gen- 
eral Morales  unexpectedly  announced 
he  would  not  seek  reelection.  At  that 
point,  TEXPAC  threw  its  complete 
and  unqualified  support  behind  Justice 
Cornyn. 


“While  TEXPAC’s  early  primary 
endorsement  raised  a few  eyebrows, 
especially  since  we  were  defying  local 
conventional  wisdom  as  to  whom 
everyone  thought  would  win  the  pri- 
mary, it  was  really  an  easy  choice  for 
TEXPAC,”  Mr  Ross  said. 

Making  up  ground 

Still,  there  was  a tremendous  uphill 
battle  for  Justice  Cornyn  to  wage  to 
climb  from  his  third  place  showing  in 
the  early  polls.  Mr  Williamson  had  a 
huge  advantage  going  into  the  race 
with  a $1.6  million  campaign  war 
chest,  and  Mr  Pauken  had  consider- 
able name  identification  among  Re- 
publican voters  from  his  years  as  GOP 
party  chair  and  his  outspoken  opposi- 
tion to  Gov  George  W.  Bush’s  prop- 
erty tax  reform  plan  in  the  1997 
session  of  the  Texas  Legislature. 

Dr  Duffner  says  TEXPAC  was 
committed  to  electing  the  man  it 
thought  had  the  credentials  to  be  the 
best  attorney  general  in  the  state’s  his- 
tory. TEXPAC  printed  and  distributed 
thousands  of  “slate  cards”  supporting 
Justice  Cornyn,  the  first  time  the 
highly  successful  slate  card  campaign 
had  been  used  for  a race  other  than  the 
Texas  Supreme  Court.  Physicians  and 
alliance  members  also  began  organiz- 
ing fundraisers  for  Justice  Cornyn. 

Harvey  Kronberg,  editor  and  pub- 
lisher of  the  influential  political  newslet- 
ter Quorum  Report,  says  that  at  the  time 
he  thought  those  efforts  were  useless. 

“I  thought  it  was  a wasted  endorse- 
ment because  I didn’t  see  how  Cornyn 
could  effectively  compete  with 
Pauken,”  Mr  Kronberg  said.  Mr  Kro- 
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nberg  even  wrote  an  editorial  ques- 
tioning why  Justice  Cornyn  would 
give  up  a “comfy  Supreme  Court  job” 
to  take  on  what  he  thought  was  a 
“quixotic  crusade.” 

Picking  up  momentum 

As  it  turned  out,  the  crusade  wasn’t 
nearly  as  hopeless  as  the  political  pundits 
thought.  In  the  March  GOP  primary. 
Justice  Cornyn  came  in  second  with 
32.2%  of  the  vote.  Mr  Williamson,  the 
frontrunner,  failed  to  win  without  a 
runoff,  getting  only  38.1%.  Mr  Pauken 
finished  third  with  29.7%. 

Mr  Kronberg  says  Mr  Pauken’s 
demise  was  twofold.  First,  a mailer 
sent  out  by  the  Williamson  campaign 
in  the  last  days  before  the  primary 
election  disparaged  Mr  Pauken  as  the 
arch-nemesis  of  Governor  Bush. 

“It  was  effective,”  Mr  Kronberg 
said.  “Tom  told  me  he  was  standing  in 
front  of  polling  booths  that  should 
have  been  solidly  his  on  election  day 
and  people  were  walking  by  with  the 
mailer  and  snubbing  him.” 

Second,  Mr  Kronberg  says,  Mr 
Pauken  was  overconfident.  “He  didn’t 
think  he  needed  TV  [advertising]  and  he 
did.  Even  the  staunchest  supporters  need 


Contributions  to  Texas  Medical  Association  Political  Action  Com- 
mittee (TEXPAC),  Texas  Medical  Association  PAC-Statewide 
(TEXPAC-Statewide),  and  American  Medical  Association  PAC 
(AMPAC)  are  not  deductible  as  charitable  contributions  for  fed- 
eral income  tax  purposes. 

Voluntary  political  contributions  to  TEXPAC  are  shared  with 
AMPAC.  Contributions  are  not  limited  to  any  suggested  amount. 
Neither  TMA  nor  AMA  will  favor  or  disadvantage  anyone  based 
on  the  amounts  or  failure  to  make  contributions.  Contributions  to 
TEXPAC  and  AMPAC  are  subject  to  Federal  Election  Commission 
regulations.  Federal  election  law  prohibits  TMA  from  soliciting  do- 
nations from  persons  who  are  not  in  its  solicitable  class  (eg,  TMA 
members  and  their  families).  All  donations  received  from  persons 
who  are  not  in  TMA's  solicitable  class  will  be  returned. 
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become  a preceptor  and  share 
the  “real  world”  office  practice 
experience  with  an  interested 
and  eager  student. 

• • Preceptorships  are 
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cians  are  needed  in 
, -j.  all  areas  of  the 
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For  more  information,  contact: 

General  Pediatric  Preceptorship  Program 

Texas  Pediatric  Society 

401 W.  15th  St.,  Suite  682  Austin  78701-1680 
(512)370-1519 
tpsprecept®  aol.com 


Memorial  8e  Tribute  Giving 


Celebrate 

GOOD 

Times ! 

Acknoivledge  a friend's  achievement. 


TMAFOUNDATION 

(800)  880^1300,  ext.  1663 


to  see  a face  on  TV  in  order  for  them  to 
believe  it’s  a legitimate  campaign.” 

Enter  TEXPAC 

While  Mr  Pauken  may  have  been 
overconfident,  Justice  Cornyn’s  rise  to 
second  place  and  a spot  in  the  runoff 
were  no  accident.  And,  Mr  Kronberg 
says  the  early  TEXPAC  endorsement 
was  a key  to  his  burgeoning  success. 

“The  timing  on  it  coming  as  early 
as  it  did  was  significant  because  TEX- 
PAC has  such  a reputation  as  an  effec- 
tive political  operation,”  Mr  Kronberg 
said.  “It  legitimized  Justice  Cornyn 
and  created  a path  for  the  other  trade 
associations  to  follow.” 

Indeed,  other  associations  did  fol- 
low TEXPAC’s  lead,  including  those 
representing  realtors,  certified  public 
accountants,  restaurant  owners, 
the  Texas  Farm  Bureau,  and  the 
Texas  Civil  Justice  League. 

The  TEXPAC  endorsement 
gave  his  campaign  “instant  cred- 
ibility,” Justice  Cornyn  said. 

“Other  groups  sat  up  and  paid 
attention,”  he  said.  “It  gave  me  a 
real  burst  of  energy  and  some 
momentum  to  my  campaign.” 

Grassroots  in  action 

While  the  trade  association  en- 
dorsements may  have  played  a large 
role  in  getting  Justice  Cornyn  into  the 
runoff,  those  groups  — led  again  by 
TEXPAC  — were  not  satisfied  to 
leave  it  at  that.  During  the  runoff 
campaign,  grassroots  efforts  by  all  of 
the  trade  organizations  intensified. 

TEXPAC  targeted  voters  in  20 
counties  with  an  intensive  get-out-the- 
vote  campaign.  Those  counties  included 
Aransas,  Bexar,  Calhoun,  Collin,  Den- 
ton, Gillespie,  Harris,  Jackson,  Kerr, 
Lubbock,  McLennan,  Montgomery, 
Nueces,  Potter,  Rockwall,  Smith,  Tar- 
rant, Taylor,  Tom  Green,  and  Victoria. 
Justice  Cornyn  eventually  won  18  of 
those  counties  in  the  runoff.  Plus,  Jus- 
tice Cornyn  says  TEXPAC  unleashed  its 
“secret  weapon”  — the  TMA  Alliance. 

Cathy  Toledo,  an  alliance  represen- 


tative to  the  TEXPAC  board,  says  al- 
liance members  throughout  the  state 
set  up  fax  trees  and  mailed  postcards 
to  friends  and  family  members  urging 
them  to  vote  for  Justice  Cornyn. 

“We  actually  sent  out  3 postcards  to 
every  alliance  member  and  asked  them 
to  mail  those  postcards  showing  their 
support  for  Justice  Cornyn  to  their 
friends  and  family  in  Texas,  and  to  fol- 
low up  with  a phone  call  to  make  sure 
those  people  went  to  vote,”  she  said. 

She  says  the  alliance,  working  with 
TEXPAC,  put  on  a “full  court  press,” 
using  the  very  network  it  began  devel- 
oping back  in  1988  to  bring  about  a 
major  political  change  in  the  Texas 
Supreme  Court,  a change  of  which 
Justice  Cornyn  was  a major  part. 

“TEXPAC  pretty  accurately  pre- 


dicted how  many  votes  we  needed  to  get, 
and  we  went  out  and  got  them”  she  said. 
“It  was  a very  targeted  campaign.  We 
knew  that  if  we  could  get  the  medical 
community  to  the  polls  that  we  could 
influence  that  race  and  be  successful.” 

While  Mr  Kronberg  wasn’t  prepared 
to  say  TEXPAC’s  effort  stood  out  from 
the  crowd,  he  did  say  trade  associations, 
along  with  a massive  voter  turnout  for 
Justice  Cornyn  in  his  hometown  of  San 
Antonio,  were  the  2 biggest  factors  in 
his  success  in  getting  into  the  runoff 
and  his  57.9%  to  42.1%  victory  in  that 
runoff  over  Mr  Williamson. 

Justice  Cornyn  is  a little  more  out- 
spoken about  the  importance  of  orga- 
nized medicine’s  support  of  his 
campaign.  “TEXPAC’s  support,  and 
the  alliance’s  grassroots  support  in 


“When  TEXPAC  and 
the  alliance  get 
behind  a candidate, 
it’s  not  just  lip  service 
but  a real 
commitment, 
and  it  produces 
meaningful  results.” 
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particular,  were  very  powerful,”  he 
! said.  “When  TEXPAC  and  the  al- 
; liance  get  behind  a candidate,  it’s  not 
j just  lip  service  but  a real  commitment, 
i and  it  produces  meaningful  results.” 

I 

j The  battle  joined 

With  the  GOP  primary  behind  him. 
Justice  Cornyn  now  enters  the  real  bat- 
tle — defeating  Democratic  nominee 
Jim  Mattox.  Mr  Mattox  is  a former  at- 
torney general  whose  last  political 
campaign  was  for  governor  in  1990. 

, He  lost  in  the  Democratic  primary  to 
Ann  Richards,  who  went  on  to  defeat 
I businessman  Clayton  Williams  in  the 
; general  election. 

Even  though  the  pundits  gave  Jus- 
j tice  Cornyn  little  chance  of  winning 
the  GOP  nomination,  they  now  say 
he  has  a very  realistic  chance  to  defeat 
Mr  Mattox. 

Mr  Kronberg  says  the  legal  com- 
munity isn’t  fond  of  Mr  Mattox  be- 
cause of  a perception  that  attorney 
general  opinions  were  “for  sale”  dur- 
ing his  years  as  attorney  general.  Also, 
Democrats  still  have  not  forgiven  Mr 
Mattox  for  accusing  former  Governor 
Richards  of  illegal  drug  use  during  the 
1990  campaign. 

“He’s  only  got  a base  among  the 
plaintiff’s  attorneys  and  the  unions,” 
Mr  Kronberg  said.  “That  just  doesn’t 
get  you  to  critical  mass.” 

Still,  Justice  Cornyn  says  he  is  not 
underestimating  Mr  Mattox’s  abilities.  “I 
think  it  would  be  wrong  to  underesti- 
mate Jim  Mattox,”  he  said.  “He’s  run  for 
and  won  a number  of  elections,  and  even 
though  his  star  has  dimmed  somewhat 
of  late,  Mattox  is  a political  survivor. 
He’s  smart,  he’s  not  going  to  make  dumb 
mistakes,  and  he’ll  be  very  aggressive. 

“Even  though  I’m  probably  consid- 
ered the  favorite  in  this  election,  I in- 
: tend  to  run  like  I did  in  the  primary  and 
the  runoff,  with  everything  I’ve  got.  I 
hope  my  supporters  realize  how  critical 
this  election  is  and  don’t  let  their  guard 
down.  We’ve  got  to  do  everything  we 
did  in  the  primary  and  the  runoff  one 
more  time  in  November.”  ★ 


►TOP  10  0 HEALTH  s y s t e m 


MEDICAL  DIRECTOR 

SAN  ANTONIO,  TEXAS 


University  Health  System  is  the  premier  health  care  .system  in  San  Antonio, 
Texas.  Our  system  includes  a nationally  recognized  university  teaching 
hospital  with  clinical  leadership  in  trauma,  transplant,  pediatrics,  rehab  and 
many  other  programs.  We  invite  you  to  explore  working  with  our  team  that 
was  recently  named  a Top  100  Health  System. 

COMMUNITY  FIRST  HEALTH  PLANS 

Community  First  Health  Plans,  Inc.,  is  a nonprofit  health  maintenance 
organization  which  serves  the  city  of  San  Antonio,  Bexar  County  and  the 
contiguous  counties.  Community  First  Health  Plans  has  an  excellent 
opportunity  for  a Medical  Director  to  provide  leadership  to  our  health  plan 
and  provider  network.  The  selected  individual  will  be  a key  member  of  the 
senior  management  team  and  will  oversee  health  plan  quality,  credentialing 
and  medical  management  issues.  This  position  reports  to  the 
President/CEO  of  Community  First. 

ROLE  & RESPONSIBILITIES 


• Oversee  the  development,  implementation 
and  monitoring  of  health  services 
management  procedures  and  policies. 

• Communicate  and  interlace  with 
providers  regarding  utilization,  compli- 
ance and  quality  of  care  issues. 

• Assist  with  community  providers  to 
establish  standards  and  protocols  lor 
operation.  Develop  educational 
programs  to  train  physicians  on  managed 
care  issues. 

• Work  with  CFHP  personnel  to  insure  all 
procedures  meet  NCQA  standards. 


Monitor  CFfdP’s  experience  and  identify 
medical  outliers  which  require  further 
analysis. 

Evaluate  physician  practice  profiles  and 
present  comparative  data  and  trend 
analysis. 

Provide  information  and  make 
presentations  to  the  Board  of  Directors 
and  other  committees.  Chair  the  Quality 
Improvement  Committee;  the  Credentials 
Committee;  and  the  Pharmacy  and 
Therapeutic  Committee. 


EXPERIENCE  & QUALIFICATIONS 


Board  Certified  M.D.  or  D.O.,  licensed 
in  the  State  of  Texas.  Family  practice 
discipline  preferred. 

Excellent  communication  / presentation 
skills. 


Five  years  experience  in  clinical  practice 
and  3 years  in  managed  care,  including 
background  in  utilization  management, 
credentialing,  quality  assurance,  resource 
management  and  contract  negotiation. 


Qualified  candidates  please  forward  a resume,  in  confidence,  to:  University 
Health  System,  Human  Resources  Department,  Attn:  A.  Turner,  at  the 
address  below.  Or  fax  to:  (210)358-4765. 


Community  First 


HEALTH  PLANS 


4502  Medical  Dr.  - San  Antonio, Texas  78229 

*•  Website:  www.universityhealthsystem.com 


WE  ARE  AN  EQUAL  OPPORTUNITY  EMPLOYER,  M/F/D/V 
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Coalition  seeks  new  attitudes  about  cardiovascular  disease.  By  Laurie  Stoneham,  Associate  editor 


Women  her 
age  aren’t 
supposed  to 
have  heart 
disease. 

Four  physicians  told  Missy  Mandell  the  latigue  she’d 
been  feeling  for  years  was  caused  by  stress  and  depression. 
Anridepressants  were  prescribed.  Then,  when  the  44-year- 
old  working  mother  of  2 toddlers  from  Austin  complained 
that  her  arms  and  upper  back  felt  like  they  were  “on  fire,” 
she  was  rold  she  had  a strained  rib  cage  and  sternum. 

One  docror  suggested  she  see  a chiropractor  for  the 
pain.  Ms  Mandell  says  it  was  the  chiropractor  who  referred 
her  to  a cardiologist,  and  a stress  test  was  arranged. 

“Twenry-seven  seconds  after  1 was  on  the  stress  test,  they 
took  me  off,  put  nitroglycerin  under  my  tongue,  and  called 
the  cardiologist,”  Ms  Mandell  recalls.  At  this  point,  she  was 
diagnosed  with  a “widow  maker,”  a rare  arrerial  defecr  that’s 
seen  most  frequently  in  men.  Surgery  correcred  rhe  physi- 
cal problem,  but  she  says  the  emotional  trauma  remains. 
“I’m  always  scared  and  I’m  always  worried  about  this. 
Heart  disease  never  leaves  you.  Ir  literally  grabs  your  heart 
and  your  soul,  and  it  doesn’t  let  go.” 

Why  didn’t  Ms  Mandell’s  doctors  suspect  heart  problems 
immediately?  Perhaps,  says  John  Jennings,  MD,  director  ol 
rhe  obstetrics-gynecology  program  ar  The  University  of 
Texas  Medical  Branch  at  Galveston,  because  cardiac  events 
are  so  unusual  in  premenopausal  women,  heart  disease  is  not 
“a  top-of-mind  diagnosis”  for  most  physicians.  Estrogen  hor- 
mones, he  explains,  prorect  the  heart  and  arteries  because 
“rhey  are  designed  to  dilate  vessels  for  a number  ol  reasons  ro 
allow  childbearing  and  to  allow  blood  supply  to  a baby.” 


After  menopause,  though,  when  estrogen  is  decreased, 
women’s  risk  of  heart  disease  not  only  matches  that  of  men 
but  surpasses  it,  according  to  Dr  Jennings.  He  notes  that 
women  who  have  heart  attacks  at  age  60  are  twice  as  likely 
to  die  Irom  them  as  men  the  same  age.  However,  studies 
show  hormone  replacement  therapy  may  decrease  the  inci- 
dence ol  cardiovascular  disease  (CVD)  by  as  much  as  50%. 
Dr  Jennings  concludes  that  more  research  into  the  effect  of 
the  disease  in  women  is  needed. 

Women  with  CVD  have  different  symptoms  than  men, 
said  Brenda  Jackson,  PhD,  RN,  president  of  the  board  of 
direcrors  of  the  Texas  Affiliate  of  the  American  Heart  Asso- 
ciation, during  a recenr  hearing  of  a Texas  House  of  Repre- 
sentatives subcommittee.  “They’re  much  more  likely  to 
present  with  fatigue  or  fiulike  symptoms,  muscle  aches,  and 
pains.  And  because  of  that,  the  disease  often  goes  undiag- 
nosed,” she  said. 

The  state’s  top  killer 

Cardiovascular  disease  stalks  thousands  of  men,  women, 
whites,  African  Americans,  and  Hispanics  of  all  ages.  It 
killed  42,330  Texans  last  year.  That’s  more  than  the  total 
number  of  people  who  died  ol  cancer,  AIDS,  and  acci- 
dents. Thousands  more  survived,  but  their  lives  will  never 
be  the  same. 

Those  are  the  human  costs. 

Add  up  the  direct  and  indirect  costs  associated  with  this 
devastating  disease,  and  the  financial  statistics  are  equally 
sobering.  Cardiovascular  disease  in  Texas  costs  the  state 
roughly  $9  billion  a year  or  about  $500  for  every  person 
living  here. 

Despire  its  pervasiveness,  battling  CVD  is  a complicated 
business.  First,  there  are  misperceptions  about  who  is  at 
risk  and  just  how  serious  rhose  risks  are.  Women,  African 
Americans,  and  Hispanics,  for  example,  often  don’t  fully 
appreciate  the  dangers  of  CVD.  Secondly,  and  just  as  com- 
pelling, there  are  barriers  in  the  treatment  of  diseases  that 
aflect  the  heart  and  blood  vessels.  Finally,  Texas  has  no  tar- 
geted resources  or  Binding  to  address  and  drive  home  the 
message  that  CVD  is  largely  preventable. 

But  broad-based  efforts  are  under  way  to  overcome  all 
ol  rhese  challenges,  and  the  Texas  Medical  Association  is 
helping  to  lead  the  charge. 


“I’m  always  scared  and  I’m  always 

worried  about  this.  Heart  disease  never  leaves  you.  It  literally 
grabs  your  heart  and  your  soul,  and  it  doesn’t  let  go.” 


“Compare  that  figure-i 

women  will  die  of  breast  cancer  — with  the  fact  that  50%  of 


1 in  18 
all 


deaths  of  women  in  Texas  are  due  to  heart  disease.” 


Messages  not  being  heard 

While  prevention  strategies  are  fairly  well  understood  by 
both  the  lay  public  and  physicians,  the  warnings  apparently 
aren’t  being  heeded.  Hundreds  of  thousands  of  children  be- 
tween the  ages  of  10  and  18  currently  use  tobacco  in  Texas. 
And  Texas  Department  of  Health  (TDH)  surveys  estimate 
that  nearly  24%  of  adult  residents  use  tobacco,  28%  are 
physically  inactive,  and  33%  are  overweight. 

These  are  just  some  of  the  statistics  motivating  the  Texas 
Legislature  and  health  care  stakeholders  to  collaborate.  The 
House  Committee  on  Public  Health  has  been  given  the 
mission  “to  study  the  effects  of  CVD  in  Texas  and  assess  the 
potential  to  reduce  the  impact  of  CVD  through  targeted 
programs  for  prevention  and  treatment.”  State  Rep  Dianne 
White  Delisi  (R-Temple)  chairs  the  Subcommittee  on  Car- 
diovascular Disease,  which  is  conducting  an  interim  study 
and  will  report  back  to  House  Speaker  Pete  Laney  in  No- 
vember. The  first  hearing  was  held  in  April  to  examine  the 
health,  social,  and  economic  impacts  of  the  disease. 

Late  last  year,  TMA  and  the  Texas  Affiliate  of  the  Amer- 
ican Heart  Association  joined  forces  to  look  at  ways  to  in- 
crease prevention  efforts  and  develop  more  effective 
treatment  strategies  statewide.  The  outgrowth  of  that  union 
is  the  Texas  Coalition  on  Cardiovascular  Disease  and 
Stroke,  a private-public  partnership  representing  an  im- 
pressive collection  of  health  advocates,  including  general 
practitioners  and  specialists,  nurses,  allied  health  profes- 


sionals, medical  educators,  hospitals,  managed  care  and 
private  health  plans,  chambers  of  commerce,  employers, 
and  pharmaceutical  companies.  Austin  cardiologist  George 
Rodgers,  MD,  and  Clyde  Yancy,  MD,  associate  professor 
of  cardiology  at  The  University  of  Texas  Southwestern 
Medical  Center  in  Dallas,  cochair  the  coalition. 

The  coalition  is  providing  expertise  to  the  House  sub- 
committee on  various  aspects  of  disease  prevention,  treat- 
ment, and  care. 

The  real  menace 

While  CVD  kills  more  women  and  men  than  any  other 
disease,  breast  cancer  is  what  strikes  terror  in  women.  Dr 
Yancy  understands  this.  He  lost  his  39-year-old  wife  to 
breast  cancer.  But  he  wants  women  to  be  aware  of  their 
true  risks.  “One  out  of  every  9 women  in  this  country  will 
develop  breast  cancer  and  about  half  of  them  will  actually 
die  due  to  breast  cancer  or  a complication  thereof  Com- 
pare that  figure  — 1 in  18  women  will  die  of  breast  cancer 
— with  the  fact  that  50%  of  all  deaths  of  women  in  Texas 
are  due  to  heart  disease.” 

Dr  Yancy  emphasizes  that  he  doesn’t  want  to  minimize 
the  seriousness  of  breast  cancer.  “I  passionately  believe  that 
women  should  be  exquisitely  sensitive  to  it.”  He  goes  on  to 
say,  though,  that  if  women  could  be  as  sensitive  to  CVD  as 
they  are  of  breast  cancer,  “that  would  be  a major  first  step.” 


Programs  for  physicians 


TMA  offers  2 cardiovascular  disease  educational  programs  for  physicians. 

The  TMA  Stroke  Project  is  a 3-hour  series  (a  fourth-hour  “Stroke  as  an  Emergency”  is  cur- 
rently being  developed)  to  educate  physicians  about  stroke  prevention,  care,  and  treatment. 

A multifaceted  interactive  workshop,  “Heart  Care  Partnership,”  emphasizes  a team  approach 
to  risk  factor  management  with  a focus  on  improving  secondary  prevention  of  atherosclerosis  in  patients  with  coro- 
nary artery  disease. 

To  learn  more  about  these  educational  programs,  contact  Amy  Boykin  at  (800)  880-1300,  ext  1400,  or  (512) 
370-1400;  or  e-mail  her  at  amy_b@texmed.org. 

Texas  Coalition  on  Cardiovascular  Disease  and  Stroke  is  a collaborative  effort  with  physicians  and  private  and 
public  health  care  organizations  throughout  the  state.  For  more  information  about  the  coalition,  contact  Jill  Aslak- 
son  at  (800)  880-1300,  ext  1412,  or  (512)  370-1412;  or  e-mail  her  atjill_a@texmed.org. 
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Dr  Jackson  of  the  American  Heart  Association  de- 
scribed to  the  subcommittee  how  CVD  impacts  special 
populations.  She  said  African  Americans  have  an  especially 
high  incidence  of  hypertension  and  are  thus  at  extremely 
high  risk  for  heart  disease.  Because  hypertension  is  a “silent 
killer,”  she  said  it’s  difficult  to  address;  people  tend  not  to 
seek  treatment  until  damage  already  has  been  done. 

Hispanics  also  carry  specific  risks,  including  diabetes,  con- 
sidered to  be  a major  risk  factor  for  cardiovascular  disease. 

State  Rep  Kyle  Janek,  MD  (R-Houston),  a member  of 
the  subcommittee,  remarked  during  the  hearing,  “If  there’s 
good  in  cardiovascular  disease,  it’s  that  it  affects  everybody 
— old  and  young,  Hispanic,  white,  women,  men.  We  treat 
diseases  as  special  interest  groups  these  days.  The  unifying 
effect  of  cardiovascular  disease  is  a very,  very  thin,  tenuous 
silver  lining  of  a dark,  ugly  cloud.” 

Treatment  gaps 

Then  there  are  the  barriers  that  interfere  with  effective 
treatment.  Dr  Rodgers  candidly  discussed  some  of  the 
treatment  dilemmas.  “One  of  the  things  that  hit  me  like  a 
hammer  was  to  find  that  in  our  own  practice,  only  10%  of 
patients  who  had  coronary  artery  disease  — who  we  know 
had  it  because  they’d  had  a heart  attack  or  a stroke  — were 
at  target  levels  with  regards  to  their  cholesterol.  And  this  is 
a cardiology  group  that  cares.  But  guess  what?  The  national 
trend  is  7%,  so  we’re  better  than  national.  That’s  pathetic!” 

Why  the  gaps?  Dr  Yancy,  president-elect  of  the  Texas  Affil- 
iate of  the  American  Heart  Association  puts  it  into  perspec- 
tive. “Health  care  right  now  is  incredibly  compartmentalized. 
There  are  gatekeepers,  primary  care  providers,  and  subspecial- 
ists, and  so  it’s  difficult  to  remember  who’s  doing  what  for 
whom  and  when.” 

A study  of  48,000  patient  records  in  North  Carolina  was 
conducted  over  a 1-year  period  to  evaluate  how  consistently 
physicians  were  administering  the  4 primary  cardiac  care 
techniques  — lipid  screening,  blood  pressure  checks,  weight 
management  counseling,  and  smoking  cessation  counseling. 
Dt  Yancy  says  “the  numbets  are  embarrassing.”  The  review 
found  they  were  being  done  in  only  50%  of  the  cases. 

What  is  happening  to  fight  CVD? 

TDH  has  “no  categorical  funding  for  CVD,”  according  to 
Philip  Huang,  MD,  MPH,  chief  of  the  TDH  Bureau  of 
Chronic  Disease  Prevention  and  Control.  He  says  the  bu- 
reau is  using  4 strategies  to  address  chronic  diseases: 

• Surveillance  and  epidemiology; 

• Promotion  of  improvement  in  the  provision  of  clinical 
preventive  services  throughout  the  state; 

• Health  education  and  community  outreach  efforts. 


which  currently  have  minimal  resources;  and 
• Promotion  of  community  and  environmental  changes 
that  allow  people  to  make  healthy  choices,  such  as  making 
sure  restaurants  offer  heart-healthy  items  and  supporting 
work  sites  that  want  to  develop  wellness  programs. 

State  Commissioner  of  Health  William  R.  Archer,  MD, 
hopes  to  refocus  resources.  “Along  with  other  preventable 
diseases,  we  must  redouble  our  efforts  to  understand  the 
underlying  causes  of  cardiovascular  disease,  the  most  cost- 
effective  treatment,  and  gaps  in  meeting  patient  needs  to 
manage  the  disease,”  he  said. 


Cardiovascular  facts 

Leading  causes  of  death  in  Texas 


Cardiovascular  disease  42,330 

Cancer  31,959 

Stroke  9,845 

Accidents  7,217 

Lung  disease  6,370 


Cardiovascular  disease  in  Texas 

• Cardiovascular  disease  (CVD)  has  been  the  leading 
cause  of  death  in  Texas  since  1950. 

• 30%  of  CVD  deaths  occur  in  people  under  age  65. 

• The  estimated  total  costs  of  CVD  is  $9  billion 
(1994). 

• The  average  cost  of  coronary  artery  bypass  totals 
$44,200. 

• Heart  attack  is  the  first  symptom  of  CVD  in  one 
third  of  cases. 

• Medicare  paid  more  than  $1  billion  for  CVD-re- 
lated  hospital  stays  (1995). 

• The  average  cost  of  stroke  is  $15,000  per  patient. 

Cardiovascular  disease  in  women 

• CVD  claims  twice  as  many  women’s  lives  as  do  all 
fotms  of  cancer. 

• In  63%  of  women  who  died  suddenly  of  CVD,  no 
previous  evidence  of  the  disease  existed. 

• Stroke  kills  twice  as  many  American  women  annu- 
ally as  breast  cancer. 

• The  death  rate  from  CVD  in  African  American 
women  is  71%  higher  than  in  white  women. 

Sources:  Texas  Department  of  Health,  American  Heart  Associa- 
tion, Centers  for  Disease  Control  and  Prevention,  Health  Care  Fi- 
nancing Administration,  and  National  Stroke  Association 
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“If  there’s  good  in  cardiovascular 

disease,  it’s  that  it  affects  everi^ody  — old  and  young, 

Hispanic,  white,  women,  men.” 


Coalition  goals 

The  Texas  Coalition  on  Cardiovascular  Disease  and  Stroke 
hopes  to  reduce  the  mortality  and  morbidity  of  CVD  in 
several  ways,  Dr  Rodgers  says.  “One  is  in  simply  making  it 
an  issue  and  raising  awareness  because  a lot  of  what  we’re 
talking  about  is  the  awareness  among  physicians,  among 
legislators,  and  among  the  public  in  general  that  prevention 
can  really  make  an  impact.” 

He  adds  that  the  coalition  also  hopes  to  influence  “certain 
institutions  that  have  the  ability  to  really  help  us”  to  imple- 
ment prevention  programs.  “For  example,  we’re  hoping  that 
through  these  efforts  we  will  be  able  to  work  with  the  Texas 
Department  of  Health  to  implement  certain  prevention  pro- 
grams. These  could  be,  in  generic  terms,  community-based 
primary  prevention  programs  that  promote  awareness  of  eat- 
ing right,  exercising  regularly,  and  not  smoking.” 

Dr  Rodgers  says  physicians  must  be  vigilant  in  prevent- 
ing CVD,  but  also  focus  on  becoming  proactive  and  aggres- 
sive about  reducing  the  risk  factors  of  patients  who  already 
have  coronary  artery  disease  because  those  are  the  patients 
who  can  benefit  the  most.  “These  efforts  must  include  reg- 
ular lipid  screenings  and  keeping  cholesterol  levels  within 
healthy  ranges  through  diet  and/or  medication,”  he  said. 

Dr  Yancy  wants  the  coalition  to  build  consensus  among 
health  care  professionals.  He  notes  that  CVD  treatment 
guidelines  vary  among  different  professional  organizations  as 
well  as  health  plans.  “Literally  each  one  of  those  groups  has 
some  algorithm  within  their  constructs  for  treating  heart  dis- 
ease, but  none  of  us  has  done  anything  in  a cohesive  way  to 
get  the  same  message  out  to  everybody,  worded  in  the  same 
way.”  The  coalition,  he  believes,  can  work  to  change  that. 

Affecting  change  legislatively 

Representative  Delisi,  a champion  of  public  health  issues, 
says  the  interim  study  she  is  directing  will  look  at  CVD 
from  all  angles.  She  has  invited  the  colorful  and  somewhat 
controversial  Dean  Ornish,  MD,  to  attend  the  second  sub- 
committee hearing  and  discuss  his  rigorous  views  about  re- 
ducing heart  disease.  A longtime  proponent  of  extremely 
low-fat  diets.  Dr  Ornish  suggests  in  his  latest  book.  Love  & 
Survival,  that  close,  intimate  relationships  have  a profound 
impact  on  health. 


“So  when  we’ve  finished,  we  will  have  talked  about  the 
incidence  and  demographics  of  CVD,  and  we  will  have 
turned  over  all  the  stones  concerning  prevention  and  treat- 
ment,” Representative  Delisi  said. 

But  the  goal  is  not  to  legislate  change.  “I’m  uncomfort- 
able as  a District  55  state  representative  trying  ‘to  practice 
medicine’  without  a license.  The  legislature  does  that  often, 
and  we  do  it  poorly.  There  are  a number  of  ways  the  legis- 
lature can  partner  with  the  medical  community  to  address 
this  disease  without  passing  mandates.  I prefer  being  cre- 
ative with  a rider  here  to  look  at  the  nutritional  content  of 
school  lunch  programs,  or  a rider  there  to  assist  with  the 
development  of  public  health  curricula  and  preceptorships 
for  academic  medicine.  You  can  move  mountains  that  way 
without  doing  a major  piece  of  mandated  legislation.” 

Representative  Delisi  has  established  a quantifiable  goal 
of  reducing  the  incidence  of  CVD  in  Texas  by  10%  by  the 
year  2000.  She  believes  this  is  doable  for  several  reasons. 
“The  stars  are  lining  up  to  achieve  this  goal  with  the  to- 
bacco settlement  money,  the  75th  legislative  session  pas- 
sage of  Senate  Bill  55  [the  antitobacco  bill],  and  new 
emphasis  on  public  health  issues.” 

Such  an  achievement  would  save  many  of  the  lives  and 
much  of  the  money  that  cardiovascular  disease  steals  from 
Texas  every  year.  ★ 
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The  victory  march 

TMA  assumes  leadership  role  in  eutting  ojfE/M  guidelines  at  the  pass 

By  Laurie  Si  on¥.V{  km.  Associate  editor 


It  was  “a  line  in  the  sand  for  medicine.”  That’s  how 
Houston  urologist  Paul  Handel,  MD,  vice  chair  of 
Texas  Medical  Association’s  Council  on  Socioeco- 
nomics, characterized  physicians’  opposition  to  the 
current  version  of  evaluation  and  management  (E/M)  guide- 
lines that  led  to  an  indefinite  delay  in  their  implementation. 
To  many  physicians,  the  universally  detested  documentation 
policy  had  become  the  Saddam  Hussein  of  unnecessary  bu- 
reaucratic red  tape,  and  doctors  across  the  land  revolted. 


TMA  and  the  American  Medical  Association  were  lead- 
ers in  the  offensive,  and  the  Health  Care  Financing  Ad- 
ministration (HCFA)  retreated  — this  time. 

Mark  Segal,  PhD,  vice  president  of  coding  and  medical 
information  with  the  American  Medical  Association,  says 
it’s  important  for  doctors  to  understand  what  this  means 
exactly.  Until  revised  regulations  are  developed,  physicians 
are  responsible  for  using  either  the  1994  or  the  1997  guide- 
lines when  submitting  claims  to  Medicare,  he  explained. 

The  confrontation 

There  were  2 flashpoints.  First,  doc- 
tors found  the  guidelines  unreason- 
ably complex  and  time-consuming  to 
complete,  or  what  Louis  J.  Goodman, 

PhD,  TMA  executive  vice  president, 
called  “walking  hassle  factors.”  They 
were  so  onerous  as  to  intrude  on 
physicians’  time  with  patients. 

TMA  asked  for  member  feedback 
about  the  guidelines  in  a March  Ac- 
tion insert,  “E&M:  It’s  Broke  Let’s  Fix 
It.”  TMA  staff  members  learned, 
among  other  things,  that  the  time 
needed  to  complete  Medicare  docu- 
mentation jumped  by  about  30%  over 
the  time  needed  for  the  previous  ver- 
sion of  the  guidelines. 

Austin  surgeon  Bruce  McDonald, 

MD,  did  the  math  and  concluded  the 


additional  time  would  seriously  affect 
patients’  access  to  care.  “If  the  average 
PCP  [primary  care  physician]  sees  30 
patients  a day  and  has  to  spend  an  ex- 
tra 5 minutes  a day  per  patient  coding 
and  dictating,  he’s  got  to  cut  back  by 
3 patients  per  day,  so  it’s  rationing.” 

Michael  Lifshen,  MD,  an  Austin 
family  practitioner,  exclaimed,  “Let 
doctors  be  doctors,  not  pencil  pushers.” 

From  an  economic  point  of  view, 
the  Medicare  dollars  weren’t  making 

much  sense  either. 

One  Texas  physician  who  asked  not  to  be  identified  be- 
cause he  fears  being  the  target  of  government  reprisal  said, 
“Dictation  costs  for  7 physicians  in  an  outpatient  clinic  are 
approximately  $4,000  per  month.  In  December  1997,  when 
we  tried  the  new  guidelines,  our  dictation  costs  increased  to 
$6,000  per  month  at  no  benefit  to  our  patients.” 

This  same  doctor  thought  it  might  be  a good  idea  to  ap- 
ply E/M  guidelines  to  all  federal  and  state  workers,  judges, 
accountants,  attorneys,  and  “especially  congresspeople.” 
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Fred  Ciarochi,  MO,  an  endocri- 
nologist in  Duncanville,  talked  more 
about  the  financial  inequities.  “Ac- 
cording to  my  practice  right  now,  one 
third  of  my  patients  are  Medicare.  In 
terms  of  time  spent,  they  approximate 


50%.  In  terms  of  income  generation, 
they  approximate  12%  to  14%  of  my 
gross  income.” 

Add  to  this  frustration  the  fear  of 
potential  fraud  and  abuse  penalties, 
and  “there  are  a lot  of  unhappy  doc- 


tors out  there,”  said  Arlington  surgeon 
Bohn  Allen,  MD,  chair  of  I’MAs 
Council  on  Socioeconomics.  Many 
members  are  concerned  abour  the 
threat  of  substantial  fines  and/or  jail 
time  as  a result  of  improper  coding. 


Leading  the  charge 

Throughout  the  E/M  fight,  the  Texas  Medical  As.sociation  has  been  at  the  helm,  taking 
member  concerns  to  the  highest  levels.  Here  are  some  of  the  activities  in  the  past  year 
that  led  to  victory: 


• TMA  is  one  of  the  few  state  associations  in  the  nation 
to  publish  guidelines  and  distribute  them  free  (HCFA 
was  charging  for  copies)  through  Texas  Medicine. 

• A seminar  series,  “Evaluation  and  Management  Codes: 
Answers  to  Your  Burning  Questions,”  was  endorsed 
and  promoted  by  the  Medicare  carrier  and  held  in  1 1 
cities;  audiocassette  versions  were  also  produced. 

• A conference  sponsored  by  Health  Associations  of 
Texas  was  held  at  TMA  to  educate  leaders  on  the 
state’s  fraud  and  abuse  issues. 

• Quarterly  meetings  were  held  with  the  Medicare  car- 
rier to  discuss  documentation  issues;  TMA  has  been 
meeting  with  local  carriers  for  7 years. 

• Periodic  meetings  were  held  with  the  HCFA  regional  of- 
fice, Medicare  carrier,  and  other  governmental  officials 
to  seek  standardization  and  approval  of  a template  for 
members  to  use  to  streamline  the  documentation 
process. 

• Texas  congressional  delegation,  state  legislators,  and 
government  officials  were  kept  up-to-date  at  all  times. 

• A flyer  was  inserted  in  the  Action  newsletter  inviting 
member  comments.  Some  200  members  said  docu- 
mentation time  increases  from  19  minutes  to  25  min- 
utes with  the  new  guidelines. 

• A letter  to  the  American  Medical  Association  Depart- 
ment of  Coding  and  Nomenclature  outlined  member 
concerns  and  called  for  extension  of  the  initial  delay 


and  other  corrective  recommendations. 

• Other  comments,  concerns,  and  recommendations 
were  gathered  from  specialty  groups. 

• At  TexMed  ’98,  the  TMA  House  of  Delegates  approved 
a strongly  worded  resolution  that  TMA  opposes  imple- 
mentation of  revised  guidelines,  along  with  unwar- 
ranted fraud  anti  abu.se  penalties  due  to  coding  errors; 
that  TMA  will  work  with  other  physician  organizations 
to  define  appropriate  documentation;  and  that  I’MA 
will  work  with  AMA  to  oppose  inappropriate  use  of 
software  that  downcodes  claims.  Fhe  resolution  was 
taken  to  the  AMA  Annual  Meeting  in  June. 

• A TMA  delegation  attended  the  April  27  AMA  “Fly- 
in”  in  Chicago,  during  which  HCFA  announced  an 
indefinite  delay  in  enforcement  of  new  guidelines. 

• Broadcast  e-mail  announcement  alerted  TMA  mem- 
bers to  tbe  HCFA  decision. 

• Fraud  and  Abuse  Prevention:  What  Physicians  Need  to 
Knotv  was  published  and  distributed  to  help  doctors 
minimize  their  risk  exposure. 

• FMA  participated  in  AM  As  State  Medical  Associa- 
tion Advisory  Committee  on  E&M  Documentation. 

• A mechanism  was  established  for  collecting  local, 
county,  and  specialty  input. 

• Members  are  being  kept  up-to-date  through  the 
TMA  Web  site  (www.texmed.org)  and  other  means  as 
appropriate. 
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Dr  Handel  expressed  the  sentiment 
ol  the  membership  simply:  “Doctors 
are  truly  weary  of  being  criminalized.” 

These  facts  have  doctors  around  the 
state  considering  either  getting  out  of 
the  program  or  accepting  no  new 
Medicare  patients,  according  to  the 
doctors  Texas  Medicine  spoke  with  and 
the  comments  TMA  has  received.  Dr 
McDonald  believes  that’s  what  it’s  go- 
ing to  take  to  win  the  war,  though. 
“You  will  not  see  any  meaningful 
change  in  these  guidelines  until 
enough  Texas  physicians  have  dropped 
off  Medicare  to  affect  access.” 

What  went  wrong 

Richard  Johnson,  director  of  TMA’s 
Division  of  Medical  Economics,  pro- 
vides some  historical  perspective. 
When  the  Resource  Based  Relative 
Value  Scale  (RBRVS)  was  established 
in  the  early  1 990s,  he  says,  there  was  a 
“sidebar  discussion  about  how  doctors 
were  to  document  and  be  paid  for  what 
they  do  for  a patient  from  a cognitive 
point  of  view,  the  evaluation  and  man- 
agement of  a patient.”  That  was  the  ra- 
tionale for  the  originiil  version  of  the 
1994  Documentation  Guidelines  for 
Evaluation  and  Management  Services. 

While  these  were  fairly  straightfor- 
ward, Mr  Johnson  says  they  did  not 
offer  solid  tools  for  both  primary  care 
physicians  and  specialists  to  perform 
multiple  organ  system  exams.  In  an  ef- 
fort to  create  a more  comprehensive 
documentation  tool,  the  American 
Medical  Association’s  CPT  Editorial 
Advisory  Panel  worked  with  the  na- 
tion’s specialty  societies  to  formulate  a 
new  and  better  way  for  these  more 
complex  exams.  The  revised  document 
was  finished  in  the  spring  of  last  year. 

Unrest  began  growing  in  the  ranks 
almost  before  the  presses  had  cooled. 
While  the  specialty  societies  thought 
they  had  produced  a workable  docu- 
ment, Mr  Johnson  believes  there  “was 
not  good  exposure  to  the  grassroots  of 
those  organizations  — people  did  not 
really  get  a chance  to  look  at  those  with 
any  sort  of  eyes  toward  how  they  work 


in  the  real  world.”  The  result  was  what 
he  calls  “a  total  disconnect.” 

There  was  no  broad-based  educa- 
tional effort,  either.  That  problem  was 
exacerbated  by  HCEA’s  refusal  to  dis- 
tribute hatd  copies  of  the  guidelines, 
free  of  charge;  they  were  available  only 
by  downloading  them  off  the  agency’s 
Web  site.  TMA  intervened  to  make 
the  guidelines  available  to  members  as 


a 50-page  special  supplement  to  Texas 
Medicine  last  September. 

With  the  guidelines  scheduled  to  go 
into  effect  January  1,  1998,  the  educa- 
tion period  came  too  late  in  the  game  for 
that  to  be  feasible.  Last  December, 
HCFA  agreed  to  a grace  period  through 
July  1,  1998,  during  which  physicians 
could  use  either  the  1994  or  the  1997 
versions  of  the  guidelines. 


Looking  into  the  crystal  ball 

According  to  Mark  Segal,  PhD,  vice  president  of  coding  and  med- 
ical information  systems  for  the  American  Medical  Association, 
here  are  key  action  points,  along  with  a likely  rollout  time  frame 
for  revised  guidelines: 

May  1998  State  Medical  Association  Advisory  Committee  on  E&M 
Documentation,  of  which  TMA  is  a member,  discusses  rec- 
ommended changes  to  substantially  shorten  and  simplify 
the  entire  document  and  eliminate  confusing  directions. 

CPT  Editorial  Advisory  Panel  incorporates  recommenda- 
tions into  Neiv  Framework. 

June  1 998  Distribute  New  Framework  to  all  components  of  organized 
medicine  for  feedback  through  the  end  of  July. 

Discuss  remedial  strategy  on  floor  of  AMA  House  of  Del- 
egates Annual  Meeting. 

August  1998  CPT  Editorial  Advisory  Panel  reviews  comments,  makes 
needed  further  revisions,  and  develops  a draft  appropriate 
for  pilot  testing. 

Pall  1998  Extensive  pilot  testing  of  document  to  evaluate  whether 

recommendations  are  consistent  with  good  clinical  docu- 
mentation; the  time  required  to  use;  and  compatibility  be- 
tween physicians  and  payers.  Pilot  test  to  be  conducted 
throughout  the  fall. 

Winter  1999  Refine  document  based  on  field  tests. 

Begin  broad-based  education  on  revised  guidelines. 

Summer  1999  Possible  implementation  of ’98  E&M  guidelines. 

Dr  Segal  says  the  AMA  wants  to  keep  all  physicians  up-to-date,  and  its  Web 
site  (www.ama-assn.org/emupdate)  will  contain  the  latest  information 
throughout  the  process. 
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The  first  quarter  saw  more  trou- 
bling developments.  Physicians  who 
tried  to  use  the  new  guidelines  were 
baffled  by  their  complexity,  lack  of 
consistency,  and  oversights.  For  exam- 
ple, Dr  Ciarochi,  who  treats  older  pa- 
tients with  diabetes,  noted  that  while 
the  eye  examination  calls  for  a fflndus- 
copic  evaluation,  there  is  not  a listing 
for  cataracts,  the  most  common  oph- 
thalmopathy in  elderly  people. 

The  criminal  element 

The  guidelines  were  what  Mr  Johnson 
calls  a “dual  concept.”  Along  with  this 
being  a method  for  documentation,  the 
guidelines  also  served  as  “an  audit  tool” 
for  the  government,  he  points  out. 

Fraud  and  abuse  penalties  were  at- 
tached to  the  regulations  follow- 
ing an  Office  of  the  Inspector 
General  (OIG)  audit  of  1996 
Medicare  expenditures  that  con- 
cluded $23.5  billion  — some 
14%  of  total  Medicare  dollars 
— had  been  spent  inappropri- 
ately. About  $5  billion  of  that 
was  attributed  to  inappropriate 
payments  for  physician  services. 

The  audit  of  1997  payments 
was  no  better  for  doctors.  Physi- 
cian services  made  up  nearly  $6 
billion  of  the  total  $20.3  billion 
in  “improper  payments.” 

Doctors  became  galvanized 
in  their  opposition  against  the 
growing  chaos  and  injustice. 

The  victory 

“Our  goal  has  always  been  to  reduce, 
and  to  the  extent  possible,  eliminate  the 
hassle  factor,”  says  Dr  Goodman.  “And 
our  approach  was  to  chop  the  legs  out 
from  underneath  this  walking  hassle 
factor.”  Through  a series  of  advocacy 
activities  (see  “Leading  the  Charge,” 
p 41),  TMA  became  part  of  the  collec- 
tive voice  of  medicine  that  shouted, 
“No,  we’re  not  taking  it  anymore.” 

Then  in  April,  HCFA  Administra- 
tor Nancy-Ann  Min  DeParle  sent 
then-AMA  President  Percy  Wootton, 
MD,  a letter  granting  an  indefinite  ex- 


tension of  the  grace  period  before  the 
guidelines  would  be  implemented. 
Fhe  letter  said  HCFA  would  work 
with  physicians  to  make  the  guide- 
lines easier  to  understand  and  use. 
Strong  assurances  were  also  made  that 
doctors  would  not  be  punished  for 
“honest  mistakes”  and  that  there  had 
to  be  some  evidence  of  “fraudulent  in- 
tent” before  carriers  referred  any 
claims  to  the  OIG. 

“I  think  it  was  a sentinel  event  in 
that  it  showed  how  powerful  medicine 
can  be  when  we  work  together,”  Dr 
Goodman  said. 

The  larger  war  zone 

But  Dr  Handel  is  afraid  HCFA  may 
have  forfeited  this  battle  to  advance  on 


other  fronts.  He  believes  equally,  and 
perhaps  more,  menacing  are  the  recent 
announcements  regarding  the  delay  in 
payments  and  the  possibility  of  a user’s 
fee,  or  what  he  calls  “a  tax  on  the  pro- 
fession,” being  charged  to  physicians 
who  treat  Medicare  patients. 

Just  as  alarming  are  the  social  im- 
plications. “What  they  need  to  be  con- 
cerned about  are  the  baby  boomers 
who  are  going  to  move  into  that  pop- 
ulation in  the  next  5 to  10  years.  That 
is  just  going  to  explode  that  popula- 
tion, and  we  won’t  have  any  reasonable 
mechanisms  in  place  to  truly  control 
what’s  going  on,”  Dr  Handel  said. 


“We  need  to  be  dealing 
with  our  congressmen  to 
let  them  know  that  if 
they  persist  in  this 
documentation  and 
these  onerous  guidelines, 
they  are  simply  taking 
away  from  patient  care 
time,  and  patients  are 
not  going  to  get  the  care 
they  need.” 
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Community  Health 
Choice  i.s  an  HMO. 
wholly  owned  hy  the 
Harris  County 
Hospital  District, 
offering;  a commercial 
product  to  Its 
employees  and  a 
Medicaid  product  to 
its  patient  population. 


6Jommunity  Health  Choice  presents  a 
' challenging  and  rewarding  environment 
to  create  a model  for  managed  Medicaid. 


Are  you  equal  to  the 

CHALLENGE? 

MEDICAL 

DIRECTOR 

This  experienced  professional  will 
interact  with  physicians,  ensure  qualits' 
of  care,  share  responsibility  for 
utilization  management/Q.I.  initiatives 
and  develop  guidelines  and  protocol. 

Enhance  our  program  with  your 
expertise  as  you  assist  in  the  contracting 
of  hospitals,  physicians,  and  ancillars' 
providers:  develop  credentialing  criteria 
for  participating  physicians:  and  act  as 
the  HMO  liaison  to  the  professional 
medical  community. 

The  M.D.  we  choose  will  be  licensed  to 
practice  in  the  state  of  Texas  with  a 
primary  care  specialty  and  have  a 
minimum  of  I year  experience  in  a 
managed  care  setting.  Medical 
administrative  experience  as  a plan 
Medical  Director,  in  mariagement  of  a 
private  group  practice  or  as  a member  of 
a hospital  medical  board,  is  essential. 
MHA  or  MBA  preferred. 

H-'e  offer  a competitive  salary  and 
benefits  package.  Interested  candidates 
may  send  their  resumes  to: 

EMPLOYMENT  & 

RECRUITMENT  DIVISION 

2525  Holly  Hall 

Houston,  Texas  77054 

Fax:  (713) 746-6431 

Phone:  (713)  746-6408  or  out  of  town 

call  (800)  996-HCHD  (4243) 

E-mail:  recruiter@hchd.tmc.edu 
Visit  our  website  at 
http://www.tmc.edu/hchd 

An  Equal  Opportunity  Employer 


VOLUME  94  ★ NUMBER  7 


43 


Medical  Economics 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)  370-1382 
Fax  (512)  370-1632. 


Our 

Specialty  Is 

Protecting  Yours 

We  know  Malpractice  Insurance 

Wood/Menna  & Company  has  built  a reputation  on  integrity  and 
knowledge  of  the  current  medical  malpractice  insurance  marketplace! 

Wood/Menna  & Company: 

• Represents  the  majority  of  carriers  writing  malpractice  insurance  in  Texas. 

• Provides  insurance  solutions  for  both  solo  and  group  practice  physicians. 

• Locates  the  best  protection  at  the  lowest  cost  regardless  of  your  specialty 
or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons,  Clinics,  Surgery 
Centers,  Hospitals,  IPA’s,  50  Ts,  MSO’s,  Multiple  Specialty  Practices, 
Individual  and  Group  Disability  Insurance 


Waad/IVIenna  & Campany 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 
www.insurance@malpractice.com 


Dr  Allen  says  the  government  may 
also  be  setting  dangerous  precedents 
for  private  payers.  “Doctors  know  that 
if  HCFA  establishes  these  guidelines, 
it’s  only  a short  step  for  the  managed 
care  companies  to  require  the  same 
documentation.  And  we  already  have 
insurance  companies  like  John  AJden 
and  Cygnet  that  are  saying,  ‘We’re  not 
paying  4 and  5 codes;  the  highest  level 
we’re  going  to  pay  is  3.  Period.’” 

Further  action 

Fred  Merian,  MD,  a member  of  the 
TMA  Board  of  Trustees  and  a delegate 
to  the  AMA,  says  doctors  have  a 
splendid  opportunity  to  become  in- 
volved and  help  create  a document 
that  works  for  them.  “Since  HCFA 
has  said,  ‘Show  us  the  guidelines  you 
want  and  we’ll  use  them,’  there’s  no 
reason  not  to  tell  them  exactly  how 
your  group  wants  them  done,  what- 
ever specialty  society  that  is.  Every 
specialty  society  needs  to  have  a work 
group  on  these  things  to  determine 
what  is  reasonable  documentation.” 

TMA  is  a member  of  the  AMA’s 
State  Medical  Association  Advisory 
Committee  on  E&M  Documenta- 
tion. TMA  members  of  the  committee 
are  Robert  Donald,  MD,  who  is  also  a 
member  ol  the  TMA  Board  of 
Trustees,  Dr  Merian,  and  Dr  Allen; 
Mr  Johnson  also  serves  on  the  com- 
mittee. TMA  will  continue  to  gather 
local  input  and  represent  members  at 
the  highest  levels. 

Dr  Allen  adds  that  HCFA  and  the 
Medicare  carrier  are  only  responding 
to  congressional  mandates.  “So  actu- 
ally, we  need  to  be  dealing  with  our 
congressmen  to  let  them  know  that  if 
they  persist  in  this  documentation 
and  these  onerous  guidelines,  they  are 
simply  taking  away  from  patient  care 
time,  and  patients  are  not  going  to  get 
the  care  they  need.” 

But  Seguin  family  practitioner 
Bruce  Alter,  MD,  longs  for  simpler 
times.  “I  just  wish  they  would  get  back 
to  where  they  believed  in  the  honor 
and  integrity  of  the  physician.”  ★ 
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I Com m hn  tary 

Blue  Cross  Blue  Shield’s 
troubling  new  direction 

By  Robert  M.  Tenery,  Jr,  M D 


In  1929  the  concept  of  this  coun- 
try’s first  health  insurance  began 
when  a group  of  schoolteachers 
from  Dallas  entered  into  an 
agreement  with  an  organization  that 
would  later  become  Blue  Cross  Blue 
Shield  (BCBS)  of  Texas.  For  50  cents  a 
month  for  each  teacher,  all  hospital 
costs  were  covered.  It  was  truly  the  pa- 
tients’ company.  It  was  also  the  doctors’ 
company,  for  they  helped  found  it. 
Later,  similar  organizations  using  the 
BCBS  premise  and  name  were  estab- 
lished throughout  the  country.  Blue 
Cross  Blue  Shield  of  Texas  was,  and  still 
is  today,  treated  as  a nonprofit  corpora- 
tion, supposedly  setting  rates  for  premi- 
ums at  a level  necessary  to  cover 
reimbursements,  along  with  a nominal 
fee  for  administrative  charges,  and  a 
contingency  reserve  for  unanticipated 
medical  expenses. 

For  more  than  60  years,  BCBS 
built  its  coverage  around  the  indem- 
nity concept.  Fees  were  paid  for  ser- 
vices rendered.  The  contract  was 
between  the  patient  and  his  or  her 
doctor  or  the  hospital.  BCBS  did  not 
determine  the  appropriateness  of  the 
fees.  Instead,  it  paid  patients  the 
amount  BCBS  determined  proper  for 
the  services  rendered.  The  rest  was  be- 
tween the  patients  and  their  providers. 

Blue  Cross  Blue  Shield  of  Texas  is 
still  the  largest  health  insurer  in  the 
state,  covering  approximately  1.7  mil- 
lion lives  and  serving  as  the  interme- 
diary for  another  2.6  million 
Medicare  recipients.  However,  there 
was  a growing  concern  that  it  was  be- 
ing left  behind.  The  health  care  indus- 
try was  changing.  The  demand  for 
indemnity  insurance  was  rapidly  de- 


clining in  favor  of  managed  care.  By 
the  time  BCBS  of  Texas  entered  the 
managed  care  market,  several  insurers 
had  already  garnered  a large  share  of 
the  available  business. 

Recently,  in  an  effort  to  meet  the 
challenges  of  a changing  health  care 
system,  BCBS  ofTexas  began  efforts  to 
expand  its  base  of  influence.  First  was 
a proposed  merger  with  Blue  Cross 
Blue  Shield  of  Illinois,  in  hopes 
the  alliance  would  give  BCBS 
more  fiexibiliry  in  the  health 
care  insurance  market.  Texas 
Atty  Gen  Dan  Morales  filed  a 
lawsuit,  asking  the  court  to 
consider  whether  the  proposed 
merger  should  be  prohibited 
because  the  assets  of  BCBS  of 
Texas  were  acquired  under  a 
nonprofit  status.  The  court  was 
asked  to  decide  if  it  is  fair  to 
the  citizens  ofTexas  for  the  as- 
sets that  BCBS  gained  tax  free 
to  be  merged  with  an  Illinois 
company,  whose  assets  are 
owned  by  its  policyholders.  After  all, 
Texans  paid  for  the  tax  breaks  that 
Blue  Cross  Blue  Shield  received.  The 
court  recently  ruled  that  the  merger 
could  proceed.  However,  the  merger 
has  been  put  on  hold  while  Attorney 
General  Morales  decides  whether  to 
appeal  the  ruling. 

A second  proposed  expansion  is 
with  Texas  Health  Resources  ( FHR), 
an  organization  formed  by  the  merger 
of  the  Harris  Methodist  Health  System 
and  Presbyterian  Healthcare  Resources 
in  the  Dallas/Fort  Worth  area.  THR 
and  BCBS  officials  say  they  plan  “to  de- 
velop a close  working  relationship”  and 
“explore  opportunities  that  will  en- 


hance the  ability  of  nonprofit  health 
care  to  play  a vital  role  in  shaping 
health  care  outcomes  for  Texans.”  A 
Dallas  newspaper  reported  that  their  al- 
liance could  range  from  a joint  market- 
ing agreement  to  an  outright  merger. 

Whether  the  proposed  alliance 
takes  place  at  any  level,  it  still  demon- 
strates that  BCBS  ofTexas  has  decided 
to  align  itself  with  one  sector  of  the 
medical  community,  potentially  iso- 
lating the  company  and  its  policy- 
holders from  any  other  health  care 
delivery  system.  It  also  appears  to  say 
that  institutions  and  providers  that  are 
not  part  of  the  so-called  nonprofit  sys- 
tem are  different. 

Fhis  is  a very  troublesome  move  by 
BCBS  of  Texas.  It  is  now  behaving  like 
any  other  insurance  company,  position- 


ing itself  to  meet  its  own  needs  and  not 
those  of  the  patients.  If  it  is  no  longer 
operating  differently,  why  should  it  be 
treated  differently?  Why  should  Texans 
continue  to  fund  the  company’s  tax 
breaks  when  it  appears  it  is  no  longer 
sensitive  to  the  needs  of  the  providers  of 
health  care  services  in  Texas  and  their 
patients?  Maybe  the  attorney  general 
should  evaluate  this  potential  align- 
ment with  Texas  Health  Resources  as  he 
did  the  Illinois/BCBS  merger. 

In  addition,  if  this  “close  working  re- 
lationship” takes  place,  how  does  it  af- 
fect the  Medicare  patients  for  which 
BCBS  acts  as  an  intermediary?  Will 
Blue  Cross  Blue  Shield’s  objectivity  with  I 


This  is  a very 
troublesome  move  by 
BCBS  ofTexas.  It  is 
now  behaving  like  any 
other  insurance 
company,  positioning 
itself  to  meet  its  own 
needs  and  not  those 
of  the  patients. 
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Aberdeen  Medical  Insurance  Services  ivill 
provide  you  ivith  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services 

For  additional  infonnation,  contact: 


Richard  Vento,  Executive  Vice  President 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 


Medical  Economics 


these  patients  in  some  way  be  compro- 
mised with  this  new  arrangement? 

Advocates  of  managed  care  claim 
competition  leads  to  better  patient 
care.  This  seems  contradictory  to  the 
present  rash  of  proposed  mergers 
among  managed  care  companies  that 
tends  to  eliminate  competition  and 
pave  the  way  for  monopolies.  A 
BCBS/THR  merger  would  create  an 
entity  controlling  more  than  15%  of 
the  health  care  services  in  the  Dal- 
las/Forth Worth  area.  If  successful, 
how  would  this  affect  the  other  lives 
they  cover  throughout  Texas?  Will  this 
entity  be  an  insurance  company  that 
controls  a large  health  care  delivery 
system,  or  will  it  be  a large  multilevel 
health  care  delivery  system  that  con- 
trols hospitals,  provider  networks,  and 
insurance  companies?  It  can’t  be  both. 

Since  its  inception,  BCBS  of  Texas 
has  been  afforded  special  status  over 
other  insurance  companies  operating 
in  the  state.  In  theory,  its  tax-free  sta- 
tus has  allowed  it  to  pass  much  of  the 
savings  to  the  patients  in  the  form  of 
lower  premiums.  If  the  proposed  al- 
liance with  THR  is  allowed,  the  funds 
BCBS  has  been  allowed  to  accumulate 
through  tax  savings  should  be  placed 
in  a foundation  similar  to  the  one  es- 
tablished for  BCBS  of  California. 
These  reserves  could  then  be  used  to 
improve  the  health  care  of  the  citizens 
of  Texas. 

There  is  still  time  for  BCBS  of 
Texas  to  rethink  its  position.  For  most 
of  us  who  have  grown  up  with  medi- 
cine, Blue  Cross  Blue  Shield  of  Texas 
has  been  the  health  insurance  com- 
pany we  depended  upon.  It  will  be  sad 
to  see  that  change.  ★ 


Dr  Tenery,  a Dallas  ophthalmologist,  is 
chair  of  the  American  Medical  Association  Coun- 
cil on  Ethical  and  Judicial  Affairs  and  a former 
TMA  president. 
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Association 


MA’s  All-Star  Team. 


We’ll 
Keep  You 
in  the  Game! 


The  TMA  family  offers  you  an 
all-star  lineup  of  products  to  keep 
your  practice  batting  a thousand. 

From  insurance  products 
to  network  administration, 
our  team  covers  all  your  bases. 

Services  available  include: 

Contract  Data  Management  for  IPAs 
and  Networks 

Third  Party  Administration/Claims  Processing 

Consulting  Services 

Credentialing 

Utilization/Quality  Review 

Risk  Management  Programs 

Insurance  Products 

Call  Today  to  find  out  how 
we  can  go  to  bat  for  you! 

(800)  523-TPSO 


Physician 

Services 


ORGAN 


ITMITI 

Texas  Medical  Liability  Trust 


TEXAS  MEDICAL  ASSOCIATION 
INSURANCE  TRUST 


Texas  Medical 
Foundation 


Good  Physicians  Base 
Their  Decisions  on  Facts. 


FronOer  Only  Deals  with  the  Facts 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

QQSZZB  Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas,  i Frontier’s 

financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.QHSEES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  853-9502.  If  calling 
from  Houston  (713)  627-9100. 


USAA  MEMBERS  CALI 


USAA  GENERAL 
AGENCY,  INC. 

800-531 -8826 


CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 


NATIONAL  HEALTH 
SERVICES 

Houston:  800-634-9513 


EHRMAN,  MURPHY 
& COMPANY 

Houston:  713-464-6291 


ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 


THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558-2825 


EICHLITZ,  DENNIS,  WRAY 
& WESTHEIMER 

San  Antonio:  210-223-9171 


HRH  AMARILLO 

Amarillo:  806-376-5136 


INSURANCE  ASSOCIATES 
OF  TEXAS 

Conroe:  409-756-2222 


J.S.  EDWARDS 
a SHERLOCK 

Beaumont:  409-832-7736 


MADELEY  a COMPANY 

Dallas:  800-382-7741 


OFFENHAUSER 
a COMPANY 

Texarkana:  903-792-4050 


TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 


THE  ANDERSON  COMPANY 

Houston:  713-496-6729 


hranlier 


INSURANCE 
GROUP,  INC. 


11  GREENWAY  PLAZA,  SUITE  1612 
HOUSTON,  TEXAS  77046 
FAX:  713-627-9145 
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Law 

Slow  pay  and  Texas  law 

Know  your  rights 

By  LEI'  a.  Sl’ANGEER,  JD 
\SttiJf  attorney,  TMA's  Office  of  the  General  Counsel 

1 

i 

I 
I 

Prompt  payment  rules  for  indemnity  health  in- 
surers have  been  part  of  Texas  law  since  1991, 
but  the  law  had  been  silent  on  newer  kinds  of 
health  insurance  plans.  Texas  Medical  Associa- 
ition  was  instrumental  in  passing  2 laws  last  year  that  in- 
clude prompt  payment  provisions  for  state-regulated 
preferred  provider  organizations  (PPOs)  and  health  main- 
tenance organizations  (HMOs).  In  general,  the  2 new  laws 
hold  state-regulated  PPOs  and  HMOs  to  the  same  prompt 
■payment  standards  as  indemnity  health  insurers. 

In  a self-funded  plan,  an  employer  hires  a third  party  to 
handle  claims  and  paperwork  but  the  employer  pays  partici- 
pants’ claims.  Health  plans  maintained  by  governments  (state 
and  federal),  churches,  or  out-of-state  organizations  are  not 
subject  to  state  laws.  The  first  section  of  this  article  explains  the 
1991  prompt  payment  rules  written  for  indemnity  insurers,  as 
found  in  Article  21.55  of  the  Texas  Insurance  Code.  The  last 
section  explains  prompt  payment  rules  for  HMOs  and  PPOs. 

Q:  How  much  time  do  health  insurers  have  to  process  and 
pay  a claim? 

A:  An  insurance  company  must  acknowledge  receiving  a 
claim,  begin  investigating  it,  and  request  any  additional 
items  that  it  reasonably  believes  will  be  required  from  the 
claimant  within  1 5 business  days  of  receiving  a claim. 

Physicians  should  quickly  comply  when  a plan  re- 
quests more  information,  or  they  risk  significant  delays 
resolving  the  claim.  While  investigating  a claim,  an  in- 
surer may  make  several  requests  for  more  information, 
which  physicians  also  should  heed  quickly. 

Q:  I have  sent  in  everything  the  insurer  requested.  What 
happens  now? 

A:  Within  1 5 business  days  of  receiving  all  information  nec- 
essary for  a determination,  an  insurer  must  accept  or  reject 

Legal  articles  in  Texas  Medicine  are  intended  to  help  physicians  understand  the  law  by  pro- 
viding legal  infonnation  on  selected  topics.  These  articles  are  published  with  the  understand- 
ing that  TMA  is  not  engaged  in  providing  legal  advice.  When  dealing  with  specific  legal 
matters,  readers  should  seek  assistance  from  their  attorneys. 


The  laws  will  have  a somewhat  lim- 
ited application  because  so  many  health 
plans  in  Texas  are  self-funded  and  are 
therefore  exempt  from  state  regulation. 
An  estimated  85%  of  PPOs  in  Texas  are 
not  under  state  regulation.  More  than  6 
million  Texans  are  members  of  health 
plans  not  regulated  by  the  state. 

Self-funded  plans  are  governed  un- 
der the  federal  Employee  Retirement 
Income  Security  Act  and  are  regulated 
by  the  US  Department  of  Labor,  which 
may  be  contacted  at  (214)  767-6831. 
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a claim  and  notify  the  claimant  in 
writing  of  the  rejection  or  accep- 
tance. If  an  insurer  rejects  the  claim, 
the  notice  must  list  the  specific  rea- 
sons why  it  was  rejected. 

Q:  Does  this  mean  that  if  the  claim  is 
approved,  I should  receive  a check 
1 5 days  after  the  company  gets  the 
information? 

A:  No.  If  an  insurer  is  unable  to  ac- 
cept or  reject  a claim  within  15 
business  days,  it  can  notify  the 
claimant  that  it  needs  more  time  to 
consider  the  claim.  In  that  notice, 
an  insurer  must  provide  the  reasons 
for  needing  more  time. 

Q:  How  much  extra  time  does  an  in- 
surer get? 

A:  Forty-five  days  from  the  date  it  no- 
tifies a claimant  that  it  needs  more 
time. 

Q:  When  will  I get  paid  if  the  claim  is 
finally  approved? 

A:  An  insurer  must  pay  no  later  than 
5 business  days  after  giving  notice 
of  approval. 

Q:  What  if  an  insurer  does  not  re- 
spond at  all? 

A:  If  an  insurer  delays  paying  a claim 
more  than  45  days  after  receiving 
everything  requested,  it  may  be  li- 
able for  damages.  The  measure  of 
damages  in  such  a case  is  simple  in- 
terest of  18%  on  the  amount  of  the 
claim,  per  annum  (1).  The  law  also 
says  attorneys’  fees  are  included  in 
calculating  damages.  Courts  have 
held  that  the  law  “require  [s]  that  we 
allow  attorneys’  fees  based  on  con- 
tingent-fee agreements”  to  give  ef- 
fect to  the  statutory  purpose  (2).  It  is 
important  to  note  that  this  is  a self- 
help  remedy  and  that  the  Texas  De- 
partment of  Insurance  (TDI)  will 
not  help  you  in  suing  for  damages. 

Q:  Are  these  the  only  damages  avail- 
able to  me? 

A:  No,  the  law  says  the  damages  pro- 


vided by  the  insurance  code  are  in 
addition  to  those  provided  by  any 
other  law  or  common  law.  So,  any 
other  claims  that  may  be  available 
to  you,  such  as  fraud,  may  provide 
further  recovery  for  any  damages 
you  may  suffer. 

State-regulated  HMOs  and  PPOs 

Q:  Do  these  laws  and  time  limits  apply 
to  PPOs? 

A:  Yes.  In  1997,  the  Texas  Legislature 
enacted  a law  that  says  a PPO  must 
comply  with  the  prompt  payment 
provisions  of  Article  21.55.  In  fact, 
that  section  says  that  a “preferred 
provider  contract  must  include  a pro- 
vision for  the  payment  to  the  physi- 


cian ...  for  covered  services  that  are 
rendered  to  insures  under  the  con- 
tract no  later  than  the  45  th  day  after 
the  date  on  which  a claim  for  pay- 
ment is  received  with  the  documen- 
tation reasonably  necessary  to  process 
the  claim  or,  if  applicable,  within  the 
number  of  calendar  days  specified 
between  the  physician  or  health  care 
provider  and  the  insurer”  (3). 

Q;  Do  the  prompt  disposition  laws  ap- 
ply to  HMOs? 

A:  Yes.  During  that  same  legislative 
session,  another  law  was  enacted 
that  requires  HMOs  to  comply 
with  the  prompt  payment  provi- 
sions of  Article  21.55.  The  HMO 
must  ensure  payment  to  the  physi- 


Get  it  right 

How  to  assign  rights  correctly 

Any  person  or  entity  who  makes  a first-party  claim  may  benefit 
from  the  prompt  payment  laws.  A Texas  Department  of  Insur- 
ance letter  dated  September  30,  1991,  said  that  an  assignment 
of  rights  from  a patient  to  a physician  may  qualify  as  a first-party  claim.  Ac- 
cording to  that  letter,  if  the  assignment  isn’t  prohibited  by  law  and  complies 
with  the  Texas  Insurance  Code  (Art  21.24-1),  the  assignment  is  valid  and 
the  physician’s  claim  will  be  considered  a first-party  claim.  This  means  the 
health  care  provider  receiving  the  assignment  has  the  same  rights  as  the  cov- 
ered person  in  filing  a claim. 

But  often,  physicians  will  obtain  an  authorization  from  the  patient.  An 
authorization  gives  the  insurance  company  permission  to  pay  the  physician, 
but  does  not  legally  compel  the  insurer  to  pay  anyone  other  than  the  in- 
sured/patient. Physicians  should  ensure  they  are  receiving  assignments  from 
their  patients,  rather  than  just  authorizations.  However,  if  you  are  a net- 
work provider  such  assignments  are  not  necessary. 

The  key  element  to  a valid  assignment  is  to  ensure  the  document  con- 
veys the  patient’s  express  intent  to  irrevocably  relinquish  any  right  of  pay- 
ment from  the  insurance  company  and  to  transfer  that  right  to  the 
physician.  The  assignment  must  be  in  writing  and  signed  by  the  patient. 

Also,  physicians  should  not  get  an  assignment  in  an  emergency  situa- 
tion. This  may  make  the  document  voidable,  at  the  patient’s  option,  be- 
cause the  patient  can  claim  the  assignment  was  obtained  through  duress.  A 
physician  need  only  wait  until  the  circumstances  have  changed  to  properly 
obtain  the  assignment. 

Sample  assignment  forms  are  available  through  TMA  ON-CALL,  a fax- 
on-demand  service.  Call  (800)  360-4TMA  (4862)  and  request  document 
No.  5013. 
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Law 


cian  for  covered  services  that  are 
rendered  to  enrollees  no  later  than 
the  45th  day  aher  the  date  on 
which  a claim  for  payment  is  re- 
ceived with  the  documentation 
reasonably  necessary  to  process  the 
claim  or,  if  applicable,  within  the 
number  of  calendar  days  specified 
between  the  physician  or  health 
care  provider  and  the  HMO  (4). 

Q:  What  do  I do  if  I don’t  get  timely 
notice  or  receive  prompt  payment? 

A:  First,  make  sure  your  office  staff 
have  properly  submitted  the  claim 
using  correct  codes  and  have  pro- 
vided the  necessary  documentation. 
Then,  contact  the  insurer  about  the 
claim’s  status.  (Seek  legal  representa- 
tion if  you  want  to  recover  damages, 
and  remember,  attorneys’  fees  are 
included  in  the  recoverable  damages 
if  you  are  successful). 

Finally,  make  a complaint  to  TDI 
as  described  below.  Keep  in  mind 
that  although  TDI  will  help  with 
legitimate  complaints,  it  does  not 
have  statutory  authority  to  open 
complaints  on  claims  less  than  45 
days  old. 

Q:  I haven’t  received  either  a prompt 
decision  or  a payment  of  my  claim.  I 
have  told  the  PPO/HMO  represen- 
tative about  the  law  and  he  insists 
the  contract  permits  the  company 
to  make  such  determinations  on  a 
different  schedule.  I have  verified 
that  the  contract  does  not  contain 
such  terms  and  that  the  plan  is  not 
self-insured.  What  do  I do  now? 

A:  Contact  TDI  at  (800)  252-3439 
for  complaint  forms.  All  com- 
plaints must  be  in  writing. 

Ot,  you  may  send  TDI  a letter 
of  complaint  with  the  following  in- 
formation; 

• Your  name,  address,  and  tele- 
phone number; 

• The  exact  name  of  the  insur- 


(HMO,  PFO,  or  indemnity); 

• The  policy  number  and  date  the 
claim  was  submitted; 

• A concise  description  of  the 
problem; 

• What  you  believe  would  be  a 
satisfactory  resolution  to  the 
complaint;  and 

• Copies  of  all  supporting  docu- 
ments, including  any  correspon- 
dence with  the  insurer. 

Mail  complaints  to: 

Texas  Department  of  Insurance 
Consumer  Protection  Program 
(111-lA) 

PO  Box  149091 
Austin,  TX  78714-9091 

You  can  also  fax  complaints  to 
(512)  475-1771.  If  there  are  no  sup- 
porting documents  to  accompany 
your  complaint,  you  may  file  a TDI 
complaint  online  at  http://www.tdi. 
state,  tx.us/consumer/lhform.html. 
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The  Texas  Medical  Foundation,  the 
quality  improvement  organization  for 
the  state  of  Texas,  develops  local  quality 
improvement  projects  for  the  Medicare 
population.  These  projects  are  developed 
as  part  of  the  Health  Care  Quality  Im- 
provement Program  undertaken  by  the 
Health  Care  Financing  Administration. 
The  goal  of  a local  quality  improvement 
project  is  to  collaborate  with  providers  to 
identify  and  reduce  the  incidence  of  un- 
intentional variations  in  the  delivery  of 
care  that  negatively  impact  outcomes. 

Two  factors  are  critical  to  the  success  of 
a quality  improvement  project.  First,  as 
opposed  to  peer  review  that  is  based  on  im- 
plicit criteria,  quality  improvement  must 
be  based  on  explicit  criteria.  These  criteria 
represent  key  steps  in  the  delivery  of  care 
that  have  been  shown  to  improve  outcomes 
for  a specific  disease.  Second,  quality  im- 
provement must  be  performed  in  partner- 
ship with  the  health  care  community.  As 
such,  the  health  care  community  must  play 
an  integral  role  in  the  design  and  evalua- 
tion of  a quality  improvement  project  and 
in  the  design  and  implementation  of  the 
resulting  quality  improvement  plan. 

Specifically,  this  article  provides  a 
historical  perspective  for  the  transition 
from  peer  review  to  quality  improve- 
ment. It  discusses  key  steps  used  in  devel- 
oping and  implementing  local  quality 
improvement  projects  including  topic  se- 
lection, quality  indicator  development, 
collaborator  recruitment,  and  measure- 
ment of  performance! improvement.  Two 
Texas  Medical  Foundation  projects  are 
described  to  highlight  the  current 
methodology  and  to  illustrate  the  impact 
of  quality  improvement  projects. 


Introduction 

The  Health  Care  Financ- 
ing  Administration  (HCFA)  is 
mandated  legislatively  to  as- 
sure that  Medicare  beneficiaries  receive 
high-quality  medical  care.  Until  re- 
cently, through  its  network  of  peer  re- 
view organizations,  often  called  quality 
improvement  organizations  (QIOs), 
HCFA  attempted  to  assure  the  quality 
of  medical  care  primarily  through  in- 
dividual case  review  of  hospital  med- 
ical records.  Use  of  this  methodology 
to  look  for  the  occasional  “bad  apple” 
(1)  has  failed  to  demonstrate  improve- 
ments in  the  quality  of  care  received  by 
Medicare  beneficiaries.  However,  this 
approach  did  produce  significant  stress 
for  most  clinicians  who  provided  qual- 
ity care,  damaging  the  ability  of  HCFA 
and  QIOs  to  build  collaboration  with 
health  care  providers. 

In  1992,  with  the  introduction  of 
the  Health  Care  Quality  Improvement 
Program  (HCQIP),  HCFA  began  re- 
structuring its  quality  assurance  efforts 
(2-5).  Under  HCQIP,  the  QIOs  re- 
duced their  reliance  on  traditional  case 
review,  which  focused  on  identifying 
outliers,  and  began  profiling  patterns 
of  disease-specific  care,  which  focuses 
on  identifying  unintentional  variations 
in  the  delivery  of  care  as  a means  of 
improving  overall  processes  of  care. 
Four  factors  have  driven  the  reformu- 
lation of  Medicare  quality  assurance: 
lack  of  evidence  demonstrating  that 
case  review  improves  quality  of  care 
(6—8);  evidence  demonstrating  local 
and  regional  variation  in  medical  and 


surgical  practices  (9-16);  evidence  that 
these  variations  result  from  differences 
in  care  (17,18)  and  do  not  appear  to 
be  related  to  patient  characteristics; 
and  increasing  evidence  that  disease- 
specific  guidelines  have  improved  de- 
livery of  quality  care  (19-23). 

Under  the  HCQIP,  the  QIOs  have 
shifted  their  focus  to  identify  uninten- 
tional variations  in  the  delivery  of  care 
that  negatively  impact  outcomes  and 
to  work  with  health  care  providers  to 
prospectively  reduce  these  variations. 
These  goals  are  accomplished  through 
quality  improvement  projects  con- 
ducted cooperatively  by  QIOs  and 
providers  to  improve  the  quality  of 
health  care  services  delivered  to  the 
Medicare  population. 

In  designing  a quality  improve- 
ment project,  the  Texas  Medical 
Foundation  (TMF)  uses  the  defini- 
tion of  “quality”  as  defined  by  the  In- 
stitute of  Medicine  of  the  National 
Academy  of  Sciences.  Quality  is  “the 
degree  to  which  health  services  for  in- 
dividuals and  populations  increase  the 
likelihood  of  desired  health  outcomes 
and  are  consistent  with  current  profes- 
sional knowledge”  (24).  Implicit  in 
this  definition  are  several  important 
elements  driving  the  design  of  quality 
improvement  projects: 

• Use  of  a population-based  ap- 
proach designed  to  identify  unin- 
tentional variation  in  the  delivery 
of  care  within  the  community  of 
providers; 

• Development  of  quality  indicators 
that  are  linked  to  positive  out- 
comes as  noted  in  medical  litera- 
ture and/or  guidelines; 

• Assurance  that  quality  indicators 
are  current  through  periodic  review 
of  the  literature;  and 
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• Development  of  projects  in  collab- 
oration with  providers  to  assure 
their  acceptance  of  quality  indica- 
tors and  the  usefulness  of  resulting 
surveillance  data. 

There  are  2 types  of  quality  im- 
provement projects;  national  and  lo- 
cal. National  projects  such  as  the 
Cooperative  Cardiovascular  Project 
(25,26)  are  designed  by  HCFA  and 
implemented  by  QIOs  across  the 
country.  These  projects  evaluate  dis- 
eases that  have  significant  national  im- 
pact, and  they  provide  national-, 
regional-,  and  state-level  benchmarks 
for  quality  comparison.  Local  pro- 
jects, on  the  other  hand,  are  designed 
by  1 or  more  QIOs  to  improve  the 
quality  of  care  for  a specific  disease  in 
a specific  geographic  location.  They 
focus  on  issues  of  local  and/or  regional 
importance. 

We  shall  discuss  TMF  s methodol- 
ogy for  designing  and  implementing 
quality  improvement  projects,  includ- 
ing topic  selection,  quality  indicator 
development,  collaborator  recruit- 
ment, and  measurement  of  perfor- 
mance/improvement. Data  from  2 
projects  will  illustrate  the  potential 
impact  of  this  methodology. 

Selecting  a topic 

TMF  uses  3 criteria  in  selecting  a topic 
for  a quality  improvement  project.  Al- 
though meeting  all  3 criteria  is  not  es- 
sential, TMF  prefers  to  select  topics  that 
affect  a large  percentage  of  the  Medicare 
population  and/or  cause  a significant 
burden  of  suffering,  for  which  consen- 
sus on  the  appropriate  methods  of  care 
either  already  exists  (ie,  published 
guidelines)  or  is  likely  to  be  elicited 
through  literature  review  and/or  expert 


opinion,  and  for  which  evidence  shows 
that  variation  in  practice  exists. 

Developing  quality 

INDICATORS 

j\fi:er  TMF  determines  a project  topic, 
quality  indicators  are  developed  under 
the  direction  of  a clinical  coordinator. 
The  clinical  coordinator  is  a practicing 
physician  with  training  in  either  pri- 
mary care  (ie,  internal  medicine  and 
family  practice),  emergency  medicine, 
or  preventive  medicine  and  the  science 
of  population-based  medicine  (eg,  epi- 
demiology, statistics,  and  quality  im- 
provement and/or  surveillance).  The 
clinical  coordinator  working  in  partner- 
ship with  disease-specific  content  ex- 
perts (eg,  cardiologists  for  acute 
myocardial  infarction)  determines  the 
appropriate  setting  (ie,  inpatient,  outpa- 
tient, or  both),  scope,  and  focus  of  the 
project,  and  develops  appropriate  evi- 
dence- and/or  guideline-based  quality 
indicators.  The  quality  indicators  must 
originate  from  the  medical  literature 
and/or  guidelines,  be  linked  to  positive 
outcomes,  identify  significant  steps  in 
the  process  of  care  for  the  disease  in 
question,  and  be  measurable  through 
claims  data  or  medical  record  audit. 

Guidelines  are  useful  sources  for 
quality  indicator  development  be- 
cause they  are  normally  based  in  sci- 
entific evidence,  are  comprehensive  in 
their  scope,  and  represent  clinical  con- 
sensus. In  addition,  they  identify  the 
key  steps  in  processes  of  care,  which  is 
important  because  a quality  improve- 
ment project  must  be  manageable  to 
succeed.  To  be  manageable,  a quality 
improvement  project  must  focus  on 
the  most  significant  steps  in  the 
process  of  care  that  have  the  greatest 
potential  for  improving  outcomes. 


At  present,  most  projects  use 
process  measures.  Jencks  has  defined 
when  the  use  of  process  indicators  ver- 
sus outcome  indicators  is  appropriate 
(27).  Process  indicators  are  appropriate 
“when  science  clearly  identifies  critical 
elements  of  care  that  are  well  docu- 
mented, and  when  outcomes  are  de- 
layed”; outcome  indicators  are 
appropriate  “when  clinical  outcomes 
can  largely  be  controlled  but  the  sci- 
ence base  for  individual  elements  is 
weak  and  documentation  is  poor  or 
difficult  to  summarize.”  Because  TMF 
projects  strive  to  improve  care  through 
adherence  to  practice  guidelines  that 
are  well-documented  in  the  literature 
and  represent  clinical  consensus,  TMF 
typically  uses  process  indicators  in  its 
quality  improvement  projects. 

Regruiting  collaborators 

TMF  solicits  project  collaboration  from 
a wide  range  of  health  care  providers,  in- 
cluding hospitals,  health  maintenance 
organizations  (HMOs),  physicians,  and 
other  health  care  entities.  As  an  invita- 
tion to  collaborate  in  a quality  improve- 
ment project,  TMF  sends  each  potential 
collaborator  a background  paper  outlin- 
ing the  project,  the  quality  indicators, 
the  data  abstraction  tool,  and  the  data 
definitions.  To  accept  TMF’s  invitation, 
the  potential  collaborator  must  indicate 
in  writing  the  desire  to  collaborate.  For- 
mal collaboration  confirms  that  the 
provider  is  committed  to  collecting  the 
data  or  providing  charts  to  TMF  for 
data  collection,  analyzing  results  of  the 
data  abstraction,  developing  and  imple- 
menting a quality  improvement  plan 
with  established  improvement  goals, 
and  remeasuring  the  data  on  a quarterly 
basis  after  the  improvement  plan  has 
been  implemented. 
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Measuring  performance/ 

IMPROVEMENT 

To  measure  the  improvement  that 
should  occur  after  the  collaborator  has 
adopted  its  improvement  plan,  TMF 
must  first  measure  each  collaborator’s 
preproject  care  to  obtain  a baseline. 
TMF  measures  the  performance  of 
project  collaborators  either  by  analysis 
of  claims  data  or  by  chart  audit. 
Claims  data  are  maintained  in  part  A 
(hospital),  part  B (outpatient),  and 
physician  data  files.  Although  local 
QIOs  have  access  to  part  A data  files, 
they  do  not  necessarily  have  access  to 
part  B data  files  or  to  data  from 
HMOs.  Thus,  the  use  of  encounter 
data  may  be  problematic  if  the  focus  of 
the  project  is  in  the  outpatient  setting. 

When  measuring  performance 
through  chart  audit,  the  clinical  coor- 
dinator -works  with  experts  in  biosta- 
tistics, nursing,  and  medical  records  to 
develop  data  abstraction  tools  and 
data  definitions.  As  part  of  this  devel- 
opment process,  the  project  team 
identifies  inclusion  criteria,  exclusion 
criteria,  and  specific  elements  of  the 
quality  indicators.  Inclusion  criteria 
are  defined  in  terms  of  ICD-9-CM 
and/or  CPT  codes  and  may  include 
secondary  diagnostic  codes  or  proce- 
dure codes.  Exclusion  criteria  will  ex- 
clude inappropriate  cases  from  the 
analysis  set.  Before  being  imple- 
mented, the  data  abstraction  tool  un- 
dergoes reliability  and  validity  testing. 

Data  abstraction  is  performed  ei- 
ther by  TMF  or  by  the  collaborator.  If 
a collaborator  chooses  to  perform  the 
data  abstraction,  TMF  will  validate 
the  data  using  a random  sample  of 
charts  selected  by  and  submitted  to 
TMF  for  reabstraction. 

After  the  baseline  data  have  been 


collected,  TMF  feeds  back  analyses  of 
these  data  to  each  collaborator.  The 
data  are  organized  both  in  aggregate 
form  and  by  individual  collaborator. 
All  data,  except  each  individual  col- 
laborator’s data,  are  blinded;  for  exam- 
ple, if  HMO  1,  HMO  2,  and  HMO 
3 are  all  involved  in  a project,  all  data 
given  to  HMO  1 except  for  its  own 
would  be  blinded.  In  addition  to  col- 
laborator-specific and  aggregate  data, 
TMF  provides  each  collaborator  with 
benchmark  data  as  examples  of 
achievable  performance. 

The  collaborator  examines  its  base- 
line data,  identifies  opportunities  for 
improvement  in  processes  of  care,  and 
develops  and  implements  a quality 
improvement  plan.  This  methodology 
allows  the  collaborator  the  flexibility 
to  use  existing  quality  improvement 
resources  and  to  take  ownership  of  the 
improvement  process.  TMF  reviews 
and  provides  constructive  comments 
on  the  improvement  plans.  Specifi- 
cally, TMF  reviews  the  continuous 
improvement  methodology  used  in 
the  proposed  intervention  methodol- 
ogy and  the  proposed  improvement 
goals.  TMF  is  available  on  request  to 
help  develop  and  implement  improve- 
ment plans  for  collaborators  with  little 
experience  in  quality  improvement. 
After  the  plan  has  been  implemented, 
collaborators  measure  the  progressive 
impact  of  their  improvement  plans 
through  quarterly  data  collection  and 
analysis.  This  allows  collaborators  the 
opportunity  to  adjust  interventions 
to  maximize  quality  improvement 
project  impact.  After  a set  period  of 
time,  data  are  abstracted  from  a sec- 
ond random  sample  to  measure  post- 
project improvement.  As  before,  TMF 
analyzes  and  reports  these  data  to  each 
collaborator. 


Examples  of  local  quality 

IMPROVEMENT  PROJECTS 

The  following  section  describes  the 
methodology  and  outcomes  of  2 TMF 
quality  improvement  projects.  The 
angina  project  focuses  on  quality  of 
care;  the  right  heart  catheterization 
project  focuses  on  utilization. 

Angina 

Background-.  Ischemic  heart  disease  is 
the  leading  cause  of  death  in  the 
United  States.  Every  year,  approxi- 
mately 1.5  million  persons  suffer  an 
acute  myocardial  infarction  and  about 
one  third  of  them  die  (28).  While  in 
many  people  the  first  evidence  of 
coronary  heart  disease  is  a myocardial 
infarction  or  sudden  death,  angina  is  a 
common  presenting  symptom  (29). 

Administration  of  aspirin  in  hospi- 
tal and  at  discharge  is  positively  linked 
to  decreased  morbidity  and  mortality 
in  patients  with  cardiac-related  acute 
chest  pain.  The  mechanism  of  action  is 
attributed  to  aspirin’s  ability  to  irre- 
versibly inhibit  platelet  aggregation 
(30).  Aspirin  prophylaxis  has  been 
shown  to  reduce  the  risk  of  both  fatal 
and  nonfatal  myocardial  infarction  in 
patients  with  chronic  stable  angina 
(25,31-34).  Aspirin  also  reduces  the 
risk  of  myocardial  infarction  in  pa- 
tients with  unstable  angina  (32,33). 
Note  that  aspirin  given  on  the  first  day 
of  infarction  has  been  shown  to  reduce 
death  in  the  first  35  days  by  23%  (34). 

Method-.  TME  developed  a quality 
improvement  project  to  increase  the 
use  of  aspirin  in  Medicare  patients  ad- 
mitted with  cardiac-related  acute  chest 
pain/angina.  Patients  with  discharge 
DRGs  of  132  and  140  were  eligible  for 
inclusion  into  this  study.  TMF  invited 
10  facilities,  representing  3.8%  of  all 
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Table  I.  Aspirin  administration  in  Medicare  beneficiaries  with  acute  chest  pain/angina. 


Quality 

Indicator 

Aspirin  at 
Admission 

Aspirin  at 
Discharge 

Average  Time 
to  Aspirin 
Administration 

Average  Length 
of  Stay 

Previous  rate 

74.8% 

57.1% 

14.2  hours 

5.5  days 

Current  rate 

85.5% 

68.8% 

1 1 hours 

4.8  days 

P value 

<.005 

<.005 

A 

b 

A 

b 

o 

Table  2.  Suggested  consensus  indications  for  right  heart  catheterization. 

1 . Suspected  valvular  disease 

2.  Suspected  congenital  heart  disease  (atrial  septal  defect  < ventricular  septal  defect) 

3.  Heart  transplant  evaluation 

4.  Suspected  pulmonary  hypertension 

5.  Refractory  congestive  heart  failure 

6.  Differentiation  of  pulmonary  edema  or  other  edematous  state 

7.  Suspected  tamponade  or  impending  tamponade 

8.  Constrictive  pericarditis  versus  restrictive  cardiomyopathy 

9.  Shock;  to  guide  therapeutics  for  shock 

10.  Suspected  right  ventricular  infarction  in  acute  myocardial  infarction 

1 1 . High-risk  (due  to  severe  left  ventricular  dysfunction)  coronary  intervention 


DRG  132  and  140  discharges.  (Data 
for  these  facilities  indicated  long  and 
widely  varying  lengths  of  stay.)  Each 
facility  was  asked  to  evaluate  its 
processes  of  care  and  to  implement  im- 
provement plans  to  ensure  timely  and 
appropriate  administration  of  aspirin 
therapy  for  patients  with  cardiac-re- 
lated acute  chest  pain. 

After  each  facility  implemented  its 
plan,  TMF  concurrently  abstracted 
baseline  and  follow-up  data  by  chart 
audit  on  a random  sample  of  patients 
discharged  with  DRGs  of  132  or  140. 
(As  noted  earlier,  TMF  normally  ab- 
stracts and  reports  baseline  data  to  col- 
laborating facilities  before  improvement 
plans  are  implemented.  Fiowever,  in 
this  case,  the  collaborating  facilities 
were  already  convinced  of  the  opportu- 
nities for  improvement  in  angina  care 
and  agreed  to  institute  process  im- 
provements without  a preliminary  ex- 
amination of  baseline  data.) 

Results-.  TMF  evaluated  data  on  ad- 
ministration of  aspirin  during  hospi- 
talization, administration  of  aspirin  at 
discharge,  average  time  to  aspirin  ad- 
ministration, and  average  length  of 
stay.  Aggregate  data  for  all  10  hospi- 
tals appear  in  Table  1.  In  each  case, 
statistically  significant  improvement 
resulted. 

Right  heart  catheterization 
Background:  Retrospective  studies  have 
concluded  that  the  results  obtained 
from  routine  right  heart  catheteriza- 
tion are  insufficient  to  warrant  its  use 
(35-37).  Specifically,  these  authors  felt 
that  routine  use  of  right  heart  catheter- 
ization is  unwarranted  because  the 
procedure  does  not  provide  informa- 
tion that  alters  patient  management  or 
prognosis.  These  findings  were  sup- 
ported by  the  American  College  of 


Cardiology.  Its  guidelines  state  that 
“without  specific  indications,  ‘routine’ 
right  heart  catheterization  . . . [is]  un- 
necessary” (38). 

Preliminary  analysis  of  Medicare 
claims  data  indicated  that  the 
statewide  average  rate  for  bilateral 
catheterization  was  27%  in  1993. 
During  that  calender  year,  a total  of 
25,163  catheterizations  were  per- 
formed at  169  facilities  in  Texas.  Of 
these  facilities,  15  hospitals  had  rates 
for  bilateral  catheterization  of  50%  or 
higher.  Seven  of  these  facilities  had  bi- 


lateral catheterization  rates  between 
70%  and  100%.  The  remaining  8 had 
bilateral  catheterization  rates  between 
50%  and  70%.  Note  that  56  facilities 
had  rates  lower  than  20%. 

Method:  TMF  analyzed  claims  data 
for  a 6-month  period  from  February 
through  July  1994.  A total  of  13,530 
catheterizations  for  coronary  artery 
disease  were  performed,  of  which 
27%  (3642)  were  bilateral  procedures. 
Fifteen  facilities  were  identified  with 
rates  for  bilateral  catheterization  that 
exceeded  50%. 
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Table  3.  Results  of  initial  HCQIP  projects  to  ensure  medical  necessity  for  utilization  review  of 
right  heart  catheterization  procedures. 


Statewide 

Facilities 

A 

B 

C 

D 

E 

Previous  rate  (%)  27.2 

74.3 

85.0 

76.7 

85.4 

86.4 

Current  rate  (%)  21.3 

25.0 

21.0 

17.7 

42.9 

89.1 

value  <.005 

<.001 

<.001 

<.001 

<.001 

ns 

ns  = not  significant 


TMF  developed  a HCQIP  project 
to  ensure  documented  medical  neces- 
sity for  performing  right  heart  catheter- 
izations (39).  Five  facilities  with  the 
highest  rates  of  bilateral  catheterization 
were  invited  to  participate  in  the  pro- 
ject. These  facilities  were  given 
statewide  data,  facility-specific  data, 
and  “suggested  consensus  criteria,”  de- 
veloped by  the  Texas  Medical  Associa- 
tion Committee  on  Cardiovascular 
Diseases,  for  appropriateness  of  right 
heart  catheterization  (Table  2).  These 
facilities  were  asked  to  evaluate  their 
procedures  to  ensure  appropriate  use  of 
right  heart  catheterization  and  to  de- 
velop and  implement  a quality  im- 
provement plan. 

Results:  All  5 facilities  agreed  to  par- 
ticipate. However,  only  4 facilities  actu- 
ally evaluated  their  procedures  and 
implemented  quality  improvement 
plans  before  the  follow-up  measure- 
ment. These  4 facilities  showed  marked 
reduction  in  utilization  of  right  heart 
catheterization  (Table  3).  The  fifth  fa- 
cility (Facility  E),  which  has  subse- 
quently submitted  an  improvement 
plan,  showed  no  improvement.  Data 
for  the  follow-up  study  were  collected 
for  the  6 months  from  April  1 through 
September  30,  1995.  During  that  pe- 
riod, of  the  13,266  catheterizations 


performed,  only  21%  (2788)  were  bi- 
lateral catheterizations.  In  the  remea- 
surement phase,  only  1 1 facilities  had 
bilateral  catheterization  rates  that  ex- 
ceeded 50%. 

Discussion 

The  shift  in  the  QIO  community 
from  traditional  case  review  to  per- 
forming quality  improvement  projects 
has  several  strengths.  These  include 
the  reduction  in  the  adversarial  rela- 
tionship between  QIOs  and  providers 
caused  by  individual  case  review,  the 
active  development  of  collaboration 
between  QIOs  and  providers  to  im- 
prove quality  of  care,  the  ability  to 
move  out  of  the  hospital-based  setting 
exclusively  and  into  the  office-based 
setting  as  needed,  and  the  ability  to 
focus  on  the  spectrum  of  disease  pre- 
vention (ie,  primary,  secondary,  and 
tertiary  prevention)  due  to  the  expan- 
sion of  care  settings  for  projects. 

The  use  of  quality  improvement 
projects  also  has  its  weaknesses.  Because 
collaborators  are  invited  and  not  re- 
quired to  participate  in  quality  im- 
provement projects,  participation  may 
be  biased  toward  individuals  and  orga- 
nizations that  are  already  interested  in 
and  actively  pursuing  quality  improve- 


ment. In  addition,  a quality  improve- 
ment project  that  has  a disease-specific 
focus  does  not  allow  the  determination 
of  the  overall  quality  of  care  a patient 
receives  or  the  overall  care  a provider 
gives  to  a population  of  patients.  Fi- 
nally, because  quality  improvement 
projects  historically  have  not  used  a 
case-control  design,  determining  if  im- 
provements actually  resulted  from  pro- 
ject activities  is  difficult. 

The  2 projects  described  here  help  to 
highlight  the  strengths  and  weaknesses 
of  this  methodology.  For  example,  while 
5 hospitals  agreed  to  participate  in  the 
right  heart  catheterization  study,  1 hos- 
pital did  not  follow  through  on  develop- 
ing an  improvement  plan  before  data 
remeasurement,  and  TMF  had  no  au- 
thority to  require  its  participation. 
Wliile  lack  of  participation  in  this  pro- 
ject should  not  reflect  on  the  facility’s 
commitment  to  quality  improvement, 
all  health  care  providers  must  be  eager  to 
evaluate  their  processes  of  care  and, 
when  reasonable,  change  those  processes 
in  an  effort  to  improve  outcomes. 

The  angina  project  highlights  an- 
other issue.  Even  though  significant 
improvement  was  achieved  for  each 
quality  indicator  in  the  angina  pro- 
ject, the  time  to  first  aspirin  adminis- 
tration after  admission  was  still  1 1 
hours.  More  than  14%  of  patients  did 
not  receive  aspirin  at  the  time  of  ad- 
mission and  more  than  31%  of  pa- 
tients did  not  receive  aspirin  when 
they  were  discharged.  This  indicates 
that  room  for  significant  improve- 
ment still  exists.  While  TMF  can  ini- 
tiate the  design  and  implementation 
of  quality  improvement  projects,  the 
drive  toward  continuous  quality  im- 
provement must  come  from  within 
each  organization. 

We  have  much  to  learn  about  de- 
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veloping  and  implementing  popula- 
tion-based quality  improvement  pro- 
jects. As  we  learn,  the  process  evolves. 
Examples  of  this  evolution  include 
TMF  utilizing  a case-control  model  in 
the  design  of  many  pilot  projects,  par- 
ticipation with  collaborators  in  the 
design  of  process  changes  used  in  im- 
provement plans,  and  implementation 
of  more  quality  improvement  projects 
on  a statewide  basis.  As  we  evolve, 
however,  the  core  objectives  of  quality 
improvement  projects  must  remain 
constant.  In  our  attempts  to  increase 
the  quality  and  quantity  of  projects 
performed,  TMF  will  keep  the  follow- 
ing fundamental  objectives  at  the 
heart  of  the  process:  identifying  and 
reducing  unintentional  variations  in 
the  delivery  of  care  that  result  in  neg- 
ative impact  on  outcomes,  building 
collaboration  across  health  care  sys- 
tems to  share  positive  experiences  in 
the  treatment  of  disease,  and  stan- 
dardizing the  process  of  delivery  of 
care  across  systems  so  that  beneficia- 
ries are  assured  of  receiving  the  same 
level  of  service  no  matter  their  source 
of  health  care. 
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Fetal  alcohol  syndrome:  a review  for  Texas  physicians 


Fetal  alcohol  syndrome  (FAS)  is  com- 
monly believed  to  be  the  leading  known 
cause  of  mental  retardation  in  the 
United  States,  although  surveillance  at 
state  and  national  levels  is  problematic. 
The  most  serious  consequence  of  fetal  al- 
cohol exposure  is  central  nervous  system 
( CNS)  dysfunction.  While  the  facial fea- 
tures of  FAS  become  more  subtle  with 
age,  growth  deficits  and,  particularly, 
the  CNS  impairment  appear  to  be  per- 
manent. Among  factors  that  affect  the 
risk  and  severity  of  fetal  alcohol  damage 
are  the  timing  of  the  alcohol  exposure, 
binge  drinking  that  produces  high  blood 
alcohol  concentrations,  polydrug  use, 
and  genetic  variations.  From  various 
studies,  the  incidence  of FAS  ranges  from 
0.2  to  3.0  affected  births  per  1000  live 
births.  The  methods  of  measuring  FAS 
occurrence  are  fraught  with  difficulties 
and  inaccuracies,  as  are  surveys  of  alco- 
hol use  by  women  during  pregnancy. 
Still,  indirect  studies  both  in  Texas  and 
the  United  States  suggest  that  the  occur- 
rence of  FAS  is  increasing.  A first,  im- 
portant step  to  reducing  the  incidence  of 
FAS  and  related  problems  is  to  increase 
the  awareness  of  physicians  and  other 
health  care  providers  about  the  issues  of 
FAS  diagnosis,  prevention,  and  treat- 
ment. Referral  and  information  re- 
sources about  FAS  are  provided. 


Dr  West,  Department  of  Human  Anatomy 
and  Medical  Neurobiology,  College  of  Medi- 
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Background 

The  idea  that  alcohol 

abuse  during  pregnancy  could 
affect  fetal  development  ad- 
versely has  a long  history  (1).  Even  ex- 
perimental data  from  animal  studies 
indicating  that  alcohol  affects  embry- 
onic development  have  been  known 
since  near  the  turn  of  the  century  (2). 
However,  little  attention  was  focused 
on  this  potential  problem  until  about 
25  years  ago.  In  1968,  clinicians  in 
France  were  the  first  to  provide  evi- 
dence that  prenatal  exposure  to  alcohol 
could  damage  the  developing  fetus  (3), 
but  their  report  was  ignored  by  the 
medical  and  scientific  communities 
until  5 years  later  when  a group  of  dys- 
morphologists  in  Seattle  published 
similar  findings  (4,5).  These  studies,  by 
Jones  and  associates,  were  noteworthy 
especially  because  they  coined  the  term 
“fetal  alcohol  syndrome”  (FAS)  to  de- 
scribe the  constellation  of  features  of 
children  born  to  mothers  who  drink 
heavily  during  pregnancy.  They  de- 
scribed FAS  as  a set  of  birth  defects  that 
caused  significant  lifetime  impairment. 

Since  the  development  of  FAS  de- 
pends on  exposure  of  the  fetus  to  al- 
cohol, this  set  of  birth  defects  is 
considered  to  be  100%  preventable. 
However,  we  know  that  women  who 
are  alcoholic  may  not  be  able  to  stop 
drinking  during  pregnancy  because 
long-term  abstinence  usually  requires 
intervention  and  treatment. 

Incidence  of  FAS 

Fetal  alcohol  syndrome  is  now  recog- 
nized as  the  leading  known  cause  of 
mental  retardation  in  the  Western 
world  (6,7).  Even  revised  and  ex- 
tremely conservative  estimates  (8)  in- 
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dicate  that  the  worldwide  frequency  of 
infants  born  with  FAS  is  in  the  range 
of  0.2  to  3.0  per  1000  live  births  (6,8). 
The  literature  on  the  prevalence  of 
FAS  is  far  from  consistent,  due  in  part 
to  the  select  populations  served  by 
clinic-based  studies  and  to  variations 
in  the  definition  of  outcomes,  but  an 
estimated  2 to  12,000  babies  with  FAS 
are  born  in  the  United  States  each  year 
(9).  The  estimated  frequency  of  infants 
with  FAS  born  to  alcoholic  mothers  is 
clearly  much  higher  (6).  Although  evi- 
dence exists  for  an  increased  risk  of 
FAS  in  African  American  and  Ameri- 
can Indian  populations  (6,10),  no 
racial  group  appears  to  be  immune 
from  the  teratogenic  effects  of  alcohol. 
The  frequency  of  infants  born  with 
some  alcohol-related  birth  defects  but 
without  exhibiting  the  full  FAS  is  no 
doubt  much  higher;  many  of  these  pa- 
tients are  likely  to  be  missed  in  assess- 
ments that  are  not  specifically  trying  to 
link  maternal  alcohol  abuse  with  neu- 
ropsychological deficits.  Therefore,  the 
calculated  incidence  of  FAS  is  thought 
to  represent  a significant  underestima- 
tion of  the  overall  incidence  of  fetal  al- 
cohol damage. 

Applying  the  national  estimates  of 
FAS  incidence  to  Texas  results  in  esti- 
mates of  approximately  600  children 
born  annually  with  FAS.  A review  of 
Texas  birth  certificates  for  the  6 years 
of  1989  through  1994  conducted  by 
the  Bureau  of  Epidemiology,  Texas 
Department  of  Health  (TDH),  identi- 
fied 164  children  with  FAS  from  the 
birth  cohort  of  1,918,957  births  (un- 
published data,  TDH).  This  represents 
an  incidence  rate  of  0.085  per  1000 
live  births,  significantly  lower  than 
other  estimates.  Demographic  infor- 
mation obtained  from  the  birth  certifi- 
cate indicated  that  the  average  age  of 
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the  mother  was  3 1 years,  with  an  aver- 
age educational  level  of  12  years.  Using 
mothers  race  as  an  indicator  of  the  in- 
fants’ race,  64%  were  white,  28%  were 
Hispanic  origin,  32.9%  were  African 
American,  and  0.7%  were  American 
Indian.  Of  these  164  children  identi- 
fied with  FAS,  no  maternal  prenatal 
care  was  reported  for  16.4%. 

These  numbers  should  be  viewed 
with  caution  because  of  the  high  likeli- 
hood that  several  epidemiologically  im- 
portant biases  are  active  in  this 
examination  of  birth  certificate  data. 
Using  birth  certificates  to  estimate  this 
complex  diagnostic  category  that  is  not 
always  obvious  at  birth  usually  leads  to 
a gross  undercount  of  the  problem.  Lit- 
tle et  al  (11)  found  underdiagnosis  of 
FAS  in  a group  of  40  Texas  infants 
born  to  38  women  who  reported  hav- 
ing at  least  4 drinks  per  day  during 
pregnancy.  Of  these,  17  had  evidence 
of  FAS  or  other  alcohol-related  deficits, 
yet  none  of  the  40  had  the  diagnosis  of 
FAS  in  his  or  her  medical  record. 

Diagnostic  criteria 

Fetal  alcohol  syndrome  is  a recognized 
constellation  of  birth  defects.  This  di- 
agnosis does  not  refer  to  responses  by 
intoxicated  babies;  an  FAS  baby  may 
or  may  not  have  alcohol  in  its  blood  at 
the  time  of  delivery,  depending  on 
when  the  mother  had  her  last  drink. 
The  original  minimal  diagnostic  crite- 
ria for  FAS  include  the  following:  pre- 
and  postnatal  somatic  growth  defi- 
ciency, including  deficits  in  height, 
weight,  and  head  circumference;  dis- 
tinctive facial  characteristics,  in  the 
form  of  midfacial  hypoplasia;  and 
varying  degrees  of  central  nervous  sys- 
tem (CNS)  dysfunction.  Two  related 
terms,  “possible  fetal  alcohol  effect” 
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(12),  which  later  evolved  to  fetal  alco- 
hol effect  (also  known  as  FAE),  and 
“alcohol-related  birth  defect”  (13) 
were  introduced  to  refer  to  character- 
istics in  children  who  were  born  with 
only  1 or  2 of  the  features  of  FAS,  but 
whose  mothers  had  a history  of  alco- 
hol abuse  during  pregnancy.  In  1996, 
the  US  Congress,  concerned  about 
the  magnitude  of  the  problem,  asked 
the  Institute  of  Medicine  of  the  Na- 
tional Academy  of  Sciences  to  evalu- 
ate FAS  (9).  The  committee 
recognized  5 diagnostic  categories: 
Category  1 , FAS  with  a history  of  ma- 
ternal alcohol  abuse;  Category  2,  FAS 
without  a maternal  history  of  alcohol 
exposure;  Category  3,  partial  FAS 
with  a history  of  maternal  drinking; 
Category  4,  alcohol-related  birth  de- 
fects; and  Category  5,  alcohol-related 
neurodevelopmental  disorders.  The 
last  2 categories  include  clinical  condi- 
tions that  are  consistent  with  those 
found  in  human  or  animal  studies 
linked  to  maternal  alcohol  exposure. 

Growth  deficiency  associated  with 
FAS  is  usually  moderate  but  below  the 
third  percentile  for  height  and  weight. 
The  pattern  of  physical  anomalies  in- 
volve subtle  but  recognizable  abnor- 
malities of  the  face,  including  short 
palpebral  fissures  (giving  the  impres- 
sion of  small,  widely  spaced  eyes),  a 
lower  broader  bridge  of  the  nose,  ab- 
sence of  the  philtrum,  and  a narrow 
upper  lip  with  an  absence  of  the  in- 
dentation (cupid’s  bow)  in  the  upper 
edge  of  the  vermilion  (Fig  1).  Some- 
times children  with  FAS  also  have  ab- 
normalities of  limbs  and  joints, 
including  minor  anomalies  of  the 
hands  such  as  longitudinal  palmar 
creases.  These  children  are  at  increased 
risk  for  other  birth  defects  associated 
with  teratogens  other  than  alcohol 


(10).  The  pattern  of  neurological 
deficits  is  the  most  variable  because 
the  specific  effects  are  a function  of 
the  particular  exposure  patterns  (eg, 
timing  and  dose),  but  they  vary  from 
severe  deficits  in  cognitive  function  to 
minor  impairments  in  fine  motor 
control.  This  topic  is  discussed  in 
more  detail. 

Difficulties  in  detection 

AND  DIAGNOSIS 

The  diagnosis  of  FAS  depends  on  the 
recognition  of  a pattern  of  several  sub- 
tle criteria.  Adding  to  the  complexity 
of  the  diagnosis,  the  degree  of  severity 
differs  among  individuals,  and  some 
of  the  anomalies  change  with  develop- 
ment (10).  On  one  hand  are  concerns 
of  possible  underdiagnosis;  the  com- 
plete pattern  cannot  always  be  sub- 
stantiated because  of  variability  as  a 
function  of  race,  age,  and  familial 
background.  Furthermore,  some 
physicians  may  be  reluctant  to  make 
the  diagnosis  for  fear  of  stigmatizing 
the  mother  and  child  (14).  On  the 
other  hand,  overdiagnosis  may  occur 
because  too  much  emphasis  is  placed 
on  drinking  history,  nonspecific 
anomalies,  or  failure  to  recognize  dif- 
ferent disorders  that  are  associated 
with  some  of  the  features  of  FAS  (eg, 
Cornelia  de  Lange’s  syndrome  or 
phenylhydantoin  syndrome). 

Diagnosing  FAS  is  especially  diffi- 
cult in  newborns  and  adults.  As  chil- 
dren who  were  diagnosed  with  FAS 
grow  older,  some  features  change.  The 
clinical  features  of  FAS  are  not  dis- 
crete; they  fall  along  a continuum.  An 
added  problem  that  complicates  diag- 
nosis is  that  racial  and  familial  traits 
can  influence  the  diagnosis.  For  in- 
stance, the  broader  upper  lip  normally 
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Fig  I.  Illustration  of  the  craniofacial  features  associated  with  fetal  alcohol  syndrome. 
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Courtesy  of  Mattson  SN,  Riley  EP.  Prenatal  exposure  to  alcohol.  Alcohol  Health  Res  World. 
1995;19:274. 


seen  in  African  American  children 
may  obscure  the  narrowing  of  the  up- 
per lip  associated  with  FAS.  Likewise, 
moderate  hypoplasia  of  the  midface  is 
a common  feature  in  many  American 
Indians.  Such  normally  occurring  dif- 
ferences can  interfere  with  diagnosis 
of  FAS.  Similarly,  alterations  in  FAS 
features  may  be  family  related.  Parents 
who  have  a very  high  IQ  may  have  a 
child  with  FAS  whose  IQ  is  within  the 
normal  range  but  below  that  which 
might  be  expected  (10). 

Central  nervous  system 

DEFICITS 

The  entire  fetus  appears  to  be  influ- 
enced by  the  effects  of  alcohol  from 
maternal  drinking,  but  the  developing 
CNS  is  especially  susceptible  to  alco- 
hol-induced damage  (15,16).  Although 
considered  to  be  a weak  teratogen,  alco- 
hol poses  a serious  risk  to  the  develop- 


ing brain  if  consumed  in  large  doses  or 
in  patterns  that  produce  high  blood  al- 
cohol concentrations.  The  most  serious 
alcohol-related  birth  defects  among  off- 
spring who  survive  from  maternal  alco- 
hol exposure  are  associated  with  CNS 
dysfunction.  From  a pathophysiologi- 
cal aspect,  microcephaly  (small  head  for 
body  size)  is  among  the  most  common 
characteristics  associated  with  FAS 
(17).  Its  corollary,  microencephaly 
(small  brain  for  body  size)  is  a finding 
reported  in  many  animal  studies  in- 
volving maternal  alcohol  exposure.  Un- 
til recently,  generalizations  about 
brain-related  birth  defects  associated 
with  maternal  alcohol  abuse  were  de- 
rived from  a few  early  clinical  studies. 
FAS  is  usually  not  fatal,  so  only  a few 
cases  have  come  to  autopsy  (15,1 8-20). 
Furthermore,  interpretation  of  some  of 
the  available  autopsy  data  was  compli- 
cated by  cardiovascular  and  other  con- 
founding problems.  However,  studies 


based  on  the  limited  autopsy  data  re- 
vealed that  human  infants  whose  moth- 
ers had  a history  of  alcohol  abuse 
during  pregnancy  had  a variety  of  brain 
anomalies  (15,18,19).  Abnormalities 
noted  ranged  from  gross  deficits  in 
brain  growth  (such  as  microencephaly) 
to  microscopic  changes  (such  as  den- 
dritic anomalies  in  neurons  that  sur- 
vived alcohol  insult)  (16). 

Without  the  availability  of  suffi- 
cient human  tissue,  other  techniques 
must  be  used  to  reveal  brain  regions 
damaged  by  fetal  alcohol  exposure. 
Recently,  state-of-the-art  magnetic 
resonance  imaging  (MRI)  techniques 
have  been  used  to  examine  children 
with  FAS  (21-23).  This  noninvasive 
method  has  revolutionized  the  study 
of  FAS  by  allowing  the  examination  of 
meaningful  relations  between  behav- 
ioral deficits  and  neuroanatomical 
anomalies  in  the  brain.  Mattson  and 
her  colleagues  (22)  found  that  chil- 
dren with  FAS  exhibited  smaller  basal 
ganglia  and  corpus  callosum  relative 
to  deficits  in  total  brain  mass.  The 
basal  ganglia  and  corpus  callosum 
were  found  to  be  more  sensitive  to 
damage  than  were  other  regions  of  the 
brain,  eg,  the  diencephalon.  More  re- 
cently, this  group  of  researchers  also 
reported  evidence  of  damage  to  the 
cerebellum,  a region  involved  in  fine 
motor  control  and  balance  (23).  This 
finding  is  important  because  it  con- 
firms numerous  animal  studies 
demonstrating  vulnerability  of  this  re- 
gion of  the  brain  (24). 

Questions  concerning  the  func- 
tional effects  ol  alcohol  on  the  devel- 
oping brain  represent  a key  focus  for 
current  FAS  research.  Prenatal  expo- 
sure to  heavy  maternal  drinking  has 
been  shown  to  produce  a number  of 
intellectual  and  motor  deficits.  The 
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range  of  deficits  in  intellectual  capa- 
bilities resulting  from  fetal  alcohol  ex- 
posure can  be  varied  and  severe.  The 
most  frequently  observed  intellectual 
impairment  is  a decrease  in  IQ  scores 
(25-27).  However,  several  other  cog- 
nitive deficits,  such  as  problems  in  at- 
tention, learning  and  memory, 
hyperactivity,  and  perseveration  (chil- 
dren with  FAS  often  make  the  same 
mistakes  over  and  over),  have  been 
shown  to  be  affected,  even  following 
exposure  to  moderate  levels  of  alcohol 
in  utero  (26).  Deficits  in  sensory  and 
motor  functions  are  commonly  associ- 
ated with  FAS,  and  deficits  in  habitu- 
ation to  redundant  stimuli  also  have 
been  reported  (27).  Furthermore,  in- 
fants with  FAS  often  have  distur- 
bances in  sleep  and  eating  behavior 
(28).  Recent  developments  in  com- 
prehensive neuropsychological  testing 
allow  more  complete  evaluations  of 
the  range  of  deficits  in  children  ex- 
posed to  alcohol  in  utero. 

Risk  factors 

Temporal  vulnerability 
Not  all  women  who  drink  heavily 
during  pregnancy  give  birth  to  babies 
with  FAS.  This  finding  raises  the  pos- 
sibility of  factors  that  may  increase  the 
risk  and  severity  of  fetal  damage  to  a 
given  amount  of  alcohol.  A basic  tenet 
of  teratology  is  that  an  organ  is  most 
vulnerable  during  its  period  of  most 
rapid  development.  For  most  organs, 
that  period  is  the  first  trimester.  How- 
ever, the  brain  is  among  the  first  organ 
systems  to  begin  development  and 
among  the  last  to  be  completed.  Ac- 
cording to  many  detailed  animal  stud- 
ies, the  brain  appears  to  be  vulnerable 
throughout  development  (29);  during 
the  third  trimester,  the  brain  seems  to 
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be  as  vulnerable  as  during  the  first 
trimester,  although  first  trimester  al- 
cohol exposure  is  necessary  to  produce 
the  facial  dysmorphology  that  is  a pri- 
mary feature  of  FAS.  The  key  seems  to 
be  that  different  developmental 
processes  are  vulnerable  at  different 
times.  For  example,  alcohol  interferes 
with  neurogenesis  during  the  second 
trimester,  when  most  neurons  are  be- 
ing generated,  whereas  alcohol  expo- 
sure during  the  third  trimester  kills  or 
stunts  the  growth  of  cells  and  inter- 
feres with  synaptogenesis  of  develop- 
ing neurons  (29).  Glial  cells  are 
affected  also,  with  oligodendrocytes 
(the  cells  that  form  the  myelin  sheaths 
around  the  axons)  being  more  vulner- 
able than  astrocytes  (30). 

Binge  drinking 

The  minimum  amount  of  alcohol  that 
can  damage  the  developing  fetus  is  un- 
known. Some  reports  suggest  that  as 
few  as  2 drinks  per  day  can  produce 
lower  birth  weights  (17).  On  the  other 
end  of  the  spectrum  are  women  who 
drink  remarkably  large  amounts  of  al- 
cohol during  pregnancy.  Case  reports 
indicate  daily  consumption  of  as  many 
as  2 cases  of  beer  per  day  and  blood  al- 
cohol levels  at  the  time  of  delivery  as 
high  as  375  mg/dl  (31),  almost  4 times 
the  legal  limit  for  driving  in  Texas.  Un- 
fortunately, not  just  the  offspring  from 
hard-core  alcoholics  may  suffer  CNS 
damage.  Streissguth  and  her  associates 
(26)  found  that  some  children  exposed 
to  binge  drinking  in  utero  did  not  have 
FAS  but  still  suffered  CNS  dysfunc- 
tion. This  potentially  sizable  category 
poses  a particularly  difficult  problem, 
because  without  the  characteristic  fa- 
cial features  of  FAS,  these  birth  defects 
may  go  undetected. 

A related  concern  is  that  intra- 
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venous  alcohol  in  doses  high  enough  to 
induce  intoxication,  nausea,  and  vom- 
iting has  been  used  to  arrest  premature 
labor  (32)  or  to  reduce  the  pain  associ- 
ated with  labor  (33).  When  such  treat- 
ment was  successful  in  stopping 
premature  labor,  women  were  often 
advised  to  continue  the  alcohol  therapy 
using  beverage  alcohol.  Effective  doses 
were  about  6 drinks  per  day,  a level  of 
exposure  that  some  scientists  believe 
can  produce  significant  damage  to  the 
fetus  (32).  Blood  alcohol  concentra- 
tions in  women  receiving  such  treat- 
ment often  reached  levels  higher  than 
100  to  150  mg/dl  (32)  and  have  even 
been  reported  as  high  as  290  mg/dl 
(33).  Studies  in  animals  indicate  that  a 
single  day  of  exposure  to  high  blood  al- 
cohol concentrations  during  the  third 
trimester  can  produce  nerve  cell  loss  in 
the  cerebellum  (34).  While  care  must 
be  taken  when  extrapolating  results 
from  animal  studies  to  humans,  blood 
alcohol  levels  in  these  ranges  late  in 
pregnancy  must  be  regarded  as  danger- 
ous until  further  studies  can  be  done. 

In  Texas,  information  collected  as 
part  of  the  Behavioral  Risk  Factor  Sur- 
veillance System,  a joint  TDH  and 
Centers  for  Disease  Control  and  Pre- 
vention project,  places  Texas  above  av- 
erage in  the  prevalence  of  reported 
binge  drinking  and  chronic  drinking 
compared  to  the  nation.  Of  nearly  900 
women  interviewed  in  this  standard- 
ized survey,  8.7%  reported  binge 
drinking  (5  or  more  drinks  on  at  least  a 
single  occasion  during  the  last  month), 
and  1 % reported  chronic  drinking  (60 
or  more  drinks  in  the  past  month). 

Polydrug  use 

Alcohol  is  often  abused  along  with 
other  licit  and  illicit  drugs.  Animal 
studies  have  shown  that  alcohol  in 


conjunction  with  prostaglandin  in- 
hibitors can  ameliorate  (35)  or  exacer- 
bate (36)  the  developing  conceptus, 
depending  on  the  time  of  exposure. 
Alcohol  and  cocaine  are  commonly 
used  together,  so  studies  have  exam- 
ined these  drugs  in  combination.  AJ- 
cohol  and  cocaine  might  be 
particularly  dangerous  when  taken  to- 
gether because  the  body  can  form  the 
compound  cocaethylene,  which  is 
thought  to  be  teratogenic.  Cocaine  ex- 
posure during  the  third  trimester  in 
rats  does  not  produce  deficits  in  brain 
growth,  and  cocaine  does  not  potenti- 
ate the  effects  of  alcohol  alone  (37). 
The  inability  to  predict  which  drugs 
pose  problems  and  which  do  not  is 
potentially  a major  problem  as  alcohol 
is  such  a commonly  used  drug. 

Genetic  variation 

Some  data  suggest  that  certain  ethnic 
populations  may  be  more  at  risk  than 
other  groups  for  FAS  (10).  However, 
other  factors,  such  as  socioeconomic 
status,  drinking  patterns,  racial  charac- 
teristics that  may  be  similar  to  FAS  fea- 
tures, or  the  misconception  that  FAS  is 
peculiar  to  certain  ethnic  populations, 
may  play  a role  in  such  evaluations. 
However,  a few  studies  with  twins  (38) 
and  studies  with  animals  have  demon- 
strated clear  genetic-related  differences 
in  fetal  alcohol  susceptibility  (39). 
Some  deficits  appear  to  be  a function 
of  differences  in  maternal  alcohol  me- 
tabolism, while  others  seem  to  be  the 
result  of  differences  in  the  susceptibil- 
ity of  fetal  neural  tissue. 

Paternal  alcohol  exposure 
The  possibility  that  some  alcohol-re- 
lated neurodevelopmental  disorders 
may  result  as  a consequence  of  paternal 
alcohol  exposure  before  conception  has 


been  considered  recently  (40,4 1). 
These  studies  in  animals  suggest  that 
alcohol  may  produce  changes  such  as 
genetic  alterations  in  spermatozoa  that 
can  affect  reproductive  hormones  (41) 
and  behavioral  development  (40)  in 
offspring.  Since  women  who  abuse  al- 
cohol often  associate  with  men  who  are 
alcoholics,  this  suggests  that  paternal 
alcohol  abuse  may  affect  fetal  develop- 
ment directly  or  worsen  the  effects  of 
maternal  drinking  during  pregnancy. 
Another  consequence  is  that  the  possi- 
bility of  paternal  alcohol  effects  could 
complicate  studies  designed  to  deter- 
mine the  minimum  amount  of  alcohol 
that  causes  fetal  damage.  However,  a 
consensus  among  scientists  that  pater- 
nal drinking  significantly  affects  the  fe- 
tus has  not  yet  been  reached. 

Long-term  effects 

Since  FAS  was  defined  only  a little 
more  than  2 decades  ago,  the  children 
originally  diagnosed  with  FAS  as  in- 
fants have  only  recently  reached  matu- 
rity. Unfortunately,  reports  regarding 
these  adolescent  and  young  adults  with 
FAS  indicate  that  many  of  the  effects  of 
prenatal  exposure  to  alcohol  are  perma- 
nent. Although  the  facial  characteris- 
tics associated  with  FAS  were  found  to 
be  more  subtle  with  increasing  age 
(which  limits  the  diagnosis  of  FAS  in 
adults),  growth  deficits  generally  persist 
(25,26,42,43).  A far  greater  conse- 
quence than  the  physical  features  of 
FAS  is  the  damage  to  the  CNS,  and  al- 
though reports  indicate  that  children 
with  FAS  who  have  marginally  low  IQs 
may  show  some  improvement  with  age 
(26),  the  deficiencies  in  cognitive  func- 
tion, in  general,  do  not  abate.  More- 
over, some  children  who  were  exposed 
to  substantial  amounts  of  alcohol  that 
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did  not  produce  FAS  nevertheless  did 
exhibit  sufficient  behavioral  dysfunc- 
tion to  limit  learning  (42).  Even  ado- 
lescents with  FAS  who  have  IQs  in  the 
normal  range  may  exhibit  significant 
dysfunctional  behavior  (43).  Paradoxi- 
cally, having  an  IQ  in  the  normal  range 
does  not  mean  an  easier  time  in  adapt- 
ing to  the  more  demanding  and  com- 
plex living  conditions  associated  with 
puberty  and  adulthood.  Even  though 
some  patients  with  FAS  are  not  men- 
tally retarded,  they  can  have  behavioral 
problems  that  are  severely  debilitating. 
We  are  confronted  with  many  unan- 
swered questions  because,  even  with  a 
growing  cohort  of  older  patients  with 
FAS,  only  a few  studies  have  attempted 
to  assess  psychopathology  in  these  pa- 
tients (44). 

Prevention,  intervention, 

AND  treatment 

In  1981,  the  surgeon  general  (45)  sug- 
gested that  women  should  abstain 
from  drinking  alcohol  while  pregnant. 
Although  no  evidence  indicates  that 
an  occasional  drink  during  pregnancy 
is  harmful,  no  safe  level  of  alcohol 
consumption  has  been  identified. 
Nevertheless,  women  who  are  preg- 
nant or  who  are  considering  preg- 
nancy would  be  prudent  to  reduce  or 
eliminate  their  alcohol  consumption 
as  much  as  possible.  Warning  labels 
have  been  required  on  alcoholic  bever- 
age containers  sold  in  this  country 
since  1990.  Unfortunately,  they  have 
been  shown  primarily  to  reduce  the 
amount  of  alcohol  consumed  by 
women  who  are  light  drinkers  (46). 

An  obvious  focal  area  for  reducing 
maternal  alcohol  abuse  is  public  edu- 
cation. More  and  better  public  health 
messages  are  needed  to  increase  the 
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awareness  of  the  public  to  the  dangers 
of  alcohol  abuse  during  pregnancy.  An 
important  step  to  reducing  the  inci- 
dence of  FAS  and  related  problems  is 
the  awareness  and  cooperation  of 
physicians  and  other  health  care 
providers.  Confronting  individuals 
suspected  of  having  alcohol  or  drug 
abuse  problems  is  often  difficult,  but 
identifying  such  patients  before  or  in 
early  stages  of  pregnancy  would  help 
greatly  to  reduce  or  eliminate  further 
drinking  during  pregnancy,  which 
would  be  advantageous  to  the  concep- 
tus.  Health  care  providers  need  to  be 
better  educated  in  both  the  risks  of  al- 
cohol abuse  during  pregnancy  and  in 
the  identification  of  children  with  fe- 
tal alcohol  damage. 

Specific  programs  directed  toward 
targeting  women  at  risk  may  help  to 
minimize  the  damage  and  reduce  the 
chances  of  multiple  babies  with  FAS 
born  to  the  same  mother.  FAS,  alco- 
hol-related birth  defects,  and  alcohol- 
related  neurodevelopmental  disorders 
result  from  a combination  of  factors 
that  interact  with  alcohol  to  affect  the 
unborn  baby.  Unfortunately,  a woman 
may  commonly  have  more  than  1 
child  with  FAS.  Therefore,  the  identi- 
fication of  mothers  whose  children 
have  FAS  can  be  used  as  an  indication 
of  risk,  emphasizing  a need  for  inter- 
vention and  treatment  and  focusing 
efforts  for  the  prevention  of  additional 
children  damaged  by  fetal  alcohol  ex- 
posure. In  cases  where  women  cannot 
stop  drinking  during  pregnancy,  re- 
search focused  on  determining  the  un- 
derlying mechanisms  of  damage  may 
give  some  insight  into  possible  meth- 
ods of  pharmacological  intervention. 

Given  that  each  year  in  the  United 
States  several  thousand  babies  are 
born  with  FAS,  alcohol-related  birth 
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defects,  or  alcohol-related  neurodevel- 
opmental disorders,  it  is  surprising 
that  efforts  are  just  beginning  to  focus 
on  trying  to  understand  the  challenges 
of  rearing  those  children  (28).  A key  is 
to  develop  realistic  expectations  for  af- 
fected children.  If  not  accurately  diag- 
nosed, children  with  FAS  may  be 
placed  in  an  inappropriate  school  sys- 
tem. Unfortunately,  we  have  no  major 
programs  that  specifically  target  chil- 
dren with  FAS,  alcohol-related  birth 
defects,  or  alcohol-related  neurodevel- 
opmental disorders.  Community 
health  policies  that  incorporate  treat- 
ment for  parents  as  well  as  children 
are  needed  because  the  home  environ- 
ment can  aid  in  minimizing  the  con- 
sequences of  fetal  alcohol  exposure 
(9).  In  many  cases,  having  individual- 
ized programs  and  starting  early  to 
teach  functional  skills  to  children  with 
FAS  would  be  beneficial  (28). 

A variety  of  general  referral  and  in- 
formation sources  are  available  to  the 
physicians  and  families  of  affected 
children.  Children  who  are  diagnosed 
with  FAS,  suspected  of  having  FAS,  or 
who  are  exhibiting  developmental  de- 
lays may  be  referred  to  Early  Child- 
hood Intervention.  Medicaid-eligible 
infants  at  risk  due  to  maternal  sub- 
stance abuse,  including  alcohol  abuse, 
may  be  referred  for  targeted  case  man- 
agement. For  the  name,  location,  and 
telephone  number  of  the  closest  Texas 
Early  Childhood  Intervention  Pro- 
gram and  for  targeted  case  manage- 
ment services  information,  providers 
may  call  (800)  422-2956.  For  more 
information  regarding  the  teratogenic 
properties  of  alcohol  and  other  sub- 
stances, a toll-free  information  line  is 
available  in  Texas.  The  Texas  Terato- 
gen Information  Line  can  be  reached 
at  (800)  733-4727.  The  Texas  Com- 
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mission  on  Alcohol  and  Drug  Abuse 
also  has  an  information  line  at  (800) 
832-9623  that  can  provide  treatment 
referral  for  alcohol  abuse. 

Future  research  needs 

A major  focus  of  current  FAS  research 
is  to  identify  the  mechanism(s)  of  ac- 
tion underlying  fetal  alcohol  damage. 
Although  a single  mechanism  (eg,  de- 
creased protein  synthesis)  could  be  re- 
sponsible for  deficits  ranging  from 
growth  deficiency  to  an  interruption 
of  cell  division,  the  wide  spectrum  of 
alcohol-related  birth  defects  suggests 
the  involvement  of  multiple  mecha- 
nisms (47).  If  multiple  mechanisms 
are  involved,  they  will  obviously  com- 
plicate intervention  strategies.  No 
doubt  the  best  chance  of  reducing  the 
incidence  of  FAS  and  related  prob- 
lems will  be  to  reduce  or  eliminate 
drinking  during  pregnancy. 
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individual  merit,  appropriateness,  and  the  availability  of  other  material.  Re- 
views usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right  to  reject 
up  to  press  time  any  articles  that  may  have  been  accepted  for  publication. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
transmittal  lettets  to  the  editor  must  contain  the  following  language:  “In 
consideration  of  the  Texas  Medical  Association  taking  action  in  reviewing 
and  editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  as- 
signs, or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical  As- 
sociation in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100—150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “Dor- 
land’s  Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third 
New  International  Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but  not 
nece.ssarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
ods, Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 
Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1 982  issue  of  the  Annals  of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Association 
Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  princi- 
ples and  techniques  of  clear,  concise  writing,  which  are  applicable  to  sci- 
entific as  well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity:  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used  with- 
out permission,  but  should  be  quoted  exactly  with  the  source  credited.  Copies 
of  permission  letters  should  be  submitted  with  manuscript. 

EDITING 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 
fore publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revi- 
sion may  be  made. 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles 
automatically  receive  order  blanks  when  their  articles  are  published. 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  ot  three  pages  typed  with  double  spacing.  Commen- 
tary will  be  published  in  the  appropriate  section  at  the  discretion  of  the 
managing  editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edi- 
torial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association, 
40 1 W 1 5th  St,  Austin,  TX  7870 1 . 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written 
permission  from  the  managing  editor  must  be  obtained  before  reproducing, 
in  part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement  of, 
the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be  con- , 
sidered  an  endorsement  of  or  approval  of  the  product  or  service  involved.  j 
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ORGANIZED 
MEDICAL  STAFF 
SECTION 

The  Voice  of 
Grassroots  Physicians 


There  are  527  hospitals  in  Texas 


Benefits  for 
Medical  Staffs 


is  a powerful  vehicle 
maintaining  our  doctor/pa- 
it  relationships. 


i 


IS  a grassroots  organi- 
'ion  with  a direct  pipeline  to 
' TMA  and  AMA  leader- 

II I 

■! 

is  the  channel  for  any 
licem  of  a medical  staff  to 
I,  [addressed  and  lead  to  ac- 
. |i  by  our  TMA  and/or  AMA 
tjhe  same  assembly  meeting 
iere  it  is  presented. 


has  a 94%  success  rate 
;tting  resolutions  voted 
AMA  policy. 

S provides  medical 
ffs  with  needed  legal  and 
jifessional  expertise  to  main- 
h physician  self-governance 
ll  quality  patient  care. 


i 


opposes  unilateral 
iiendment  of  medical  staff 


[laws. 


Each  hospital  has  a chief  of  staff 

Each  chief  of  staff  has  the  responsibility  to  elect 
and  send  their  medical  staff  representative  to  our 
Texas  Medical  Association  Organized  Medical 
Staff  Section 


Texas  Medical  Association 

401  West  15th  Street  Austin,  Texas  78701  fax  (512)  370-1632 

OMSS  membership  is  open  to  TMA  members  with  active  hospital  medical  staff  privileges. 

To  designate  your  hospital’s  TMA-OMSS  representative,  please  complete  and  return 
the  following  information: 

Physician’s  name  

Preferred  mailing  address 

City  State  Zip  Code  

Office  phone 

Fax  number  

Email  address  

Hospital  name  

Practice  Type:  CH  solo  EZI  group  EH  hospital-based 

I hereby  certify  that  the  above  physician  is  a member  of  the  Texas  Medical  Association,  an  active  voting  member  of  the  medical  staff 
with  clinical  privileges  at  our  hospital,  and  has  been  selected  by  our  medical  staff  as  our  representative  to  the  TMA  Organized  Med- 
ical Staff  Section. 


. I 


Tex 


TexasMedical 

Association 


chief  of  staff  or  secretary  of  medical  staff  signature 


date 


For  more  information,  call  18001  880-1300,  ext.  1389. 
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Allergy 


Gynecologic  Oncology 


CORPUS  CHRISTI  ALLERGY  & ASTHMA  CENTER 

JAMES  A.  CAPLIN,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 

2550  Morgan  Avenue,  Corpus  Christ!,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 

GONZALEZ  & SANCHEZ,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

JUSTO  J.  GONZALEZ.  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XOCHITL  B.  SANCHEZ,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas.  Texas  75230  Fax  (972)  566-4894 


EDWARD  A.TALMAGE,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks  Spinal  Cord  Stimulation  Implants 

Neurolytic  Procedures  Intra-Thecal  Opiate  Delivery  System 

Radio  Frequency  Lesioning  Thermography 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


MARK  G.  DOHERTY,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology.  P.A. 

7940  Floyd  Curl  Drive.  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918.  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hanci  Surgery 

DAVID  J.  ZEHR,  MD  — Microsurgery 

ARNOLD  V.  DIBELLA,  MD  — Wrist  Derangements 

PAUL  R.  ELLIS,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 
LANKFORD  HAND  SURGERY  ASSN. 


PHILLIP  E.  HANSEN,  MD 
ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  &c  Hand 

Landry  Towers,  41 1 North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B 1 1 6,  Dallas,  Texas  75230; 

(214)  661-7010 


Interdisciplinary  Pain  Medicine 

AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  P.  Wills,  MD 
Richard  S.  Himes  Jr.,  MD 


Bariatric  Surgery 

IRA  J.  KASPER.  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 
American  Society  of  Bariatric  Surgery 
Diplomate  American  Board  of  Surgery 

SURGERY  FOR  MORBID  OBESITY  & CO-MORBID  CONDITIONS 

5420  Dashwood,  Suite  201 . Houston.  Texas  77081 
(7 1 3)  667-9 1 00  Fax  (7 1 3)  667-9 1 33 

Dermatology 

ROBERT  F.  BLOOM,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock.  Texas  79410;  (806)  797-6631 


12221  MoPac  Expy  North,  Austin,  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Medical  Oncology 

JANET  MACHELEDT,  MD  — Medical  Oncoiogy/Hematology 
FRANKIE  ANN  HOLMES,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221  5618  Medical  Center  Drive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 


Telephone  (713)  467-1722 
Fax  (713)  467-1704 


Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  RA. 

George  R Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


DRS.  SMITH  AND  WHEELER 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 

LOUIS  M.ALPERN,  MD,  MPH,  FACS,  PA 


Orthopedic  Surgery 

SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  j.L.  White  Jr.,  MD 
Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and  spinal  pain 
management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-I,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhcad,Jr.,MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations; 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


RICHARD  G.  BUCH,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstreution  in  both  adults 
and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  1 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 
Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400 
Fax  (972)  566-4317 


MAYME  F.  RICHIE-GILLESPIE,MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76 1 04 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  41 1 North  Washington,  Suite  7000.  Dallas.  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane.  Suite  Bl  16 
Dallas.  Texas  75230:  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD.  PA 
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Orthopedic  Surgery,  Pediatric 

WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 

Exclusively  childrens  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas.  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY.MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 

Physical  Medicine  & Rehabilitation 

ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (2 1 0)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column  inch 
per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5%  is  allowed  for  six 
months'  advance  payment.  New  listings,  changes,  or  cancellations  should  be  sent  to  Melissa 
McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas  78701.  Deadline  is  the  1st  of  the  month 
preceding  publication  month. 


Don’t  miss  one  word 
of  the  August  issue  of 
Texas  Medicine: 


We’i-I-  Explore: 


Alternative  practices 
Cancer  reporting  in  Texas 
Harriet  Cunningham  Award  winners 

Plus,  check  out  our  new  look! 

For  more  information,  call  Larry  BeSaw,  mana^ng  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 
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Classified  Directory 


Emergency  Medicine 


Family/General  Practice 


Need  doctors  to  cover  weekencis  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  SI 7.336-8600) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as 
an  independent  contractor  without  the  day-to- 
day  hassles  of  managing  your  ovm  practice. 
Fax  (817)  336-8601  or  send  CV  to: 


‘ EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
1525  Merritnac  Circle,  Suite  107 
Fort  Worth  TX  76107 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-534-0665 


New  Clinic  practice  in  Tyler  and  surrounding 
area.  Flexible  hours.  Excellent  compensation. 
BE  required.  Primary/moonlighting  positions. 
FaxCV  to  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

1525  Merrimac  Circle,  Suite  107 
Fort  Worth,  TX  76107 
(888)  DOCS-911 


TEXAS  1 Directorship  opportunity  in  beau- 
tiful East  Texas  for  BE/BC  PC  with  emergency 
medicine  experience.  Strong  economy  in  city 
with  a population  of  74,000,  excellent  schools, 
malls  and  antique  shopping.  ED  annual  volume 
of  17,000.  Excellent  nursing  & supportive  med- 
ical staff.  Highly  competitive  compensation.  For 
further  information  contact:  Anne  Biggs,  MEPA, 
(800)  346-6687:  Fax:  (972)  789-0339:  14651  Dallas 
Parkway,  Suite  700,  Dallas,  TX  75240:  e-mail: 
opportunities@med-edge.com. 


Family  Practice  — excellent  opportunities.  Attractive 
FP  openings  to  join  well-established  practices  in  the 
Dallas/Ft.  Worth  area  and  in  South  Texas  just  45  miles 
west  of  the  Gulf  of  Mexico.  Reply  confidentially  to  Laurie 
Myers.  Phone  (800)  338-7107;  fax  (414)  427-7251; 
e-mail:  fha@execpc.com. 

Primary  Care  Physician  — National  insurance  company 
with  Austin  office  seeks  part-time,  TX-licensed,  BC  or  BE 
PCP  (FP,  IM  or  OM)  for  its  equipped,  on-site  EAP  clinic. 
Ten  hours  per  week  with  opportunity  to  increase  hours  as 
practice  grows.  Competitive  compensation.  Please  arrange 
for  interview  at  (512)  454-9955;  fax  (512)  454-0017;  or 
e-mail  RockDoc50@aol.com. 

Looking  for  a General  Practitioner  to  join  a thriving 
noninvasivc  Cardiology/G.P  practice  within  1 hour  of 
Dallas/Fort  Worth  Metroplex.  Competitive  salary  and  ben- 
efits. Needed  A.S.A.P.  Call  (940)  668-7231. 


Medical  Directorship,  Full-Time,  and  Part-Time 
opportunities  available.  Qualified  candidates 
must  be  BC  in  Emergency  Medicine  or  Primary 
Care,  have  ACLS  certification,  and  extensive  ED 
experience.  Directorship  candidates  must  have 
administrative  experience.  Very  competitive  com- 
pensation package.  Contact  John  Torres  at  Team 
Health  West,  (800)  227-2092.  For  immediate 
consideration  fax  your  C.V.  to  (925)  484-4107. 
E-mail:  John_Torres(a)Team-Health.com. 


HOUSTON  METRO  AREA:  Family  Practice.  Outpatient 
positions  with  CIGNA  FiealthCare.  Excellent  call  schedule, 
salary  and  benefits  package.  Contact  Dave  Duncan,  (800) 
678-7858,  ID:  4783TX,  fax:  (314)  726-0026,  e-mail: 
careers@cejka.com. 

Part-time  opportunity  in  conjunction  with  State  agency. 

1 day/week  or  1 day/month.  Saturdays  OK.  Earn  up  to 
$1,500  per  day.  No  overnight  travel  required.  Send  CV  to 
ad  reply  attn:  David,  509B  West  Lynn,  Austin,  TX  78703. 

Permanent  part-time  position 
2-2  V2  days  a week. 

San  Marcos.  TX.  (512)  754-7700. 


Physician  Opportunity  is  available  in  Dallas/Fort  Worth 
and  Longview.  Low  stress,  office  based  practice.  No  nights, 
no  emergencies,  and  no  hospital  work.  Paid  malpractice. 
M-F.  Lucrative  salary  and  benefits.  Call  Lisa  Abell  at 
(800)  254-6425,  or  fax  CV  to  (972)  256-1882. 


Ml  Methodist 

Hospitals  of  Dallas 

PHYSIATRY 

Full-time  physiatrist  needed  to  provide 
outpatient  services  in  a hospital-based 
outpatient  rehab  facility.  Spacious  new 
facilities.  Rotate  inpatient  call  with  sec- 
ond staff  physiatrist.  Immediate  avail- 
ability. 

RHEUMATOLOGY 

Great  need  for  a BC  or  BE  rheumatolo- 
gist to  establish  a private  practice  in  the 
immediate  service  area  of  Methodist 
Medical  Center  in  Dallas.  Competitive 
income  guarantee,  start-up  assistance, 
marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board-certified  cardiol- 
ogy group  seeks  three  new  cardiologists 
(electrophysiologist,  interventionist,  and 
non-invasive  cardiologist)  to  join  this 
busy,  progressive  group  over  the  next  two 
years.  Group  has  two  medical  offices, 
one  on  each  of  the  two  Methodist 
Hospital  of  Dallas  campuses  located  10 
minutes  apart. 

NEUROLOGY 

Modem  463-bed  urban,  teaching  facility 
with  Neuroscience  Center  and  new  16- 
bed  Neuro  Critical  Care  Unit  seeks  a fel- 
lowship trained  neurologist  to  join  a sin- 
gle-specialty neurology  group  located  on 
the  campus  of  Methodist  Medical  Center. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn, 
Physician  Recruiter  c/o  Methodist 
Hospitals  of  Dallas,  PO  Box  655999, 
Dallas,  TX  75265.  Phone  (214)  947- 
4579,  fax  (214)  947-4502,  e-mail: 
susancogbum@mhd.com. 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical 
degree,  state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest 
with  list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


POSITION  AVAILABLE:  BC/BE  internist  with  interest 
in  cardiology  or  cardiologist  with  interest  in  internal  medi- 
cine (2-D  echo,  treadmill  on-site)  to  join  multispecialty 
clinic.  Large  number  of  geriatric  patients.  Contact  Mr. 
Leroy  Kitch,  Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  TX  78205  or  (210)  224-1771. 

NORTHEAST  TEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  healthcare 
provider  seeks  another  hospitalist  to  join  their  present 
group.  Quality  colleagues,  exceptional  hospital,  top  salary 
and  benefits.  Beautiful  family-oriented  community  with 
temperate  year-round  climate,  resort  lifestyle,  cultural 
amenities,  excellent  schools.  Contact:  Betsy  Wegusen, 

(800)  765-3055.  ID#5338TX.  fax:  (314)  726-3009. 
e-mail:  bwegusen@cejka.com. 


|l| 

KAISER  PERIOANErsTTE 

DENVER,  COLORADO 

The  Colorado  Permanente  Medical  Group  is  seek- 
ing board  certified  internists  who  are  bilingual  in 
Spanish  to  provide  physician  services  for  Kaiser 
Foundation  Health  Plan  members  in  outpatient 
facilities  throughout  Denver/Boulder  area.  To  dis- 
cuss specific  openings,  contact: 

Physician  Recruiting,  CPMG 
10350  East  Dakota  Avenue,  Denver,  CO 
80231-1314,  or  (303)  344-7302. 

EOE,  MA^,  V/H 


Hospitalists 

Austin,  TX;  Growing  Hospital  practice  with 
emphasis  on  quality  inpatient  care  seeking 
BC/BE  internist  to  join  Professional 
Association  as  equity  partner.  Excellent  income 
potential,  rewarding  lifestyle,  and  democratic 
philosophy.  Call  schedule  is  very  manageable. 
Contact  Jim  Coughlin,  M.D.,  Diagnostic 
Consultants  of  Austin,  at  iimcou@swbell.net. 
page  (512)  454-5681,  phone  (512)  443-5136, 
or  fax  (512)  443-5136. 


Internal  Medicine 

POSITION  AVAILABLE:  BC/BE  internist  with  interest 
in  cjardiology  or  cardiologist  with  interest  in  internal  medi- 
cine (2-D  echo,  treadmill  on-site)  to  join  multispecialry 
clinic.  Large  number  of  geriatric  patients.  Contact  Mr. 
Leroy  Kitch,  Skinner  Clinic,  124  Dallas  Street,  San 
Antonio,  TX  78205  or  (2 1 0)  224- 1771. 

NORTHEASTTEXAS  — HOSPITALISTS/ 
INTERNISTS:  Premier  physician-directed  healthcare 
provider  seeks  another  hospitalist  to  join  their  present 
group.  Quality  colleagues,  exceptional  hospital,  top  salary 
and  benefits.  Beautiful  family-oriented  community  with 
temperate  year-round  climate,  resort  lifestyle,  cultural 
amenities,  excellent  schools.  Contact:  Betsy  Wegusen, 

(800)  765-3055.  ID#5338TX,  fax:  (314)  726-3009, 

e-mail:  bwegusen@cejka.com. 


AUSTIN  INTERNIST 


Seeking  board-certified  (or  board  eligible) 
internist  to  join  busy  internal  medicine 
practice  in  Austin.Texas.  Send  CV  to: 


D.  Merriwether  & Associates 
3203  Glen  Springs 
Kingwood.TX  77339 
phone:  (281)  360-0404 
fax:  (281)  360-4532 
e-mail:  merriweth@aol.com 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide 
hospital  inpatient  core  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office 
practice.  This  position  requires  no  on- 
call  responsibility.  Very  attractive  com- 
pensation package  includes  salary,  plus 
benefits  to  include  professional  liability 
insurance,  major  medical  and  term  life 
insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME 
allowance,  401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Core,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fox 
214/712-2444  
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Locum  Tenens 


Physicians® 

In  Texas  since  1982  " 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today! 

1-800-531-1122 


◄ 


LOCUM  TENENS 
OPPORTUNITIES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 

• Emergency  Medicine 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Eriendly,  dedicated  service  for  over 
10  years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF.  INC. 


SRI 


Continuity  in  Health  Care 


CLASSIFIED  ADVERTISING  CATEGORIES 


Allergy  and  Immunology 

Anesthesiology 

Cardiology 

Dermatology 

Emergency  Medicine 

Endocrinology 

Fomily/Generol  Practice 

Gastroenterology 

General  Surgery 

Geriatrics 

Hematology 


Internal  Medicine 
Locum  Tenens 
Neonatology 
Nephrology 
Neurology 
Neurosurgery 
Obstetrics/Gynecology 
Occupational  Medicine 
Oncology 
Ophthalmology 
Orthopedics/Orthopedic 
Surgery 


Otolaryngology 
Pathology 
Pediatrics 
Physical  Medicine/ 
Rehabilitation 
Plastic  Surgery 
Preventive  Medicine 
Psychiatry 
Radiology 
Rheumatology 
Urology 

Other  Opportunities 


Positions  Wanted 

Entertainment 

Equipment 

Office  Space 

Practices 

Property 

Travel 

Vocation  Homes 
Wanted  to  Buy 
Business  and  Financial 
Services 
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Locum  Tenens 


to  feel  like  re-discovering3 
New  World.  Staff  Care  will  serv^ 
j as  your  guide  to  explore  the  odventuroujij 
; realms  of  LOCUM  TENENS.  Travel,  liceri*^ 

L'^l  a n > Lcwu- 

isure  and  occurrence  malpractice  insurancfe 
are  inclusive  in  our  total  packag¥ 


to  give  you  nationwide  opportynitiesiS 


Texas  Based,  Texas  Bestf , 
Endorsed  by  Texas  Medical  Association 


' f^or  more  info  about  our  LOCUM  TENENS,  call 

U.'-> 


800.2U.497r‘ 


i\We5tern  Destination^ 

800.685.2272 


^ in  Locuml 

v^‘  • rMidwest  & Eastern  Destinations 

m(f,\v\y^.locumsnet.com 
-VNABLE  TO  PLACE  J-1  OR  H-1  PHYSICIANS 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Immediate 
and  future  opportunities  with  US  Health  Works.  Call  Ned 
at  (713)  797-6106. 


PHYSICIMM 

Texas  physician  group  seeks  hoard-certi- 
fied physician  to  practice  in 
Occupational  and  Urgent  Care  Clinic. 
Experience  in  Family  Practice,  Internal 
Medicine  or  Emergency  Medicine 
preferable  and  Industrial  Medicine  and 
industrial  clientele  a strong  preference. 
Mgmt  and  communication  skills  a must. 
We  offer  lucrative  salary  and  bonus 
structure.  For  immediate  consideration, 
please  fax  your  resume  to  972-857-7408. 


Pediatrics 

No  Nursery,  No  Deliveries,  No  Calls,  No  Weekends 

— BC/BE  Pediatrician  to  join  well-established  Pediatric 
group.  Full'time/part'time  openings  available  immediately. 
Guaranteed  good  salary.  Proposed  work  schedule  allows 
time  to  enjoy  the  nearby  resort  of  South  Padre  Island. 
Submit  inquiries  and  resume  to  Juan  Aguilera,  MD,  920 
S.  Closner,  Edinburg,  TX  78539.  Phone  (956)  318-0703; 
fax  (956)  318-0703. 

Radiology 

Immediate  Opening  in  West  Texas;  Diagnostic  radiolo- 
gist comfortable  with  Neuro/interventional/MRl  needed. 
Must  perform  full  gamut  of  diagnostic  radiology  services. 
Hospital-based  practice.  Great  flexibility.  Locum  Tenens 
also  available.  Call  (915)  694-4900  or  e-mail 
psv@apex2000.net. 


HEALTH  SCIENCES  CENTER 


RADIOLOGIST  POSITION 

TTUHSC  @ El  Paso,  Department  of  Radiology  seeks 
a board  eligible  or  certified  radiologist  with  fellow- 
ship training  in  body  imaging.  This  is  an  interesting 
and  challenging  position  in  a county  hospital  that  is 
the  trauma  center  for  a community  of  650,000  and 
the  primary  inpatient  and  outpatient  caregiver  for  a 
large  indigent  and  underserved  population  of 
250,000. 

Our  equipment  is  current  with  a new  MRI,  second 
CT  scanner,  and  combined  cardiovascular  machine 
soon  to  be  installed.  Our  mammography  program  is 
a center  of  excellence.  Our  ultrasound  and  mammog- 
raphy sections  are  ACR  accredited. 

This  is  an  ideal  position  for  a recent  trainee  who 
desires  to  affiliate  with  a medical  school  and  become 
a part  of  an  active  clinical  service.  Salary  is  commen- 
surate with  training  and  experience.  Benefits  includ- 
ing retirement  are  generous. 

El  Paso  is  a delightful  city  of  650,000  with  a year 
round  warm  dry  climate  and  the  ease  of  southern 
living. 

Send  correspondence  to  Dr.  Lloyd  K.  Mark, 
Professor  and  Regional  Chairman,  Department  of 
Radiology,  Texas  Tech  University  HSC  ® El  Paso, 
4800  Alberta  St„  El  Paso,  TX  79905,  fax  (915)  545- 
6607,  e-mail  radelkm@ttuhsc.edu  or  call  me  at  (915) 
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Radiology 


Department  of 
Vw  Veterans  Affairs 

MRI-ANGIOGRAPHY  OPPORTUNITY 


Department  of  Veterans  Affairs,  Central  Texas  Veterans 
Health  Care  System  (CTVHCS),  in  Temple,  Texas,  in  affiliation 
with  Texas  A&M  Health  Science  Center,  has  an  immediate 
position  for  BE/BC  Radiologist  with  experience  or  recent 
training  in  MRI  and  angiography  to  work  at  Temple,  Texas. 
The  position  will  include  some  general  radiology  and  teach- 
ing of  residenis/medical  students.  Applicants  should  he  qual- 
ified for  academic  appointment.  Citizenship  or  permanent 
resident  status  required.  Excellent  benefits  package. 
Competitive  salary.  Central  Texas  enjoys  moderate  climate, 
recreational  and  cultural  activities,  no  state  income  tax,  and 
is  ideally  located  between  Dallas  and  Austin.  Fax  CV  to 
Mary  Doerfler,  Physician  Recruiter,  CTVHCS,  1901  South 
first  Street,  Temple,  TX  76504.  fax  (254)  899-4007,  voice 
(254)  899-4049.  All  applicants  tentatively  selected  for  VA 
employment  in  a testing  designated  position  are  subject  to 
drug  testing.  Applicants  who  refuse  will  be  denied  employ- 
ment with  VA. 


Other  Opportunities 

Physician  Reviewers  Wanted  — Care  Assessment 
Review  and  Evaluation,  LL.C.  (CARE),  an  innovative, 
physician-owned  medical  review  company  based  in  Austin, 
seeks  reviewers  for  our  network.  Must  have  Texas  license, 
in  active  practice,  and  Board  Certified  in  specialty. 
Competitive  compensation.  For  information,  call 
(888)  302-REVU.  fax  (512)  454-0017.  e-mail 
RockDoc50@aol.com.  or  visit  our  Web  site  at 
www.angelfire.com/biz/medicalreview. 

We  have  physicians  looking  for  practice  opportune 
ties  in  the  Texas  area.  Please  call  or  fax  CV  to  Medical 
Advisory  Group  Inc.  Call  (281)  328-4207  or  fax 
(281)  328-4207"5l.  Address  6942  FM  1960  E-150 
Humble.  TX  77346. 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  4231 4 D . 

Houston,  TX  77242-2314  Bronstein 
FAX  281 -493-2234  & Associates 


EIMDOCRIIMOLOGIST 
PULMOIMOLOGIST 
IIMTERVENTIOIMAL  CARDIOLOGIST 
IINITERIMIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
ENDOCRINOLOGIST.  PULMONOLOGIST,  INTERVENTIONAL  CARDIOLOGIST  and  INTERNIST  to  join 
established  practices.  These  positions  will  require  energetic  individuals  willing  to  provide  health  care  ser- 
vices in  an  active  group  setting.  Competitive,  guaranteed  salary  with  bonus 
productivity  plan.  Shareholder  status  available  in  12-18  months.  Malpractice 
insurance,  health  insurance  and  professional  dues  included  in  benefit  plan. 

Relocation  and  interview  expenses  paid.  This  semi-tropical  location  offers  an 
economically  solid,  safe  community  with  excellent  schools  and  a variety 
of  cultural  and  outdoor  recreational  opportunities. 


Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or (956) 421-5080 
Fax  (956)  423-0345 


VALLEY  DIAGNOSTIC  CLINIC 


REFERRALS  NEEDED 


URGENT! 

REFERRALS  WITH  ALPHA, 
ANTITRYPSIN  DEFICIENCY  NEEDED 

The  University  of  Texos  Health  Center  at  Tyler 
seeks  patients  for  a clinical  research  study. 

Requirements: 

Alpha  I level  < 60  mg/dl  (<llp/M) 

FEV|  > 20%  predicted 
Not  0 current  smoker 

Participants  will  receive: 

* Free  Study  Medication 
* Free  Study  Related  Medical  Care 
* Reimbursement  for  Travel  Expenses  to  Site 

For  more  information  contact: 

Debbie  Waldrop,  RN  or 
James  M.  Stocks,  M.D. 

(903)  877-7753 

Center  for  Clinical  Research 
The  University  of  Texas  Health  Center  at  Tyler 
11937  U.S.  Hwy.271  @ 155 
Tyler,  TX  75710 
(903)  877-7753 


FOR  SALE  OR  LEASE 

Practices  For  Sale 

GREAT  OPPORTUNITY.  Private  medical  practice 
available.  Large  metropolitan  area.  Reply  to  Ad  Box  1 190. 
Texas  Medicine,  401  W 15th  St.,  Austin.  TX  78701. 

FOR  SALE  — MEDICAL  BUILDING  & PRACTICE. 
Accommodates  2 physicians.  2,500  sq.  ft.  Over  30  parking 
spaces  on  _ acre.  X-ray  film  processor,  lab.  physical  therapy, 
9 exam  rooms,  two  private  ofFices,  large  waiting  room. 
Family  general  practice,  over  6,500  patients.  Fully 
equipped.  Great  location  near  1-45  North  and  Parker. 
Inquiries  to;  PO.  Box  16955,  Houston,  TX  77022. 

Gynecology  practice  and  office  condominium  for  sale 
or  lease.  Located  in  Richardson,  Texas  (North  Dallas  area). 
Fax  replies  to  (972)  644-5338. 

Turn  Key  opportunity  In  Houston, Texas.  For  Sale:  in 
a modern  office  building,  a fully  equipped  elegant  new 
office  with  three  examination  rooms  and  a minor  surgery 
room  located  in  Houston,  Texas.  Call  beeper  number  (800) 
506-4074  and  contact  Box  27 1 1 39.  Houston,  Texas 
77277. 
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Practices  for  Sale 


OB-GYN  Practice  for  Sale 

Solo  OB-GYN  practice  available  for  sale  in 
small  East  Texas  community.  Close  travel- 
ing proximity  to  larger  cities.  Start  up 
expenses  and  first  year  income  guaranteed. 
Modern,  well-equipped  hospital  OB-GYN 
and  OR  facilities.  Excellent  physician 
referral  base.  Call  (888)  484-3810. 


FOR  SALE  — Growing  general  practice  and  facilities 
of  South  Main  Clinic.  Two  offices,  1250  sq.  ft.  Each, 
land,  parking  lot.  Near  two  hospitals,  two  nursing  homes. 
1717  S.  Main  St.,  Fort  Worth,  TX  761 10.  $350K. 

(817)  923-8217. 

Office  Space 

LEASE  — Primary  care  physician  seeking  specialist  to 
share  Medical  Clinic  Building,  1-45  North  at  Tidwell, 
Houston,  Texas.  X-rays,  Physical  Therapy,  and  laboratory 
available.  Contact  Dr.  Valenzuela,  (713)  691-0035. 


Office  Equipment 

Waiting  room  furniture,  phone  system,  medical  office 
equipment,  ceiling  lights.  Dr.’s  office  moving  sale,  charts  if 
interested.  Call  Tracy  Spence,  (972)  596-1003. 

BUSINESS  AND  FINANCIAL  SERVICES 

PUTYOUR  MEDICAL  PRACTICE  ON  THE  WEB  — 

Complete  interactive  professional  WEB  OFFICE  now 
available  for  medical  professionals.  Visit  our  onsite  demo: 
http://awebstore.com/medical.  Phone  (972)  840-3553  or 
e-mail:  doctors@awebstore.com. 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of  accu- 
rate transcription  by  experienced,  well-trained 
personnel.  For  more  information  call  toll-free 
1-888-799-1399. 


LEGAL  SERVICES 


Immigration  Problems?  Employment  Authorization, 
Relative  Petitions,  Labor  Certifications,  Preference  Peti- 
tions, Temporary  Work  Permits,  Naturalization,  and 
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• Improper  Billing  • Professional  Ghevances 

Jeffrey  C.  Grass 
Attorney  at  Law 
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Educational  Opportunities 


Texas  Medicine 


Fourth  Annual  Breast  Care  Advances 
FOR  THE  Primary  Care  Practitioner 

AUGUST  22,  1998 
DALLAS,  TEXAS 

. Covrt#  Chain  Gaorga  Paters,  M.D. 

. Cawrs#  Directarst  Eugene  Frenkel,  M.D., 
A.  Marilyn  Leltch,  M*D., 
and  Red  Rehrlch,  M.D. 

• CO-SPONSORED  BY: 

. The  UT  Southwestern  Center  for  Breast 
Care,  The  Susan  G.  Komen  Breast  Cancer 
Foundation,  The  Wendy  and  Emery  Reves 
Breast  Cancer  Diagnostic  & Treatment 
Center  at  Zale  Lipshy  University  Hospital, 

• and  The  American  Cancer  Society 

• PLACE: 

• Excellence  in  Education  Foundation 
Auditorium  Harold  C.  Simmons  2nd  Floor 
UT  Southwestern  Medical  Center  at  Dallas 

. DESCRIPTION: 

. A Unique  Update  for  Primary  Care 

Physicians:  Multidisciplinary  Approach  to 
Breast  Care  Diagnosis  and  Evaluation 
Techniques.  Hands-on  Workshops,  and 

• New  Topics:  High  Dose  Chemotherapy, 

. Minimally  Invasive  Surgery,  Cost  Effective 

. Cancer  Follow-up,  Male  Breast  Cancer. 

. CME  credit  offered 

• FEE: 

. $85.00  Physicians;  $75.00  UT  Alum 

CONTACT: 

. Continuing  Education;  UT  Southwestern 
Medical  Center  at  Dallas  / 5323  Harry 
Hines  Boulevard  / Dallas,  TX  75235-9059 
Phone:  214/648-2166,  1/800/688-8678 

■ Fax:  214/648-2317 

• http://www.swmed.edu/home_pages/cme/ 

. cemain.html 


Zale  Lipshy  University  Hospital 

At  Southwestern  Medical  Center 


Fourth  Annual  Advances  In  Breast  Care.  August  22, 
1998.  UT  Southwestern  Medical  Center,  Dallas.  Texas.  A 
unique  update  for  primary  care  physicians,  multi  discipli- 
nary approach  to  breast  care,  cutting  edge  diagnosis  and 
evaluation  techniques,  hands-on  workshops  and  new  topics 
including  High  Dose  Chemotherapy.  Minimally  Invasive 
Surgery,  Cost  Effective  Cancer  Follow-up,  and  Male  Breast 
Cancer.  CME  credit  offered.  Course  Chair:  George  N. 
Peters,  M.D.;  Course  Directors  Eugene  Frenkel,  M.D.,  A. 
Marilyn  Leitch,  M.D.,  and  Rod  Rohrich,  M.D.  Contact 
Kathy  Matthews,  program  coordinator,  (214)  648-2200. 

Santa  Fe  Colloquium  on  CardiovascularTherapy. 

October  8-10,  1998.  Santa  Fe,  New  Mexico.  Sponsored  by 
American  College  of  Cardiology.  Program  Directors: 
Jonathan  Abrams,  MD,  FACC;  Michael  H.  Crawford, 

MD,  FACC.  17  category  1 credit  hours.  For  information, 
call  (800)  253-4636,  ext.  695;  fax  (301)  897-9745- 

The  American  Academy  for  Cerebral  Palsy  and 
Developmental  Medicine  is  holding  its  52nd  Annual 
Meeting  in  San  Antonio,  Texas  September  17  to  19,  1998. 
This  multi-disciplinary  meeting  will  be  of  benefit  to  the 
pediatrician,  family  practitioner,  orthopaedist,  and  their 
staffs.  For  information,  call  (847)  698-1635. 

Stroke  Prevention  For  The  ’90s,  August  1,  UT 
Southwestern  Medical  Center  at  Dallas,  co-sponsored  with 
Texas  Medical  Association  in  conjunction  with  American 
Heart  Association.  UT  Southwestern  Medical  Center  at 
Dallas,  Simmons  Biomedical  Research  Building, 

Excellence  in  Education  Foundation  Auditorium.  Course 
directors:  Ralph  Greenlee,  M.D.,  and  David  Unwin,  M.D. 
Contact  Kraig  Steubing,  (214)  648-2166. 

The  Alliance  for  Medical  Management  Education 
Degree  and  Certificate  Program  — Healthcare 
Accounting  and  Finance,  August  2-8.  Office  of 
Continuing  Education,  UT  Southwestern  Medical  Center 
at  Dallas,  jointly  sponsored  with  University  of  Texas  at 
Dallas,  School  of  Management.  American  Airlines  Training 
and  Conference  Center,  Dallas.  Course  Director:  John 
Burnside,  M.D.  Contact  Kathy  Matthews,  program  coor- 
dinator, (214)  648-2200. 


ULTRASOUND  EDUCATION 


Radiolo^  (Abdominal) 

October  1-3 

OB/Gyn 

August  13-15 
October  15-17 

Family  Practice 

July  9-11 

November  19-21 

Emergency  Medicine 

July  23-25 
September  10-12 

Advanced  Emergency 
Medicine 

November  6-7 

OB/Gyn  (5  day) 

August  3-7 
September  21-25 
October  26-30 

Echocardiography 

July  13-20 
November  9-16 

Vascular  Ultrasound 

October  5-9 

Radiology 
(5-day  Abdominal) 

July  27-31 
September  14-18 
October  19-23 

Courses  listed  above  are  held  in  Houston,  TX. 
Contract  courses  can  be  brought  to  your  location, 
minimum  enrollment  required.  Call  (800)  239-1361 
for  more  information  and/ or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  I credit 


WWW. AHEConline.com 


20th  Annual  Intensive  Review  of  Internal  Medicine, 

September  3-8.  Sponsored  by  UT  Southwestern  Medical 
Center  at  Dallas  Department  of  Internal  Medicine.  Le 
Meredien  Hotel,  Dallas.  Course  Director:  Norman 
Kaplan,  M.D.  Contact  Lisa  Dunleavy,  (214)  648-9201. 


TEXAS  MEDICAL  ASSOCIATION 


for  the  Reconi 

The  Office  Guide  to  Charting, 
Releasing,  and  Organizing 
Medical  Record  Information 


Tfex 

ir 


TfexasMedical 

Association 


Seminar  Highlights 

✓ Release  and  Retention  Issues 

✓ Terminating  Patients 

✓ Common  Questions  about 
Documentation 

✓ Medical  Records  and  the  Lawsuit 

✓ Charting  Pearls 

Coming  soon  to  BieselocatioiiS: 

Houston  - June  11 
Austin  - June  18 
Amarillo  - June  25 
Corpus  Chiisti  - July  9 
Irving  - July  16 

meal  (800)  880-1300,  OKI.  1411 
or  (512)  370-1411  to  register. 
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Question 


How  do  you  think  the  public  image  of  physicians 
has  changed  over  the  years?  Why? 


he  public’s  image  of  physicians  is  reflected  in  its 

I I 


perception  of  them.  As  long  as  we  allow  ourselves 
to  be  called  ‘providers,’  ‘PCPs,’  or  ‘caregivers’  instead  of 
physicians,  surgeons,  or  doctors,  we  encourage  a less-than- 
accurate  descriptive  image.” 


James  Hudgins,  MD,  55 

general  surgery,  Plano 


^ ^ ■ n the  past,  physicians  often  had  nothing  to  offer 
H patients  but  comfort  and  hope,  which  depended 
on  a strong  doctor-patient  relationship,  and  our  patients 
thought  of  us  as  almost  priestlike.  Now  we  rely  so  much  on 
machinery  and  lab  tests  that  we  have  become  like  mechan- 
ics in  a repair  shop.” 


Kenneth  C.  Baker,  MD,  46 

pediatrics,  Brenham 


^ ^ ■ ndividual  physicians  have  always  had  the  respect  of 
I their  patients.  As  a group,  we  are  easy  targets  for  a 
misinformed  public.  We  must  communicate  this  to  our  pa- 
tients!” 


Daniel  W.  Bywaters,  MD,  38 

family  practice.  Corpus  Christi 


ewer  of  my  patients  are  surprised  or  upset  at  be- 
ing treated  by  a woman  doctor.” 


Catherine  M.  Blakeney,  MD,  55 

anesthesiology,  Dallas 


rough  the  late  ’70s  and  ’80s,  the  image  of  the 
I physician  changed,  with  many  regarding  us  as 
money-  and  power-accumulation-oriented.  Now  I think  the 
opinion  is  shifting  to  empathize  with  physicians’  position  in 
the  straitjacket  of  government  and  managed  care  control.” 


Herbert  W.  Rumsfeld,  Jr,  MD,  72 

gynecology,  Dallas 


es,  our  image  has  declined.  We  have  abdicated 
our  role  as  medical  leaders  to  the  large  employ- 
ers and  insurance  companies  and  have  become  highly 
skilled  paid  laborers.” 


■public  perception  of  physicians  has  changed,  I 
■ ~ t 


think,  primarily  due  to  the  fact  that  a physician’s 
primary  objective  is  treating  sick  people,  not  trying  to  pur- 
sue public  image.  There  are  many  peripheral,  parasitic  ele- 
ments in  our  society  that  prey  upon  the  so-called  medical 
industry.  They  have  manipulated  the  public  image  of  the 
practicing  physician  and  public  conception  of  the  practice 
of  medicine  to  their  own  benefit.” 


Jerry  L.  Cochran,  MD,  50 

orthopedic  surgery.  Midland 


Stephen  L.Turner,  MD,  4l 

pediatrics,  Plainview 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  interest.  Physicians 
are  polled  hy  telephone,  fax.  or  e-mail.  We  welcome  suggestions  for  future  topics.  Send  them  to 
Texas  Medicine,  Back  Talk,  401  W 1 5th  St,  Austin,  TX  78701:  fax  them  to  (512)  370-1632: 
or  e-mail  them  to  m_mcever@texmed.org. 
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With  lower  pnces,  more  options,  immediate 


delivery,  and  maximum  prices 


Endorsed  by  medical  associations  nationwide,  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasin; 
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saves  you  money  with  lower  rates 
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10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 


Superior 

Service 


Free 

DELIVERY 


Lower 

Monthly 

Payments 


1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  yourj 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  lea.ses  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 
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You  never  know  when 
an  accident  will  strike, 
so  help  protect  your 
family  by  enrolling  in  the 
TMA-endorsed  $1,000,000 
Personal  Accident  Group 
Insurance  Plan  today. 


• Your  acceptance  is  automatic  — no 
medical  exam. ..no  health  questions 

• You  choose  the  benefit  amount  that’s 
right  for  you  — up  to  $1,000,000  (in 
increments  of  $50,000) 

• You  choose  the  benefit  amount  that’s 
right  for  your  spouse  — up  to  $500,000 
(in  increments  of  $50,000) 

• You  may  also  enroll  your  children  for 
coverage  — up  to  $30,000  for  each 
(in  increments  of  $5,000) 

• You’re  covered  for  accidental  death, 
loss  of  sight  and  dismemberment 


• Your  coverage  includes  total 
disability  benefits 

• Your  coverage  is  portable  if  you 
change  jobs 

• You’re  covered  24  hours  a day... 

365  days  a year  anywhere  in  the  world 

• Your  benefits  are  paid  in  addition  to 
any  other  coverage  you  have 

• Plus... you  also  get  affordable  group 
rates  — rates  that  have  been  reduced 
by  25%  in  1998! 


Call  TMAIT  now  for  details  about  how  you  can  provide 
more  financial  protection  for  the  ones  you  love. 

1 800  880-8181,  Dept.  2208 

Big  resf^otisihiUties...Big  decisions... 

Get  solid  financial  p^rotection  for  your  family  from  TMA. 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Endorsed  by 


^ Tex 

tt 


TexasMediciil 

Association 


Underwritten  by  The  Prudential  Insurance  Company  of  America,  One  Prudential  Plaza,  Newark,  NJ  07102. 
This  Plan  is  available  only  to  TMA  members  who  reside  in  Texas. 


Cover  Story 

Out  of  the  shadows 

If  some  of  your  patients  haven’t  asked  you  about  a new 
herbal  treatment  or  mystical-sounding  therapy  they  saw 
on  television  or  stumbled  across  on  the  Internet,  the 
chances  are  they  will  soon.  A growing  number  of  Ameri- 
cans are  turning  to  alternative  medical  treatments  and  are 
spending  billions  of  dollars  for  them.  We’ll  take  a look  at 
physicians’  mixed  views  on  this  phenomenon. 

By  Teri  Moran 

26 
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Tuberculosis  in  Texas: 
trends  and  issues  in  surveillance 


By  Robert  Zarr,  MD,  MPH;  Elizabeth  Heitman,  PhD; 
George  Delclos,  MD,  MPH;Tho  Anh  Dinh,  MPH 


Cutaneous  nasal  malignancies: 
Is  primary  reconstruction  safe? 


By  Jeremy  Z.  Williams,  MD;  Gregory  R.D.  Evans,  MD; 
Nancy  B.  Ainslie,  RN 


Beyond  tort  reform 

By  Victor  R.  Scarano,  MD,  JD 
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Features 


Medical  Economics 

Integrating  the  dollars  34 

Although  experts  differ  on  the  definition  of  alternative  medicine,  there  is  no  ques- 
tion it  has  become  big  business.  Most  people  who  experiment  with  alternative 
therapies  pay  for  them  out  of  their  own  pockets,  but  that  is  changing.  Many  health 
plans  are  beginning  to  cover  alternative  procedures,  and  1 state  is  even  requiring 
insurers  to  provide  access  to  licensed  or  certified  alternative  therapy  providers. 

By  Laurie  Stoneham 


Science  and  Education 

Applying  the  rigors  of  science  38 

Few  alternative  therapies  have  undergone  the  kind  of  clinical  trials  that  are  the 
backbone  of  mainstream  medicine.  And  no  matter  where  they  stand  on  the  use  of 
alternative  therapies,  most  physicians  agree  that  2 questions  about  their  use 
should  be  asked:  “Do  they  work?”  and  “Can  they  do  more  harm  than  good?”  Sci- 
entists at  medical  schools  and  research  centers  throughout  the  country  are  delving 
into  alternative  medicine  to  answer  those  questions. 

By  Laurie  Sfoneham 

Legislative  Affairs 

Washington  whirlwind  43 

Ever  wonder  what  the  Texas  Medical  Association  lobby  team  does  when  it  flies  off 
to  Washington  to  work  on  behalf  of  you  and  your  patients?  Retired  Denton  physi- 
cian Mahlon  V.R.  Freeman,  MD,  MedScD,  did.  Then,  last  April,  he  got  a chance  to 
witness  firsthand  the  lobbyists  in  action  when  he  accompanied  them  on  a 4-day 
trip  to  Washington  to  work  for  the  passage  of  ERISA  reform  legislation.  His  first- 
person  account  of  that  trip  gives  insight  into  how  Washington  works. 

By  Mahlon  V.R.  Freeman,  MD,  MedScD 

Public  Health 

The  art  of  compromise  46 

When  the  state  health  department  proposed  new  rules  for  cancer  reporting,  physi- 
cians,  hospitals,  and  other  providers  protested  what  they  saw  as  burdensome  re- 
quirements. But  thanks  to  assistance  from  TMA  and  cooperation  between  state 
officials  and  the  cancer  treatment  community,  a compromise  was  reached.  It’s  a good 
example  of  what  can  happen  when  the  public  and  private  sectors  work  together. 

By  Johanna  Franke 


Medical  Economics  Page  34 


Science  and  Education  Page  38 


Legislative  Affairs  Page  43 


Tel  800.880.1300 


Volume  94  * Number  8 


3 


The  Big  Picture 

Iceberg,  Palmer  Station,  Antarctica,  by  Bob  Thomas,  MD,  San  Angelo 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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When  it  comes  to  group  professional 


liability  coverage,  not  all  programs  are  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 

Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
today’s  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 

Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a Hat  annual  fee. 
Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  The  Century 
American  difference  is  flexibility.  To  get  the 
competitive  edge,  call  I -f<00-476-2()()2. 


Cenfi 
Insurance 


Century  American  Insurance  Company 
Century  American  Casualty  Company 


FINALLY  the  answer  to  your  patientr  Waiting  Room  woed 

Introducing  the  Lil'  Champ  

Entertains  and  educates  children  while  they  wait 

All  NONVIOLENT! 


-k  Interactive  fun  and  learning 
for  ager  Z-13! 


Available  (Dl'i  to  chooce  froM: 
JeraMe  Street 
Richard  EcarryV  Bury  Town 
Beauty  and  the  Beact 
Cirl'f  Club 
and  Many  More! 


Perfect  for: 

Doctorc'  officer  Bowling  centerr 

Chopping  Malic  Grocery  rtorer 

Rertaurantr  FECV 

Car  dealerrhipr 

or  any  other  location  that  wantr  to 
entertain  children! 


Take  a look  at  our  website;  www.championltd.com 
Call  (800)  826-7856  or  (81 7)  284-3499  or  e-mail  us  at  champltd@flash,net 
Champion  Mfg,  • 7100  Burns  St  • Richland  Hills,  TX  761 18 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  tvill 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W’  e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Ab^^eN 



Medical  Insurance  Services 

For  additional  infonnation.  contact: 

Richard  Vento,  Executive  Vice  President 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Rlvd.,  Suite  900  • Houston,  Tcxtis  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  I'rofessional  Liability  • Clinics  • Hospitals  • MR  Croups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • llniciue  Healthcare  Insurance  Reipiests 


Editor’s 

Note 


Ask  10  physicians  about  “alterna- 
tive medicine,”  and  you’ll  likely 
get  10  different  opinions,  rang- 
ing from  outright  quackery  to 
merely  a complement  to  main- 
stream medicine.  Some  doctors  refuse 
to  call  it  medicine  at  all,  preferring  “al- 
ternative practices.” 

Whatever  you  call  it,  more  and  more 
Americans  are  spending  their  money  on 
things  like  St  John’s  Wort  for  depression 
and  garlic  pills  to  lower  cholesterol.  In 
this  month’s  Texas  Medicine,  Senior  Edi- 
tor Teri  Moran  and  Associate  Editor 
Laurie  Stoneham  wade  into  the  murky 
waters  of  alternative  medicine.  The  re- 
sult is  a package  of  stories  examining 
what  your  patients  may  be  trying,  why 
they  are  turning  to  nontraditional  ther- 
apies, and  the  economic  and  scientific 
aspects  of  alternative  medicine.  Like  it 
or  not,  alternative  medicine  is  here  to 
stay,  and  physicians  would  do  well  to 
know  all  they  can  about  it. 

Meanwhile,  you’ll  notice  something 
different  about  Texas  Medicine  this  month 
as  we  premiere  our  new  look.  We’ve 
made  some  changes  to  make  the  maga- 
zine more  exciting,  both  graphically  and 
editorially.  A new  feature,  “In  Case  You 
Missed  It,”  is  a roundup  of  medically  re- 
lated articles  from  other  publications.  It 
can  be  found  in  the  “Rounds”  section. 

Also,  beginning  this  month  we  re- 
sume monthly  publication  of  The  Journal 
section  of  the  magazine.  We  encourage 
physicians  and  researchers  to  submit  sci- 
entific articles,  preferably  Texas-specific, 
for  peer  review. 

We  hope  you  like  the  new  Texas 
Medicine. 
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Superior  Leasing  means  “Superior  Service”... 


I Oeposi.t 

urn  s ip'*’  . V.  Doi4/n 

Pne  Uoa,r.eir  Ca,ts 
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Next  Da,  If  Deli^^ei^if  diMfi^h^eirel 
No  'Suirpnses  a,t  Deli^etf! 
Hassle-Piree  Shopping 
uLsh  iXibout  Cask  Dach 

CALL  TOLL  FREE: 


8 month  closed-end  lease  with  purchase  option.  MSRF-  $34,635.  Tax,  title,  license  and  1st  payment  due  on  delivery  for  a total  of  $2,543  due  at  inception. 
No  security  deposit  on  approved  credit.  Total  of  payments-  $21,504.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  for 
every  added  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit. 


ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  ARE  WELCOME!! 


1-800-988-0994 

Or  (972)  994-0994 

www.superiorleasing.com 


LEXUS  GS300  or  GS400 

Ready  for  Immediate  Delivery!! 


"If  you  don't  call  for  our  low  lease  quotes... 
YOU'LL  PAY  TOO  MUCH!! 


Superior  Leasing 
is  preferred  bp 
the  phpsiciatts 
themselves!! 
Here's  what  one 
had  to  say... 


"I  had  two  cars  with  unfinished  teases.  Throng  Superior  Leasing 
I was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my  choice 
including  a BMW  740  il  They  were  delivered  to  my  front  door  in  just  two 
days!  Thafswhaticall  'creative financing!  Tome, 

Superior  Leasing  means  Superior  Service!!" 


Miguel  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


"Home  of  the  tailor-made  lease. " 


High  mileage,  low  mileage,  closed  or  open-ended,  maximum  tax  impact,  multiple  security  deposits,  zero  or  maximum  down  and  regardless  of  credit  history... 
whatever  you  need,  Superior  Leasing  can  provide.  We  will  custom  tailor  a lease  to  best  fit  your  needs! 
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Letters 


Questioning  the  concern 
over  smoking  doctors 


I was  amused,  appalled,  and  finally 
depressed  by  the  politically  correct 
article  entitled  “Doctors  Who  Smoke: 
Can  Physician  Tobacco  Use  Consti- 
tute Impairment?”  (June  1998  Texas 
Medicine,  p 14). 

Dr  Stuyt  asks  some  reasonable  ques- 
tions about  tobacco  use  and  surgical  case 
performance,  and  then  alerts  the  reader 
to  the  fact  that  “up  to  43%  of  the  nation’s 
high  school  students”  use  tobacco.  Her 
next  conclusion  is  “that  a certain  number 
of  physicians  still  use  tobacco  products 
on  a daily  basis,  and  this  gives  youth  a 
mixed  message.”  The  next  paragraph 
states,  “It  was  estimated  that  6.3%  of 
physicians  in  the  United  States  use  to- 
bacco on  a daily  basis.”  Later,  she  says, 
“the  question  arises  whether  nicotine  de- 
pendence is  itself  a cause  for  concern  for 
physicians  when  it  comes  to  protecting 
the  public  from  harm.” 

What  nonsense  is  this?  If  only  6.3% 
of  physicians  are  using  tobacco  prod- 
ucts, they  must  be  more  effective  role 
models  than  nonusers  if  they  can  influ- 
ence 43%  of  teenagers  to  use  tobacco. 

“What  if  early  in  the  addictive 
process,  concerned  peers  and  friends 
intervened  and  encouraged  the  physi- 
cian to  quit  using  tobacco  or  to  seek 
help  to  do  so?”  This  plaintive  question 


sounds  too  reasonable.  It  is  easy  to 
overlook  the  fact  that  we  would  need  a 
time  machine  to  return  to  the  physi- 
cian’s teenage  years  to  “be  early  in  the 
addictive  process.”  Are  many  physi- 
cians medical  school  graduates  before 
they  become  addicted  to  tobacco? 

The  main  thrust  of  this  article  ap- 
pears to  label  tobacco  use  as  a drug  de- 
pendency of  similar  destructive  potential 
as  alcohol.  What  next?  Random  nicotine 
testing  by  “Big  Brother”  for  the  public 
good? 

Obesity  is  a known  risk  factor  for 
multiple  diseases;  hunger  is  associated 
with  poor  concentration  and  irritabil- 
ity. Would  Dr  Stuyt  consider  over- 
weight physicians  impaired  and  seek  to 
intervene  in  their  lives? 

Alexander  Sudarshan,  MD 

1 058  Los  Ebanos  Blvd 
Brownsville,  TX  78520 


Another  vy/ay  to  regain 
control 


Iwas  pleased  to  note  that  the  Texas 
Medical  Association  chose  to  pub- 
lish Dr  Victor  A.  Saldivar’s  letter  (“A 
Way  to  Regain  Control,”  July  1998 
Texas  Medicine,  pp  8-9)  regarding 
Physician  Partners  of  Texas,  Inc  (PPT). 
In  the  same  spirit  of  putting  physicians 


back  in  control  of  medical  care,  I would 
like  to  announce  the  formation  of  an- 
other physician-owned  organization, 
the  primary  mission  of  which  is  to  en- 
sure fairness  and  objectivity  when  med- 
ical necessity  determinations  are  made. 

Case  Assessment  Review  and  Evalua- 
tion, LLC,  (CARE)  was  created  in  re- 
sponse to  increasing  consumer  and 
physician  pressures  on  health  plans  and 
utilization  review  (UR)  entities  to  be  ac- 
countable for  medical  decision-making. 
There  has  been  significant  negative 
press  about  the  conflict  of  interest  that 
currently  exists  for  health  plans,  for 
physicians  who  are  paid  through  capi- 
tated reimbursement,  and  for  other  en- 
tities that  make  medical  decisions.  In 
response  to  these  pressures,  there  have 
been  increased  regulation  and  legisla- 
tion on  a state-by-state  basis.  In  Texas, 
the  independent  review  organization 
legislation  was  enacted  during  the  last 
legislative  session  and  is  under  the  over- 
sight of  the  Texas  Department  of  Insur- 
ance. Many  states  have  legislated  or 
regulated  similar  forms  of  the  indepen- 
dent review  process  to  address  appeals 
of  medical  necessity  decisions.  We  be- 
lieve this  will  become  a national 
agenda. 

CARE  will  offer  medical  review  de- 
terminations at  all  levels  to  our  cus- 
tomers, which  include  health  plans, 
payers,  UR  entities,  physician  risk 
groups,  and  regulatory  agencies.  We 
will  support  our  customers  in  coping 
with  the  growing  challenge  of  demon- 
strating both  quality  and  cost-effective- 
ness in  an  environment  of  rapid  change 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  send  it  to  Texas  Medicine,  TMA,  401  W 15th  St, 
Austin,  TX  78701;  fax  (512)  370-1632;  or  e-mail  larry  b@texmed.org.  Please  type  letters  you  submit  for  publication,  and 
keep  the  length  to  400  words  or  less.  You  may  include  a few  references,  preferably  less  than  5.  Letters  are  published 
at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to  editing  and  abridgment.  Letters 
represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of  the  Texas  Medical  Association. 


Tel  800.880.1300 
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and  accountability.  We  will  incorporate 
fairness,  objectivity,  and  fiscal  responsi- 
bility. We  will  use  the  latest  technology,  j 
evidence-based  medical  review  stan-, 
dards,  and  skilled  and  credentialed  per- 
sonnel to  deliver  the  highest  quality 
review  services  available  anywhere. 

Physicians  who  meet  the  credential- 
ing  standards  to  participate  as  review- 
ers will  be  board  certified  in  their 
specialties  and  will  attest  in  each  in- 
stance that  there  is  no  conflict  of  inter- 
est, economic  or  otherwise,  for  each 
determination  they  render.  It  is  only 
when  physicians  make  medical  deci- 
sions based  upon  the  best  interests  of 
the  patient  that  we  ensure  quality  care. 

We  continue  to  recruit  and  creden- 
tial physician  reviewers  for  our  net- 
work. For  more  information,  call  (888) 
302-REVU,  e-mail  drthomasn@pol.net, 
or  visit  our  Web  site  at  www.angelfire. 
com/biz/medicalreview. 

Barry  K.  Herman,  MD,  MiVllld 

Chief  Medical  Officer 
CARE,  LLC 

5750  Balcones  Dr,  Ste  201 
Austin,  TX  78731 
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Newsmakers 


The  following  Texas  Medical  Associa- 
tion members  received  “Recognition 
with  Distinction”  from  the  new  Provider 
^Recognition  Program:  endocrinologist 
iiMeera  Amar,  MD,  of  Waco;  endocrinol- 
iogists  P.  Kay  Champion,  MD,  and  Ulupi 
A.  Choksi,  MD,  both  of  Houston;  en- 
docrinologists Jaime  O.  Cruz,  MD; 
Jerome  Fischer,  MD;  Mark  Kipnes,  MD; 
Rachel  Y.  Rusinko,  MD;  and  Sherwyn 
Schwartz,  MD,  all  of  San  Antonio;  oph- 
Ithalmologist  Barry  N.  Hyman,  MD,  of 
Houston;  and  pediatric  endocrinologist 
Ruth  Ann  Plotkin,  MD,  of  Brownsville. 
The  Provider  Recognition  Program  was 
designed  by  the  American  Diabetes  As- 
(sociation  and  the  National  Committee 
ion  Quality  Assurance  to  improve  the 
iQuality  of  care  given  to  patients  with 
i diabetes. 

iGeneral  practitioner  William  L.  Bar- 
ijnett,  MD,  was  honored  for  his  50  years 
|of  service  to  the  Cleveland  community 
with  the  establishment  of  the  Dr 
William  L.  Barnett  Medical  Scholarship 
Foundation  by  the  Cleveland  Regional 
Medical  Center. 

San  Benito  family  practitioner  Raquel 
Bolado,  DO,  received  the  American 
Medical  Association/Glaxo  Wellcome 
Leadership  Award,  which  recognizes  Dr 


Bolado’s  strong  commitment  to  her  pa- 
tients and  community  through  volun- 
teer service. 

The  alumni  association  at  Baylor  Col- 
lege of  Medicine  in  Houston  honored 
infectious  diseases  specialist  Major  W. 
Bradshaw,  MD,  Houston,  with  the  Dis- 
tinguished Faculty  Award  and  internist 
Scott  M.  Grundy,  MD,  Dallas,  with  the 
Distinguished  Alumni  Award. 

Dallas  emergency  medicine  specialist 
Ronald  Charles,  MD,  was  1 of  8 US  cit- 
izens chosen  this  year  to  receive  young 
leadership  development  fellowships 
with  the  American  Jewish  Committee. 

Houston  cardiovascular  surgeon  Den- 
ton A.  Cooley,  MD,  was  named  Inven- 
tor of  the  Year  by  the  Houston 
Intellectual  Property  Law  Association 
for  his  work  inventing  cardiopul- 
monary bypass  systems,  surgical  in- 
struments, and  cardiovascular  devices. 

Fort  Worth  psychologist  Daralynn 
Deardorff,  DO,  received  the  1998  Leo 
Benavides  Memorial  Award  of  the  Tar- 
rant County  Medical  Society  as  she  fin- 
ished her  senior  year  at  the  Texas 
College  of  Osteopathic  Medicine  in 
June.  The  award,  named  for  the  county 
society’s  late  executive  director,  honors 
Dr  Deardorff’s  academic  achievements. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
I section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
I tion;  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johanna_f@texmed.org. 


Dennis  J.  Factor,  MD  Mark  Kubala,  MD 


Willis  Maddrey,  MD  Juan  J.  Olivero,  MD 


service  to  the  community,  and  role  as  a 
model  medical  student. 

Houston  cardiovascular  surgeon  Michael 
E.  DeBakey,  MD,  received  the  1998  John 
P.  McGovern  Lecture  Award  of  the  Cos- 
mos Club  Foundation  based  in  Washing- 
ton, DC. 

The  1998-1999  Texas  Association  of 
Obstetricians  and  Gynecologists  offi- 
cers include  Dennis  J.  Factor,  MD,  Dal- 
las, president;  James  L.  Hadnott,  MD, 
San  Antonio,  president-elect;  Larry  C. 
Gilstrap  III,  MD,  Houston,  vice  presi- 
dent; and  Dudley  P.  Baker,  MD,  Tem- 
ple, secretary-treasurer. 
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Addressinq  Physician’s  Needs 


A$K  THE 
FINANCIAL 
EXPERT$ 

by  Michael].  Smith,  MS,  MBA,  CPA,  CPC,  CFP,  QPA 

* Can  I avoid  income  tax  and  estate  tax  by  setting  up  an 
investment  account  in  a foreign  country? 

* No.  As  a U.S.  citizen,  or  resident,  you  must  pay  tax  on 
your  worldwide  income.  Failure  to  do  so  constitutes  neg- 
ligence  at  the  very  least,  and  may  be  considered  civil  or 
even  criminal  fraud. 

Setting  up  a U.S.  trust  with  a foreign  trustee  may  be  a 
viable  strategy  for  asset  protection,  but  has  no  tax  bene- 
fits.  If  you  intend  to  use  this  strategy,  make  sure  you  have 
a lot  of  assets  to  protect  since  the  fees  for  the  setmp  and 
administration  of  these  trusts  are  very  expensive. 


Michael].  Smith  is  the  Manager  0/ Advanced  Services  at  Mercer  Global  Advisors  (MGA).  MGA  designs  .^nonciol  solutions  to 
address  the  unique  needs  of  doctors  and  their  families.  ItsfrnandalplanriersaresupportedhyccfTporate'basedpension,  crust, 
accounting,  and  law  experts , and  their  fee-only  investment  management  services  give  irviividual  investors  access  to  the  cost  and  cox 
benefits  of  institutional  funds.  To  reach  MGA,  call  toll-free,  (800)  898-4MGA,  or  iisit  their  web  site  at  www.mgadvisoTS.com. 
These  hypothetical  questions  and  answers  are  /provided  for  educational  purposes  only.  Your  drcumstonces  may  vary.  Thus,  consult 
a financial  and/or  legal  professional  before  making  these  types  of  decisions. 


People 


Caroline  Fife,  MD,  Houston,  was  in-! 
ducted  as  president  of  the  Undersea' 
and  Hyperbaric  Medical  Society.  j 

Endocrinologist  Robert  F.  Gagel,  MD, 
was  appointed  chair  of  the  Department; 
of  Medical  Specialties  at  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
in  Houston.  | 

Houston  pediatrician  Mary  W.  Geda, 
MD,  was  appointed  TMA  representative' 
to  the  AMA  Women  Physicians  Con- 
gress (WPC)  and  WPC  State  Liaison  Of- 
ficer. 

Bernice  Gonzalez,  MD,  was  appointed 
chief  of  service  for  family  practice  at 
North  Central  Baptist  Hospital  in  San 
Antonio. 

The  1998-1999  Texas  Ophthalmologi- 
cal  Association  officers  include  Jerry 
D.  Hunsaker,  MD,  Corpus  Christi,  pres- 
ident; M.  Bowes  Hamill,  MD,  Houston,: 
president-elect;  James  H.  Merritt,  MD, 
Dallas,  secretary;  and  JonT.  Schreiber, 
MD,  Tyler,  treasurer. 

Mark  Kubala,  MD,  Beaumont,  received 
the  Distinguished  Service  Award  for 
Neurosurgery  from  the  American  Asso- 
ciation of  Neurological  Surgeons.  Dr 
Kubala  also  was  recognized  by  the 
Southeast  Texas  Organ  Transplant  Sup- 
port Group  New  Beginnings  for  the  time 
and  support  he  gives  to  the  program. 

Lamk  M.  Lamki,  MD,  Houston,  was 
elected  president  of  the  Southwestern 
Chapter  of  the  Society  of  Nuclear  Med- 
icine and  president-elect  of  the  Ameri- 
can College  of  Nuclear  Medicine. 

Houston  urologist  Seth  P.  Lerner,  MD, 
received  the  1997  Virginia  and  Ernest 
Cockrell  Jr  Award  for  his  research  on  a 
genetic  treatment  for  bladder  cancer. 

Willis  Maddrey,  MD,  Dallas,  received 
the  1998  Distinguished  Educator 
Award  from  the  American  Gastroen- 
terological Association. 

Temple  radiologist  John  L.  Montgomery, 
MD,  received  the  Ashbel  Smith  Distin- 
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guished  Alumni  Award,  the  highest 
honor  given  to  alumni  of  The  University 
of  Texas  Medical  Branch  at  Galveston. 

Carl  Noe,  MD,  was  named  director  of 
the  Eugene  McDermott  Center  for  Pain 
Management  at  The  University  of  Texas 
1 Southwestern  Medical  Center  at  Dallas. 

Nephrologist  Juan  J.  Olivero,  MD,  re- 
ceived the  John  Overstreet,  MD,  Award 
as  Physician  of  the  Year  at  Methodist 
Hospital  in  Houston.  Dr  Olivero  also 
was  elected  deputy  chief  of  medicine  at 
the  hospital. 

The  Fellowship  in  Medicina  Alternativa 
was  conferred  upon  Porter  general  sur- 
geon Pedro  A.  Rubio,  MD,  by  the  Sen- 
ate and  the  Board  of  Examiners  of  the 
Medicina  Alternativa  Institute  of  The 
Open  International  University. 

Houston  oncologist  Philip  A.  Salem, 
MD,  received  the  1998  Ellis  Island  Medal 
of  Honor  from  the  National  Ethnic  Coali- 
tion of  Organizations. 

San  Antonio  internist  Daniel  D.  Von 
Hoff,  MD,  was  named  president-elect 
of  The  American  Association  for  Cancer 
Research. 


Deaths 


Saul  Baer  Appel,  MD,  72;  El  Paso;  New 
York  University  School  of  Medicine, 
1947;  died  April  17,  1998. 

Charles  Harold  Await,  MD,  71;  San  An- 
tonio; National  University  of  Mexico- 
Mexico  City,  1958;  died  April  25,  1998. 

Wing-Yee  Amy  Chan,  MD,  40;  Hous- 
ton; The  University  of  Texas  Medical 
Branch  at  Galveston,  1988;  died  May 
15,  1998. 

William  Kenneth  Day,  MD,  74;  Abi- 
lene; Baylor  College  of  Medicine,  1953; 
died  May  5,  1998. 

Clark  Milton  Dingier,  Jr,  MD,  74;  Long- 
view; Baylor  College  of  Medicine, 
1946;  died  May  18,  1998. 


Icxas  Medical  Associafion  1998  fall 


( 
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icplcmber  19  ► Austin 
(Qualify  in  ihe  face  of  Change 


feafured  Speakers 

Nancy  W.  Dickey,  MD 
President,  American  Medical  Association 

The  Hon.  George  W.  Bush  (invited) 

Governor,  State  of  Texas 

Ira  R.  Byock,  MD 

Immediate  Past  President 

American  Academy  of  Hospice  and  Palliative  Medicine 
The  Hon.  Kay  Granger 

Representative,  12th  Congressional  District  of  Texas 
U.S.  House  of  Representatives 

E.  Ratcliffe  Anderson  Jr.,  MD  (invited) 
Executive  Vice  President  American  Medical  Association 


Special  features 

Dawn  Duster  on  Managed  Care  Contracts 
Session  on  New  Horizons  for  Quality  Care 
Risk  Management  Seminar  on  Documentation 
Pre-Conference  Speech/Media  Training  Session 
Conference  Reception  on  Friday  evening 
Luncheon  compliments  of  Texas  Medical  Liability  Trust 

No  registration  fee  for  TMA  members 

• 

AMA  PRA  Category  1 CME  credit 

Texas  Medical  Association  is  accredited  by  the  Accreditation  Council  for  Continuing 
Medical  Education  (ACCME)  to  sponsor  continuing  medical  education  for  physicians. 

Make  plans  now  to  attend! 

For  more  information,  call  Texas  Medical  Association  at 
(800)  880-1300,  ext.  1346,  or  (512)  370-1346. 

Or  visit  TMA’s  Weh  site  at  www.texmed.org. 
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Transitions:  Legal  Considerations  in 
Selling  or  Closing  a Medical  Practice 

by  Hugh  M.  Barton,  JD 


if  you  are  retiring,  selling  your  practice,  or  joining  a new  practice  setting,  you 
will  want  to  read  Texas  Medical  Association’s  newest  Strategy  Series  publication. 
TMA  members  - $19  Nonmembers  - $29 
Mail  payment  or  credit  card  information  to  TMA  Bookstore, 

401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  credit  card  order 
to  (512)  370-1635;  call  (800)  880-1300,  ext.  1423. 


Specialty  Is  - 
Protecting  Yours 


We  know  Malpractice  Insurance 

Wood/Menna  & Company  has  built  a reputation  on  integrity  and 
knowledge  of  the  current  medical  malpractice  insurance  marketplace! 


Edward  Francis  Dougherty,  MD,  72 

Houston;  New  York  Medical  College 
1948;  died  April  25,  1998. 

Robert  Karl  Gassier,  MD,  82;  Waco;: 
University  of  Chicago  Pritzker  School] 
of  Medicine,  1943;  died  May  30,  1998. 

Vernon  Bryan  Glenn,  Jr,  MD,  72;  Lin 

den;  Baylor  College  of  Medicine,  1952;j 
died  May  5,  1998.  i 

Juan  C.  Gonzalez,  Jr,  MD,  87;  Bena- 
vides; Tulane  University  School  oil 
Medicine,  1936;  died  May  8,  1998.  | 

I 

Mary  Case  Gray,  MD,  79;  Tyler;  Vir- 
ginia Commonwealth  University  Med- 
ical College  of  Virginia  School  of 
Medicine,  1946;  died  April  20,  1998. 

Christopher  Curtis  Hooper,  Jr,  MD,  72; 

Houston;  Baylor  College  of  Medicine, 
1951;  died  April  21,  1998. 

Joseph  Alden  Lynn,  MD,  58;  Denison; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1964;  died  May  11, 
1998. 

Alva  Charles  Madsen,  MD,  96;  Whar- 
ton; University  of  Pennsylvania  School 
of  Medicine,  1928;  died  April  27,  1998. 


Wood/Menna  & Company: 

• Represents  the  majority  of  carriers  writing  malpractice  insurance  in  Texas. 

• Provides  insurance  solutions  for  both  solo  and  group  practice  physicians. 

• Locates  the  best  protection  at  the  lowest  cost  regardless  of  your  specialty 
or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons,  Clinics,  Surgery 
Centers,  Hospitals,  IPA’s,  501’s,  MSO’s,  Multiple  Specialty  Practices, 
Individual  and  Group  Disability  Insurance 


Woad/IVIenna  & Campany 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 
www.insurance@malpractice.com 


Edward  Hale  Martin,  MD,  79;  Abilene; 
The  University  of  Texas  Medical  Branch 
at  Galveston,  1946;  died  May  2,  1998. 

Michael  H.  McCallum,  MD,  60;  Hous- 
ton; University  of  California-Los  Ange- 
les School  of  Medicine,  1965;  died 
April  26,  1998. 

James  Edward  McCoy,  Jr,  MD,  61;  Fort 
Worth;  West  Virginia  University  School 
of  Medicine,  1963;  died  April  24,  1998. 

Maria  Teresa  Montelongo,  MD,  54; 

Houston;  University  of  Zulia-Mara- 
caibo,  Venezuela,  1974;  died  May  7, 
1998. 

Jesse  William  Paul,  Jr,  MD,  74;  Lub- 
bock; The  University  of  Texas  Medical 
Branch  at  Galveston,  1947;  died  April 
22,  1998. 
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John  C.  Perkins,  MD,  62;  Austin;  New 
York  Medical  College,  1961;  died  May 
3,  1998. 

iDonald  Carlton  Reifel,  MD,  68;  Burle- 
ison;  State  University  of  New  York 
Health  Science  Center  at  Syracuse  Col- 
lege of  Medicine,  1955;  died  March  20, 
1998. 

Marion  DeWitt  Shelton,  MD,  73;  Hous- 
ton; Tulane  University  School  of  Medi- 
cine, 1947;  died  May  1,  1998. 

Virgilio  Suarez,  MD,  67;  San  Antonio; 
National  University  of  Mexico-Mexico 
City,  1956;  died  May  3,  1998. 

IWilliam  Otto  Tschumy,  Jr,  MD,  76; 

Dallas;  Northwestern  University  Med- 
ical School,  1950;  died  April  29,  1998. 
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World  of  Medicine 
at  Your  Fingertips. 

Libra rian.s  travel  the  world  of  medical  information  daily 
to  get  the  late.st  knowledge  into  your  hands.  TMA  Library 
.staff  use  clinical  databa.ses,  the  Internet,  and  print  re.sources 
to  .search  for  answers  to  your  clinical  (|ue.stions.  What  do 
you  need  to  k)iou’  today?  Reference  services  are  a benefit 
of  membership  and  are  free  of  charge  to  TMA  members. 

For  more  information:  (800)  880-1300,  ext.  1550, 
or  (512)  370-1550,  tnia_lihrary@texmed.org. 


1 ^ L.  L. 

w 
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..  V- 
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AND  TINSLEY,  P.L.L.C. 

• Certified  Public  Accountants  • 

& Management  Consultants 

to  keep  healthcare  professionals  independent. 


Practice  Management 
Strategic  Planning 
Managed  Care  Negotiations 
Integrated  Delivery  Systems 
Practice  Monitoring 
Financial/Estate  Planning 


Practice  Valuation 
Managed  Care  Contracting 
Cost  Accounting 
Mergers/ Acquisitions 
Procedural  Analysis 
Tax/Audit/Bookkeeping 


Endorsed  by  the  AMA  Doctor’s  Advisory  Network 
and  the  Texas  Medical  Association 


3200  Southwest  Freeway,  Suite  3000 
Houston, Texas  77027 
Tel.  713.993.0847  Fax.  713.960.8223 
www.omtcpa.com 


Tel  800.880.1300 
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Home  is  where  the  health  care  is 

TMA  position  paper  will  define  physicians’  roles  in  growing  industry 


With  the  dramatic  increase 
in  demand  for  home 
health  care  services  over 
the  past  decade,  the 
Texas  Medical  Associa- 
tion wants  to  make  sure 
physicians  know  their 
options  and  responsibili- 
ties in  this  expanding  area  of  care. 


According  to  the  report  “Basic  Statis- 
tics about  Home  Care  1997,”  Medicare 
spending  on  home  health  care  in  the 
United  States  grew  from  $2.7  billion  in 
1989  to  $22  billion  in  1998.  And  the 
number  of  Medicare-certified  home 
health  agencies  nearly  doubled  between 
1989  and  1997. 

Home  health  care  growth  primarily 


stems  from  changes  in  Health  Care  Fi- 
nancing Administration  (HCFA)  cover- 
age requirements  that  allow  more 
beneficiaries  to  qualify  for  home  health 
services,  according  to  the  March  1998 
US  General  Accounting  Office  report 
“Medicare  Home  Health  Benefit:  Con- 
gressional and  HCFA  Actions  Begin  to 
Address  Chronic  Oversight  Weaknesses.” 


Sources  of  payment  for 
home  health  care  in  the 
United  States 


other 


insurance 

3.8% 


Source:  US  General  Accounting  Office  report, 
“Medicare  Home  Health  Benefit:  Congres- 
sional and  HCFA  Actions  Begin  to  Address 
Chronic  Oversight  Weaknesses” 


Home  care  agencies: 

Medicare-certified  and  others,  1989-1996 


Year 

Total 

% Change 

Medicare-certified  Agencies 

Home  Health  Hospice 

Other 

1989 

11,097 

5,676 

597 

4,824 

1990 

11,765 

6.0 

5,695 

774 

5,296 

1991 

12,433 

5.7 

5,780 

898 

5,755 

1992 

12,497 

0.5 

6,004 

1,039 

5,454 

1993 

13,959 

11.7 

6,497 

1,223 

6,239 

1994 

15,027 

7.6 

7,521 

1,459 

6,047 

1995 

18,874 

25.6 

9,120 

1,857 

7,897 

1996 

20,215 

7.1 

10,027 

2,154 

8,034 
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Wanted:  Physician  comments 
on  home  health  care 


TheTMA  Council  on  Health  Service  Organizations  needs  your  comments 
for  a home  health  care  position  paper  that  could  be  presented  to  legislative 
groups,  the  Health  Care  Financing  Administration  (HCFA),  and  the  Ameri- 
can Medical  Association.  Specifically,  the  council  wants  your  answers  to 
the  following  questions: 

1.  What  are  the  medically  important  home  health  care  services  your  pa- 
tients need,  and  how  do  these  services  affect  their  quality  of  life,  overall 
health  status,  functional  status,  and  independence? 

2.  What  design  and  content  changes  would  you  recommend  if  Form  485,  a 
HCFA  requirement  known  as  the  “plan  of  care,”  were  revised? 

3.  Do  you  avoid  ordering  home  health  care?  If  yes,  why? 

4.  What  is  the  most  important  service  a home  health  agency  needs  to  pro- 
vide while  interacting  with  you  and  your  staff? 

Direct  your  comments  and  questions  to  Susan  Night,  director  of  TMA's 
Health  Care  Delivery  Department,  at  (800)  880-1300,  ext  1409,  or  (512)  370-1409; 
fax  (512)  370-1632;  or  e-mail  susan_n@texmed.org. 


In  Texas,  an  estimated  1 in  10  people 
[requires  assistance  with  activities  of 
I daily  living,  according  to  statistics  col- 
lected by  the  Texas  Senate  Interim 
Committee  on  Home  Health  and  As- 

1 

jsisted  Living  Facilities.  Another  factor 
contributing  to  the  demand  for  home 
health  services  in  Texas  is  the  state’s  se- 
inior  population,  which  will  more  than 
double  over  the  next  25  years,  while 
! the  number  of  Texans  over  age  85  will 
double  between  2000  and  2010. 

The  industry’s  growth,  coupled  with 
frustrations  physicians  have  experienced 
i dealing  with  it,  prompted  TMA’s  Council 
j on  Health  Service  Organizations  to  de- 
j fine  the  physician’s  role  in  home  health 
i care  in  a TMA  position  paper  scheduled 
to  be  completed  next  month.  Govern- 
ment investigators  recently  have  tar- 
: geted  the  home  health  industry  as  part 
of  an  expansive  and  aggressive  federal 
program  to  root  out  fraud  and  abuse. 

I Peggy  M.  Russell,  DO,  an  Austin  in- 
ternist and  home  health  expert  who 
chaired  the  TMA  Ad  Hoc  Committee  on 
Home  Health  during  1996-1997,  says 
physicians  must  be  able  to  properly  or- 
der adequate  home  health  care  ser- 
vices, especially  for  the  “frail  and 
chronically  ill,”  in  the  face  of  Medicare 
spending  reductions. 


“It’s  incumbent  upon  doctors  now  to 
have  more  of  an  active  role  in  how 
home  health  care  both  provides  serv- 
ices for  their  patients  and  relates  to  the 
rest  of  the  health  care  delivery  system,” 
Dr  Russell  said.  “The  home  health  care 
system  must  be  structured  in  a way 
that  is  compatible  with  all  aspects  of 
the  health  care  delivery  system.” 

The  TMA  position  paper,  titled  “The 
Role  of  Home  Health  Care  in  the  Med- 
ical Delivery  System,”  is  intended  for 
physicians,  patients,  home  health  care 
providers,  patient  advocacy  groups, 
and  government  agencies.  It  will  in- 
clude home  health  care  history,  con- 
sumer and  provider  information,  and 
potential  problems  and  solutions  in  the 
home  health  care  industry. 

The  Council  on  Health  Service  Or- 
ganizations would  like  to  hear  your 
opinions  on  home  health  care  to  pro- 
duce the  position  paper,  which  will 
help  physicians  advocate  for  their  pa- 
tients’ home  health  care  needs  (see 
“Wanted:  Physician  Comments  on 
Home  Health  Care”).  For  more  infor- 
mation, contact  Susan  Night,  director 
of  TMA’s  Health  Care  Delivery  Depart- 
ment, at  (800)  880-1300,  ext  1409,  or 
(512)  370-1409;  or  e-mail  susan_n@ 
texmed.org.  ★ 


Tuberculosis  paper  earns 
Harriet  Cunningham  Award 


Robert  Zarr,  MD,  MPH,  is  $1,000 
richer  just  by  taking  a year  off 
from  medical  school.  No,  that’s 
not  the  money  he  saved  on  tu- 
ition. It’s  the  prize  he  won  as  the 
1997  recipient  of  the  Harriet  Cunning- 
ham Award  for  Meritorious  Scientific 
Writing. 

Dr  Zarr,  who  graduated  from  Baylor 
College  of  Medicine  in  June,  wrote  the 
article  “Tuberculo- 
sis in  Texas:  Trends 
and  Surveillance” 
as  his  thesis  during 
a yearlong  sabbati- 
cal from  medical 
school  that  he  took 
between  basic  sci- 
ences and  clinical 
rotations.  He  used 
that  year  to  earn  a 
master’s  degree  from  The  University  of 
Texas-Houston  School  of  Public  Health, 
where  he  studied  family  and  interna- 
tional health. 

Working  as  a volunteer  interpreter 
at  the  El  Buen  Samaritano  Health 
Clinic,  a free  pediatric  clinic  in  Austin, 
and  as  a health  care  volunteer  in 
Nicaragua  sparked  Dr  Zarr’s  interest  in 
public  health  and  pediatrics.  He  also 
worked  as  a legislative  intern  at  the 
Houston  Department  of  Health  and 
Human  Services  while  earning  his  mas- 
ter’s degree  in  public  health.  Dr  Zarr 
plans  to  use  part  of  his  award  for  a 
“much  needed”  vacation  with  his  wife 
during  his  first  year  of  pediatric  resi- 
dency at  Baylor. 

Dr  Zarr’s  winning  paper  and  the  en- 
tries of  the  other  finalists  are  published 
in  The  Journal  section  of  this  magazine. 
The  Harriet  Cunningham  Award  for 
Meritorious  Scientific  Writing  is  sup- 
ported by  funds  from  the  Texas  Medical 
Association  Board  of  Trustees  in  mem- 
ory of  Harriet  Cunningham,  longtime 
managing  editor  of  Texas  Medicine.  By 
dedicating  the  award  to  medical  stu- 
dents and  residents,  the  Texas  Medicine 
Editorial  Committee  hopes  to  encour- 
age the  next  generation  of  Texas  physi- 
cians to  pursue  scientific  writing  early 
in  their  careers.  ★ 


Robert  Zarr,  MD,  MPH 


Tel  800.880.1300 
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Exhibitors  earn  awards 
atTexMed  ’98 
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A monthly  roundup  of  trends,  mergers,  start-ups, 
and  other  news  in  the  Texas  medical  marketplace 


Merger  mania  in  the  managed  care 
business  continues  as  United  Health- 
care Corp  and  Humana  Inc,  have 
agreed  to  merge  in  a $5.5  billion 
stock  deal.  The  new  company,  which 
will  retain  the  United  name,  will 
have  estimated  annual  revenues  of 
$27  billion.  Humana  just  recently 
merged  with  PCA  Health  Plans  of 
Texas.  Meanwhile,  HMO  Texas,  a 
health  plan  serving  Medicare  and 
commercial  customers  in  the  Hous- 
ton area,  has  agreed  to  purchase  the 
assets  of  Kaiser  Foundation  Health 
Plan  of  Texas  and  Permanente  Med- 
ical Association  of  Texas. 

Health  Care  Property  Investors,  of 

Newport  Beach,  Calif,  has  agreed  to 
purchase  36  chnical  facilities  in 
Texas  and  7 other  states  from  the 

Prudential  Health  Care  Plan. 

Angered  over  a new  contracting 
! method  instituted  by  United  Health- 
care of  Texas,  Houston’s  Kelsey- 
Seybold  Clinic  terminated  its 
contract  with  the  health  mainte- 
nance organization  and  withdrew  its 
240  physicians  from  the  network. 
Kelsey-Seybold  opposes  United’s  de- 
cision to  form  a group  for  gastroen- 
I terologists  called  Texas  Alhance  for 
i Digestive  Disease.  Any  physician 
' who  chooses  not  to  join  or  is  not 


asked  to  join  the  group  will  be  elim- 
inated from  the  network.  (Houston 
Business  Journal) 

Also  upset  are  about  750  Dallas  area 
physicians  affiliated  with  the  Pres- 
byterian Healthcare  System.  The 
physicians,  members  of  Genesis 
Physicians  Practice  Association, 
are  threatening  withdrawal  from  the 
Aetna  US  Healthcare  HMO.  They 
say  Aetna  is  not  paying  claims  on 
time,  is  withholding  financial  infor- 
mation, and  is  refusing  to  provide 
data  on  physician  referrals  and  pre- 
scription patterns.  Aetna  says  the  al- 
legations are  unfounded  and  accuses 
the  doctors  of  inventing  a dispute  for 
publicity.  (The  Dallas  Morning  News) 

Horizon  Health  Corp,  of  Lewisville, 
Tex,  is  purchasing  FPM  Behavioral 
Health  Plan,  a wholly  owned  unit 
of  Ramsay  Health  Care,  Inc,  of 
Coral  Gables,  Fla,  for  $20  million. 
(The  Wall  Street  Journal) 

Columbia/HCA  is  selling  its  home 
health  care  operations  in  Texas  and 
11  other  states  to  Medshares,  Inc,  of 
Nashville,  for  $62  million. 


Submit  items  for  inclusion  in  this  column  to  Larry  BeSaw,  From  the  Field,  Texas  Medicine,  401  W 15th  St, 
Austin,  TX  78701;  fax  (512)  370*1632;  e*mail  larry_b@texmed.org. 


The  Texas  Physicians  Resource  Coun- 
cil (TPRC)  exhibit  presented  by 
Waxahachie  obstetrician-gynecolo- 
gist Hal  Wallis,  MD,  was  among  thC; 
displays  that  received  honors  at^ 
TexMed  ’98:  Educational  Showcase  and 
Expo,  April  23-26,  in  Austin. 

The  exhibit  produced  by  TPRC,  which 
supports  public  policy  that  strengthens 
Texas  families,  took  home  the  Aescu- 
lapius Award  for  most  outstanding  ex-' 
hibit  displayed  by  a Texas  physician. 

Patricia  Diana  Brooks,  an  epidemiolo- 
gist at  the  Texas  Cancer  Data  Center 
(TCDC)  in  Houston,  received  first  place 
in  the  scientific  and  allied  health  cate- 
gory for  her  TCDC  exhibit.  TCDC,  funded 
by  the  Texas  Cancer  Council,  provides 
online  cancer  information  on  health  pro- 
fessionals, facilities,  and  services. 

Winners  of  the  Student  and  Resident 
Scientific  Poster  Exhibit  awards  were 
M.  Shannon  Gallagher,  a student  at  The ' 
University  of  Texas  Medical  School  at 
San  Antonio,  who  won  first  place  for 
“Burch  vs  Laparoscopic  Extraperitoneal 
Colposuspension”;  Norma  J.  Farley,  MD, 
San  Antonio,  who  won  second  place  for 
“The  Value  of  Flow  Cytometry  and  Cy- 
togenetics in  the  Diagnosis  of  AML,  FAB 
Classification  M4  and  M5”;  and  Jeffrey 
M.  Schussler,  MD,  Dallas,  who  won  ■ 
third  place  for  “Hantavirus  Pulmonary 
Syndrome:  Death  Comes  to  Dallas.”  ★ 


New  dates  announced 
for  TexMed  '99 


Get  out  those  daily  planners  and 
reserve  May  6-9  for  TexMed  ’99: 
Educational  Showcase  and  Expo 
at  the  Wyndham  Anatole  Dallas. 
Originally  scheduled  for  Memor- 
ial Day  weekend,  Texas  Medical  Associ- 
ation’s annual  meeting  was  moved  up 
by  the  TMA  Board  of  Trustees  to  avoid 
conflicting  with  the  holiday.  Like  this 
year’s  meeting,  TexMed  ’99  will  feature 
family  activities  as  well  as  new  educa- 
tional tracks.  For  more  information, 
contact  Paula  Rigling  at  (800)  880- 
1300,  ext  1450,  or  (512)  370-1450;  or 
e-mail  paula_r@texmed.org.  ★ 
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Patients  give  high  marks 
to  their  physicians 


About  60%  of  patients  are  “ex- 
tremely” or  “very”  satisfied  with 
their  physicians’  accessibility, 
follow-up,  and  communication 
skills  despite  dramatic  changes 
'in  the  US  health  care  system,  according 
|to  a survey  conducted  by  Yankelovich 
Partners  on  behalf  of  the  Pfizer  Medical 
Humanities  Initiative  (PMHI). 

Physicians  undershot  their  patients’ 
.satisfaction  rates  by  10%  on  the  na- 
tional survey  of  1,500  patients  and  400 
physicians.  Less  than  13%  of  patients 
were  not  satisfied  with  their  physicians’ 

Patient  satisfaction 


communication  skills,  and  more  than 
80%  of  patients  say  they’ve  had  an  on- 
going relationship  with  the  same  physi- 
cian for  an  average  of  7 years. 

Nearly  90%  of  both  physicians  and 
patients  believe  patients  need  to  be  ac- 
tive in  their  health  care  beyond  comply- 
ing with  medical  advice.  Physicians 
recognize  the  need  for  expanded  patient 
education,  as  96%  prefer  patients  who 
are  knowledgeable  about  their  own 
health  problems  and  treatment  options. 

PMHI,  a research  and  educational 
program,  works  to  enhance  the  patient- 
physician  relationship  by  fostering  a 
balance  between  humane  care  and  sci- 
entific expertise  in  health  care.  ★ 


LJ  Percentage  of  doctors  who  | 
think  patients  are  "very"  or 
“extremely”  satisfied  with: 


Percentage  of  patients 
who  are  "very”  or  “extremely” 
satisfied  with: 

The  compassion  doctors  express 

Follow-up  after  an  office  visit,  such  as 
calling  to  inform  a patient  of 
test  results 

Doctors’  accessibility 

How  doctors  communicate 
with  patients 

Duration  of  office  visits 


Words  and  phrases  that  describe  doctors 


LD  Percentage  of  doctors 
who  think  doctors  are: 


r 


82% 


84% 


58% 


82% 


54% 


31% 


Source:  Pfizer  Medical  Humanities  Initiative 


Percentage  of  patients 
who  think  doctors  are: 

Polite 

Articulate 

Patient 

Trusting 

Aggressive 

Hurried 

Arrogant 


Things  you 
need  to  know 


Among  the  many  questions  you 
should  ask  before  signing  a 
managed  care  contract  are 
those  related  to  an  organiza- 
tion’s quality  assurance  and  uti- 
lization review  policies  and 
procedures. 

* What  criteria  are  used  to  de- 
termine medical  necessity  of 
a requested  treatment?  Is  a 
physician  involved  in  that  de- 
termination? 

> Are  practice  guidelines  and 
utilization  review  protocols 
readily  available?  How  do  I 
obtain  a copy? 

* Are  review  criteria  used  in  as- 
sessing and  profiling  quality 
and  cost  efficiency  of  my 
care?  How  are  these  criteria 
developed?  How  are  practic- 
ing physicians  involved?  Will  I 
have  access  to  my  data  for 
analysis? 

* What  is  the  composition  of 
your  Physician  Advisory 
Committee  or  Quality  Im- 
provement Committee? 

* What  is  the  appeal  process 
for  a denial  of  authorization 
for  services? 


Source:  TMA’s  Texas  Physician  Services  Or- 
ganization (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523-TPSO  or  (512) 
370-1418,  or  e-mail  clare_k@texmed.org. 
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Alt  is  for  alternative 

Like  any  other  subject,  there  is  a plethora  of  information 
— both  pro  and  con  — about  alternative  health  care  avail- 
able on  the  Internet.  Here  are  a few  sites  to  check  out 
while  Web  surfing. 

National  Institutes  of  Health 

Visit  the  NIH  Office  of  Alternative  Medicine  Web  site  at 
altmed.od.njh.gov.  This  NIH  branch  was  created  to  facili- 
tate research  and  evaluation  of  unconventional  medical 
practices  and  to  disseminate  this  information  to  the  public. 

Quackwatch 

Although  unproven  methods  are  not  necessarily  quackery, 
this  site  says,  legitimate  researchers  and  practitioners  do 
not  promote  unproven  procedures  in  the  marketplace,  but 
engage  in  responsible,  properly  designed  studies.  This 
comprehensive  site,  at  www.quackwatch.com,  describes 
itself  as  “your  guide  to  health  fraud,  quackery,  and  intel- 
ligent decisions.” 

Alternative  medicine  homepage 

Loaded  with  links  and  background  information,  this  site, 
at  www.pitt.edu/~cbw/altm,  describes  itself  as  “a  jump 
station  for  sources  of  information  on  unconventional,  un- 
orthodox, unproven,  or  alternative,  complementary,  inno- 
vative, integrative  therapies.” 

Health  care  reality  check 

The  Georgia  Council  Against  Health  Fraud,  Inc,  hosts  a com- 
prehensive Web  site  at  www.hcrc.org/gcahf/about.html 
that  includes  a link  to  the  National  Council  Against  Health 
Fraud  and  other  self-described  “skeptic”  sites. 


Dr  Bower’s  complementary  medicine  site 

This  site,  at  galen.med.virginia.edu/~pjb3s/Complementary 
HomePage.html,  is  dedicated  to  cataloging  research  in  al- 
ternative therapy.  Among  its  many  features  is  a comprehen- 
sive definition  of  alternative  practices. 

Coming  this  month 

See  TMA’s  Web  site  at  www.texmed.org  for  a glossary  of 
alternative  health  care  definitions  and  a bibliography  of 
materials  about  alternative  health  care  that  are  available 
at  the  TMA  Library. 

TMA  site  FAQs 

We’ve  received  many  questions  from  you  regarding 
browser  requirements  and  the  use  of  cookies,  or  data  files 
written  and  saved  to  your  hard  disk  when  you  access 
some  Web  sites,  on  the  TMA  site  at  www.texmed.org. 

TMA’s  site  was  designed  and  tested  for  Netscape  Navi- 
gator 3.0  for  Macintosh  and  PC,  as  well  as  Microsoft  In- 
ternet Explorer  3.1  for  PC.  Microsoft  Internet  Explorer  for 
Macintosh,  as  of  version  3.0,  does  not  support  fully  the 
JavaScript  built  into  the  TMA  site,  so  those  users  may  not 
be  able  to  access  some  of  the  dynamic  features. 

Your  browser  must  be  configured  to  accept  the  cookies 
that  were  used  to  create  the  TMA  site’s  page  headers.  The 
cookies  are  for  navigation  only  - they  do  not  perform  any 
analysis  of  our  visitors.  For  more  information,  check  out 
the  “Help”  section  on  the  TMA  Web  site. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  atwww.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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TECAP  simplifies 
office  inspections 


The  drudgery  of  multiple  office 
inspections  for  physicians  in- 
volved in  several  managed  care 
plans  may  be  coming  to  an  end 
thanks  to  the  Texas  Environment 
of  Care  Assessment  Program  (TECAP). 

The  program,  developed  by  Texas 
Medical  Association’s  Medical  Direc- 
tors’ Eortim,  is  a unified,  statewide  of- 
fice inspection  system  that  gathers 
office  site  and  medical  record  review 
information  using  a single  protocol. 
The  information  and  the  cost  for  the 
program,  which  meets  all  National 
Committee  for  Quality  Assurance  stan- 
dards, will  be  shared  among  all  partici- 
pating health  care  plans.  A TECAP  pilot 
test  is  scheduled  for  next  month. 

Eor  more  information  on  TECAP,  call 
Amy  Boykin,  RN,  director  of  TMA’s  Sci- 
ence and  Quality  Department,  at  (800) 
880-1300,  ext  1400,  or  (512)  370-1400; 
or  e-mail  amy_boykin@texmed.org.  For 
more  information  on  TMA’s  Medical  Di- 
rectors’ Forum,  call  Nora  Cox  Taylor, 
policy  analyst  in  TMA’s  Division  of  Med- 
ical Economics,  at  (800)  880-1300,  ext 
1389,  or  (512)  370-1389;  or  e-mail 
nora_c@texmed.org.  ★ 

Largest  US  radiology  center 
opens  its  doors  in  Dallas 


The  nation’s  largest  image  inter- 
pretation facility  is  now  located 
in  Dallas.  The  new  center,  which 
opened  in  June,  is  part  of  the  In- 
ternational Radiology  Group, 
LLC,  a full-service  radiology  firm  that 
produces  more  than  1 million  interpre- 
tations per  year  for  clinics,  hospitals, 
imaging  centers,  and  government  facil- 
ities throughout  the  nation. 

Founded  in  1991,  International  Ra- 
diology Group  guarantees  a 1 -business- 
day  turnaround  on  final  reports  and 
offers  radiology  practice  management 
and  staffing  services.  ★ 


Watch  your  mailbox 
for  a special  invitation 


Over  the  next  couple  of  months,  the 
Texas  Medical  Association  will  in- 
vite a random  sampling  of  mem- 
bers to  participate  in  a survey 
panel  that  will  provide  TMA  with 
a quick  way  to  obtain  physician  opinions 
on  hot  or  emerging  issues  in  health  care. 

You  may  receive  a survey  and  an  in- 
vitation to  join  the  panel,  which  could 
bring  about  great  changes  in  Texas 
health  care,  especially  with  the  legisla- 
tive session  fast  approaching.  If  you  join 
the  panel,  you  will  receive  no  more  than 
1 survey  a month  for  a year.  The  1-page 
surveys  are  simple  to  complete  and  re- 
turn. Past  survey  topics  have  included 
managed  care,  medical  ethics,  organ 
transplantation,  alcohol  and  tobacco, 
practice  management  companies,  and 
physician  hospital  organizations. 

The  timely  TMA  membership  feed- 
back generated  by  the  survey  project 
will  be  used  to  support  TMA  initiatives 
to  improve  the  health  of  Texans  and 
the  health  of  your  practice.  ★ 

Forum, speaker  added  to 
leadership  conference 


An  educational  forum  titled  "New 
Horizons  for  Quality  Gare"  will 
top  off  the  Texas  Medical  Associ- 
ation's 1998  Fall  Leadership  Con- 
ference September  19  at  the 
Renaissance  Austin  Hotel. 

Conference  keynote  speaker  and  AMA 
President  Nancy  W.  Dickey,  MD,  of  Col- 
lege Station,  has  been  invited  to  lead  the 
discussion,  which  includes  breakout  ses- 
sions on  marketing  quality,  performance 
measurements,  and  the  American  Med- 
ical Accreditation  Program.  The  session, 
scheduled  from  2 to  4 pm  on  Saturday, 
gives  physicians  a chance  to  influence 
state  and  national  policy  on  quality  care. 

New  AMA  Executive  Vice  President  E. 
Ratcliffe  Anderson,  Jr,  MD,  has  been  in- 
vited to  speak  at  the  leadership  confer- 
ence, which  includes  a 7:30  am  "dawn 
duster"  session  on  managed  care  con- 
tracting. For  more  information,  call  TMA 
special  services  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346.  ★ 
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In  Case  You 

Missed  It 

By  Melissa  McEver 

Another  reason  to  wear  your  white  coats  with  pride  — a recent  Harris  poll 
reveals  Americans  consider  physicians  to  have  more  prestige  than  any 
other  profession.  Sixty-one  percent  of  those  surveyed  thought  doctors 
have  “very  great  prestige"  — more  than  scientists,  ministers,  or  lawyers. 
(Reuters,  6/16/98) 

What’s  the  difference  between  seeing  and  perceiving?  Researchers  at  Uni- 
versity College  in  London  say  they  can  map  the  difference.  Their  study  re- 
ports that  as  subjects  stared  at  images  and  their  perceptions  changed, 
researchers  recorded  activity  in  the  frontal  and  parietal  lobes,  not  in  the  oc- 
cipital lobe,  which  processes  vision. 

(Science,  6/29/98) 

Texas  is  the  19th  state  to  have  a plan  to  cover  uninsured  children  under  the 
Children’s  Health  Insurance  Program.  More  than  1 million  children  in  the  19 
states  should  have  health  coverage  within  3 years. 

(The  Dallas  Morning  News,  6/16/98) 

So  maybe  there  is  such  a thing  as  a “social  smoker."  A University  of  Michi- 
gan researcher  reanalyzed  smoking  statistics  from  the  Centers  for  Disease 
Control  and  Prevention  and  found  that  up  to  18%  of  the  country’s  smokers 
don’t  light  up  daily. 

(The  Washington  Post,  5/12/98) 

A new  study  suggests  that  HMDs  may  provide  the  most  cost-effective  care 
for  HIV/AIDS  patients.  Researchers  from  Roston  University,  Harvard  Uni- 
versity, New  England  Medical  Center,  and  Massachusetts  General  Hospital 
found  that  an  HMO  model  of  AIDS  care  cost  $10,563  less  per  patient  than 
the  traditional  fee-for-service  model,  yet  there  was  little  difference  in  pa- 
tient satisfaction  or  functional  outcomes. 

(Medical  Economics,  6/29/98) 

Cardiac  arrests  are  just  as  likely  to  occur  in  the  afternoon  as  in  early  morn- 
ing, recent  findings  reveal.  University  of  Washington,  Seattle,  researchers 
analyzed  phone  calls  to  an  emergency  medical  services  system  and  dis- 
covered a peak  in  cardiac  arrest  calls  from  5 to  8 pm,  as  well  as  a peak 
around  8 am.  The  researchers  concluded  that  this  pattern  probably  is  due  to 
environmental,  rather  than  biological,  factors. 

(Circulation,  ip IBS) 


TMA  physician  directory 
available  to  order 


The  Texas  Medical  Associatiorf 
1998-1999  Physician  Directory 
and  Resource  Guide  is  now  avail- 
able for  physician  members  who 
have  not  ordered  their  copies  or 
who  need  additional  copies. 

The  directory  contains  alphabetical 
and  geographical  listings  of  more  than 
29,000  physicians  licensed  in  Texas,  in- 
cluding specialties  and  practice  types, 
telephone  numbers,  addresses,  and  fax 
numbers,  if  available.  The  directory  also 
contains  a listing  of  health  organizations, 
Texas  medical  schools,  and  hotline  num- 
bers, plus  a complete  reference  section 
about  the  Texas  Medical  Association. 

TMA  members  receive  1 free  copy 
by  request.  Extra  copies  for  physician 
members  cost  $25  each.  Cost  for  non- 
profit organizations  is  $60  (1  to  20 
copies)  and  $50  (more  than  20  copies). 
The  cost  for  all  others  is  $100.  Texas 
sales  tax  (8.25%)  should  be  added  to 
all  orders,  unless  a Texas  certificate  of 
exemption  from  sales  tax  is  provided. 

To  order,  call  TMA  at  (800)  880-1300, 
ext  1310,  or  (512)  370-1310.  ★ 


UT  Southwestern  establishes 
laparoscopic  surgery  center 


With  the  most  modern  laparo- 
scopic surgery  tools  available, 
the  new  Southwestern  Center 
for  Minimally  Invasive  Surgery 
will  serve  as  1 of  the  nation’s 
top  educational  sites  for  physicians  inter- 
ested in  learning  laparoscopic  techniques. 

As  part  of  The  University  of  Texas 
Southwestern  Medical  Center  at  Dal- 
las, the  center  employs  faculty  mem- 
bers with  expertise  in  anesthesiology, 
cardiology,  colorectal  surgery,  compar- 
ative medicine,  endocrinology,  breast 
surgery,  gastroenterology,  general 
surgery,  gynecology,  neurosurgery,  or- 
thopedics, otorhinolaryngology,  pedi- 
atrics, plastic  and  reconstructive 
surgery,  radiology,  transplant  surgery, 
trauma,  urology,  and  vascular  surgery. 

The  center  is  funded  by  a grant  from 
United  States  Surgical  Corp,  a leading 
US  medical  equipment  manufacturer.  ★ 
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Because  this  is  no  place 

FOR  A DOCTOR  TO  OPERATE 


S^rofessionel  iJ^otectxon  Exclusively  since  1839 


To  reach  your  local  office,  call  800-344-1899. 


and  hard  decisions 
By  John  C.  Jennings,  MB 


“Reverence  for  life  commands  nothing.  It 
forbids  nothing.  All  it  requires  is  that  what- 
ever is  done  should  be  done  in  full  and  deep 
awareness.  ” — Albert  Schweitzer 

A young  woman  goes  into  prema- 
ture labor  at  24  weeks  and  gives 
birth  by  vaginal  breech  delivery 
to  a female  infant  weighing  575 
grams.  The  infant’s  head  is  tem- 
porarily entrapped  and  is  ecchymotic 
following  delivery,  and  her  Apgar  scores 
are  3 at  1 minute,  5 at  5 minutes,  and  6 
at  10  minutes.  Two  hours  after  birth, 
the  infant  responds  to  ventilatory  sup- 
port measures.  However,  the  neonatol- 
ogist  must  tell  the  parents  their  baby 
has  suffered  intracerebral  bleeding  that 
will  likely  result  in  neurological  impair- 
ment. The  parents  ask  for  all  extraordi- 
nary interventions  to  stop. 

Caring  for  very  premature  infants 
often  presents  difficult  ethical  dilem- 
mas, particularly  when  management 
choices  include  opposing,  value-laden 
courses  of  action.  Obstetrical  and 
neonatal  units  must  regularly  face  the 
question  of  how  far  to  proceed  with 
life-preserving  measures  when  a high 
probability  of  impairment  exists.  An- 


swers come  slowly  and  compromise  is 
difficult  for  many  reasons,  including 
the  recent  media  attention  given  to  the 
concept  of  “wrongful  life.” 

The  definition  of  fetal  viability  has 
changed  dramatically  since  the  advent 
of  high-risk  obstetrical  and  neonatal  in- 
tensive care.  Thirty  years  ago,  infants 
who  weighed  less  than  1,000  grams  at 
birth  rarely  survived.  Having  no  choice 
but  to  tell  parents,  “There  is  nothing  we 
can  do,”  made  for  fewer  ethical  dilem- 
mas. Today,  it  is  not  unusual  to  save  the 


quantify  the  value  of  premature  new- 
borns’ lives,  their  care  forces  us  to  ask 
some  tough  questions.  How  long  can 
they  be  expected  to  live?  Will  they  be- 
come competent  adults  with  an  ability 
to  interact  with  others?  How  bearable 
are  their  families’  economic  and  emo- 
tional burdens?  Is  there,  or  should 
there  be,  a particular  application  of 
ethical  principles  for  the  perinatal  pe- 
riod of  life? 

A newborn  infant’s  autonomy  is  re- 
linquished to  parents  and  medical  pro- 


Today,  it  is  not  unusual  to  save  the  lives 
of  infants  born  at  24  weeks  who  weigh  500  grams 
or  less  because  we  can  offer  a complex  array 
of  diagnostic  and  therapeutic  measures. 


lives  of  infants  born  at  24  weeks  who 
weigh  500  grams  or  less  because  we 
can  offer  a complex  array  of  diagnostic 
and  therapeutic  measures.  But  such 
measures  produce  unpredictable  out- 
comes, including  newborns  who  run  a 
high  risk  for  permanent  impairment. 

Medical  ethical  principles  — benefi- 
cence, avoidance  of  harm,  autonomy, 
disclosure,  and  social  justice  — form  a 
boundary  within  which  all  patient- 
physician  decisions  should  be  made,  in- 
cluding decisions  about  the  care  of 
premature  newborns.  The  principle  of 
beneficence  compels  us  to  relieve  suf- 
fering, treat  illness,  and  sustain  life 
whenever  possible.  However,  do  we 
sustain  life  just  to  maintain  a biologic 
process  or  for  a hope  of  some  level  of 
quality  of  life?  Although  we  cannot 


fessionals.  If  they  reach  a consensus 
decision  after  considering  all  available 
information  and  options,  there  is  no 
ethical  dilemma,  whether  the  infant 
may  face  a lifetime  of  productivity  or  a 
lifetime  of  difficulties.  But  when  a con- 
sensus decision  cannot  be  reached  and 
the  possibility  of  an  infant’s  impair- 
ment is  high,  the  ethical  principle  of  so- 
cial justice  may  prevail.  This  principle 
suggests  that  medical  resources  should 
be  allocated  fairly  and  according  to 
medical  need,  and  asks  us  whether  we 
should  devote  more  of  our  financial  re- 
sources toward  research  and  preventive 
measures  or  toward  helping  these  in- 
fants survive.  Medical  economists  and 
policymakers  have  tried  to  calculate 
“quality  adjusted  life  years”  with  the 
idea  of  using  medical  resources  to  pre- 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org.  Pro- 
posed columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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serve  quality  of  life  above  quantity  of 
life.  But  implementing  this  concept  can 
prove  dangerous  at  a patient’s  bedside. 

What  if  parents  want  “everything 
done,”  but  according  to  medical  evi- 
dence and  opinion,  the  case  is  hopeless? 
Physicians  should  then  recommend  dis- 
continuing extraordinary  measures,  and 
explain  truthfully,  and  in  detail,  what 
should  be  done. 

An  effort  to  override  parental  deci- 
sions may  be  considered  “paternalistic” 
and  a violation  of  parental  autonomy. 
But,  physicians  necessarily  operate  from 
a standpoint  of  what  is  beneficial  to 
their  patients.  And  if  a physician  is  rea- 
sonably certain  that  the  parents’  choice 
is  not  in  the  best  interest  of  the  infant,  it 
becomes  his  or  her  moral  obligation  to 
persuade  them  to  change  their  minds  or 
to  override  their  wishes.  Appropriate 
consultation,  intervention  by  a hospital 
ethics  committee,  or,  as  a last  resort,  a 
court  order,  may  be  necessary. 

Within  the  intimate  confines  of  the 
patient-physician  relationship,  it  is  pos- 
sible to  resolve  most  of  our  ethical 
dilemmas.  In  the  care  of  premature  in- 
fants, obstetricians  may  be  able  to  assist 
neonatologists.  Because  obstetricians  of- 
ten develop  close  relationships  with 
their  patients,  they  might  be  able  to 
strengthen  credibility,  ease  tensions,  and 
provide  the  trust  necessary  to  reach  a 
consensus. 

Long-term  solutions  to  ethical  dilem- 
mas presented  by  very  premature  new- 
borns depend  upon  effective  strategies 
to  prevent  preterm  birth  and  to  develop 
reliable  means  of  predicting  infant  out- 
come. We  should  devote  more  resources 
to  researching  such  strategies.  Our  soci- 
ety already  has  developed  the  ability  to 
save  very  small  babies,  many  of  whom 
will  have  a chance  for  normal  lives.  We 
must  remember  that  the  concept  of 
“wrongful  life”  is  a legal,  not  an  ethical 
concept;  that  premature  infants  deserve 
a chance  for  survival;  and  that  we  must 
make  all  our  decisions  with  a reverence 
for  life.  ★ 


John  C.  Jennings,  MD,  is  chair  of  the  Texas  Medicine 
Editorial  Committee  and  is  director  of  the  Residency 
Program,  Department  of  Obstetrics  and  Gynecology  at 
The  University  of  Texas  Medical  Branch  at  Galveston. 
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Patient  demand  drives  growth  of  alternative  care.  By  Teri  Moran,  Senior  editor 
English  physician  William  Withering,  MD,  was  looking  for  a cure  for  hydrops 
pectoris  in  1775  when  one  of  his  patients,  whose  case  was  thought  to  be  hopeless, 
obtained  a remedy  from  an  old  woman  — some  people  said  she  was  a witch  — and 
his  condition  improved.  An  amazed  Dr  Withering,  who  was  known  for  his  interest 
in  plants,  tracked  down  the  woman  in  Shropshire  and  found  she  was  using  an  old 
family  secret  treatment  made  from  foxglove,  also  known  as  digitalis. 

Intrigued,  Dr  Withering  began  experimenting  with  foxglove.  More  than  150 
patients  later,  he  found  it  worked  best  in  dried,  powdered  leaf  form,  and  he  began 
giving  it  to  his  patients  by  mouth.  For  centuries,  digitalis  has  remained  the 
standard  treatment  for  hydrops  pectoris,  better  known  as  congestive  heart  failure. 


Tel  800.880.1300 


Volume  94  * Number  8 


27 


Cover  Story 


More  recently,  the  US  Food  and  Drug  Adminis- 
tration approved  the  drug  Taxol,  developed 
from  the  Pacific  yew  tree,  for  treatment  of 
ovarian  and  breast  cancer.  Some  researchers 
say  Taxol  also  shows  promise  in  treating  poly- 
cystic kidney  disease  and  Alzheimer’s  disease. 
Developing  a treatment  for  cancer  and  other 
diseases  from  trees  is  an  example  of  how  far 
medicine  has  come  since  Dr  Withering’s  days.  There  is  no 
argument  that  medical  science  is  better  today  than  it  has 
ever  been.  Procedures  and  treatments  not  imagined  just  a 
few  years  ago  are  used  daily  to  treat  patients  and  improve 
the  quality  of  their  lives. 

Still,  this  is  not  enough  for  many  people  who  seek  disease 
prevention  and  cures  from  nontraditional  or  alternative 
sources.  The  result  is  a phenomenal  growth  of  alternative 
“medicine.”  Why?  No  one  is  sure,  but  we  do  know  Americans 
spend  billions  of  dollars  every  year  on  unconventional  care  (1). 

The  good  news  is  your  patients  are  not  turning  to  alter- 
native “medicine”  because  they’re  dissatisfied  with  you,  your 
care,  or  with  conventional  medicine  in  general  (2).  They’re 


The  Journal  of  the  American  Medical  Association  (JAMA) 
shows  that  commercial  garlic  oil  preparations  do  not  lower, 
cholesterol  levels.  Conflicting  results  from  previous  studies 
left  scientists  wondering  if  garlic  is  an  effective  remedy  for 
high  lipid  levels  and  hypertension. 

Researchers  have,  however,  measured  America’s  partici- 
pation in  alternative  care.  In  a 1990  study  led  by  David 
Eisenberg,  MD,  34%  of  1,539  respondents  said  they  used  at 
least  1 kind  of  unconventional  therapy  the  year  before  (l).  i 
Extrapolated  to  the  US  population.  Dr  Eisenberg’s  study,' 
widely  regarded  as  the  seminal  study  on  alternative  care  but 
criticized  by  many  physicians  as  being  too  inclusive,  suggests 
that  Americans  spent  about  $13.7  billion  in  1990  on  uncon- 
ventional therapy,  paying  three  fourths  of  that  amount  out  of; 
their  own  pockets.  His  study  also  extrapolated  that  Ameri- 
cans made  425  million  visits  to  alternative  health  care 
providers,  exceeding  the  number  of  visits  to  primary  care 
physicians  (388  million)  that  year. 

Today,  the  percentage  of  Americans  who  use  unconven- 
tional health  care  has  risen  to  40%,  according  to  a 1998] 
study  by  John  A.  Astin,  PhD  (2).  Published  in  JAMA,  Dr 


“Generally,  those  patients 
don’t  lose  tneir  lives,  but  they 
do  lose  quality  of  life  by 
ignormg  competent  treatment.’’ 


just  looking  for  something  more,  studies  show,  some  kind  of 
intangible  something  that  mainstream,  allopathic  medicine 
doesn’t  readily  offer. 

Alternative  medicine  — sans  the  quotation  marks  around 
“medicine”  — is  what  the  rest  of  the  world  calls  the  amalga- 
mation of  nonmainstream  health  care  modalities  not  taught 
in  medical  schools.  Many  physicians  prefer  other  labels  — al- 
ternative care,  alternative  practices,  alternative  therapies,  in- 
tegrative care,  or  complementary  care  — anything  that  omits 
the  word  medicine.  And  well  they  should,  because  no  matter 
how  ubiquitous  it  is,  most  alternative  care  has  not  undergone 
the  rigors  of  prospective,  randomized  clinical  studies. 

Although  the  National  Institutes  of  Health  (NIH)  created 
the  Office  of  Alternative  Medicine  to  study  what  it  defines  as 
the  7 categories  of  alternative  fields  of  practice  (see  sidebar, 
p 29),  solid  scientific  research  remains  scanty. 

Eurthermore,  some  of  the  research  has  only  added  to  the 
confusion  over  the  effectiveness  of  some  alternative  health 
measures.  A study  published  in  the  June  17,  1998,  issue  of 


Astin’s  study  concluded  the  majority  of  people  who  turn  to 
alternative  medicine  “appear  to  be  doing  so  not  so  much  as^ 
a result  of  being  dissatisfied  with  conventional  medicine  but 
largely  because  they  find  these  health  care  alternatives  to  be 
more  congruent  with  their  own  values,  beliefs,  and  philo- 
sophical orientations  toward  life  and  health.”  I 

He  said  users  of  alternative  care  “tend  to  be  better  edu- 
cated and  to  hold  a philosophical  orientation  toward  health 
that  can  be  described  as  holistic  (ie,  they  believe  in  the  im- 
portance of  body,  mind,  and  spirit  in  health).”  Dr  Astin  also 
said  they  “are  more  likely  to  have  had  some  type  of  transfer^ 
mational  experience  that  has  changed  their  world  view  in 
some  significant  way  . . .” 

In  Dr  Eisenberg’s  1990  study,  relaxation  techniques,  chi- 
ropractic, and  massage  topped  the  list  of  most  frequently 
used  alternatives  to  conventional  medicine.  In  Dr  Astin’s 
study,  chiropractic,  lifestyle,  diet,  exercise/movement,  and 
relaxation  were  at  the  top. 

A surprising  number  of  physicians  in  various  medical  spe- 
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What  NIH 
calls  alternative 


Describing  it  as  neither  complete  nor  authoritative,  the  Office 
of  Alternative  Medicine,  part  of  the  National  Institutes  of 
Health,  has  developed  the  following  broad  classification  of 
complementary  and  alternative  health  care  practices. 


Alternative  systems  of  medical  practic 


Health  care 

ranging  from  self-care  according  to”  folk  principles,  to 
care  rendered  in  an  organized  health  care  system  based 
on  alternative  traditions  or  practices. 


Acupuncture 

Anthroposophically  extended  medicine 
Ayurveda 

Community-based  health  care  practices 

Environmental  medicine 

Homeopathic  medicine 

Latin  American  rural  practices 

Native  American  practices 

Natural  products 

Naturopathic  medicine 

Past  life  therapy 

Shamanism 

Tibetan  medicine 

Traditional  oriental  medicine 


Bioelectromagnetic  application 


2 The  study  of  how  liv- 


ing organisms  interact  with  electromagnetic  (EM)  fields. 


Blue  light  treatment  and  artificial  lighting 

Electroacupuncture 

Electromagnetic  fields 

Electrostimulation  and  neuromagnetic  stimulation  services 
Magnetoresonance  spectroscopy 


Diet,  nutrition,  lifestyle  change 


^The  knowledge  of  how  to 
prevent  illness,  maintain  health,  and  reverse  the  effects  of 
chronic  disease  through  dietary  or  nutritional  intervention. 


Changes  in  lifestyle 
Diet 

Gerson  therapy 
Macrobiotics 
Megavitamins 
Nutritional  supplements 


Employing  plant  and  plant  products 
fr'om  f6lk”m¥dicine  traditions  for  pharmacological  use. 


Echinacea  (purple  coneflower) 
Ginger  rhizome 


Ginkgo  biloba  extract 
Ginseng  root 

Wild  chrysanthemum  flower 

Witch  hazel 

Yellowdock 


'-S? 

jiK-g'lg  Using  touch  and  manipulation  with  the 
hands  as  a diagnostic  and  therapeutic  tool. 


Acupressure 
Alexander  technique 
Biofield  therapeutics 
Chiropractic  medicine 
Feldenkrais  method 
Massage  therapy 
Osteopathy 
Reflexology 
Rolfing 

Therapeutic  touch 
Trager  method 
Zone  therapy 


M i nd/body  .contro 


Jj  Exploring  the  mind’s  capacity  to  af- 
fect the  body,  based  on  traditional  medical  systems  that 
make  use  of  the  interconnectedness  of  mind  and  body. 


Art  therapy 
Biofeedback 
Counseling 
Dance  therapy 
Guided  imagery 
Humor  therapy 
Hypnotherapy 
Meditation 
Music  therapy 
Prayer  therapy 
Psychotherapy 
Relaxation  techniques 
Support  groups 


Pharmacological  [ and  Hiologicai  .treatment 


Drugs  and 

vaccines  not  yet  accepted  by  mainstream  medicine. 


Antioxidizing  agents 
Cell  treatment 
Chelation  therapy 
Metabolic  therapy 

Oxidizing  agents  (ozone,  hydrogen  peroxide) 

Source:  National  institutes  of  Health,  Office  of  Alternative  Medicine 
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cialties  espouse  alternative  care,  according  to  a 1994  survey 
that  showed  more  than  60%  of  physicians  (in  Washington 
state,  New  Mexico,  and  Israel)  recommended  alternative 
therapies  to  their  patients  at  least  once  the  year  before  (3). 

Texas  Medicine  asked  several  Texas  physicians  their  opin- 
ions about  alternative  care,  why  they  think  Americans  spend 
billions  of  dollars  a year  on  it,  and  how  they  approach  the 
matter  with  their  patients.  Even  though  their  views  of  un- 
conventional care  differ,  they  all  stressed  the  importance  of 
talking  to  patients  about  alternative  care  and  never  belittling 
them  for  exploring  it. 


Prove  it 

Ithough  he  doesn’t  dismiss  alternative  care  out- 
of-hand,  Houston  oncologist  Lewis  Hellerstein, 
MD,  says  physicians  shouldn’t  promote  thera- 
pies not  backed  by  hard  science.  Many  herbal 
supplements  are  good  examples  of  unproven 
therapy.  Dr  Hellerstein  says.  “There’s  no  ques- 
tion that  herbs  have  pharmacological  proper- 
ties,” he  said.  “But  the  problem  is  that  when  you 
buy  them  from  a natural  food  store,  there’s  no  guarantee 
of  their  quality  or  dosage.” 


Alternative  systems 

What  they  are,  what  they  believe,  and  how  they  work 


By  Laurie  Stoneham,  Associate  editor 


Several  alternative  approaches  to  health  care  can  be  grouped  into  major  categories  that  encompass  both  cultural  and 
philosophical  belief  systems.  The  following  is  a description  of  some  of  the  alternatives  that  patients  are  exploring. 


System 

Philosophy 

Treatment  Principles 

Acupuncture 

Illness  results  from  an  imbalance  of  vital  life 
energies  known  as  qi  (or  ki,  chi,  qui,  pronounced 
chee).  Practiced  for  more  than  2,000  years  as  a 
component  of  traditional  oriental  medicine. 

Needles  placed  at  any  of  hundreds  of 
acupoints  along  a network  of  meridians 
that  serve  as  a conduit  to  carry  qi  between 
the  body  surface  and  internal  organs. 

Ayurveda 

Practiced  in  India  for  more  than  5,000  years.  Major 
belief  that  imbalances  in  consciousness  lead  to 
poor  habits  that  result  in  ill  health.  Doshas 
or  physical  elements  (Vata,  Pitta,  and  Kapha) 
regulate  all  bodily  functions.  Ayurveda  is 
espoused  by  best-selling  author  Deepak  Chopra. 

Lifestyle  changes  including  diet,  exercise, 
and  sleep,  along  with  massage  and 
meditative  exercises  may  be  suggested  to 
to  reach  balanced  state  of  inner  harmony. 
Herbal  remedies  also  employed. 

Homeopathy 

“Like  cures  like." 

Minute  doses  of  a natural  substance  that 
would  produce  the  same  symptoms  as  the 
disease  or  disorder  being  treated. 

Naturopathy 

The  body  can  heal  itself,  and  the  whole  person 
should  be  treated  with  a variety  of  therapeutic 
interventions. 

Combines  traditional  natural  therapies 
such  as  botanical  medicine,  homeopathy, 
acupuncture,  and  manipulative  therapy 
with  conventional  medical  care. 

Traditional 

oriental  medicine 

Yin  and  yang  must  be  kept  in  balance.  Well-being 
occurs  from  balancing  the  body,  mind,  spirit,  and 
environment.  Life  force  energy,  qi,  must  also  be 
allowed  to  flow  without  disruption. 

Uses  a variety  of  modalities  to  create 
balance:  herbs,  acupuncture,  and  dietary 
interventions  are  employed,  along  with 
qigong,  exercises  that  combine  breathing, 
meditation,  and  movement. 

Latin  American 
rural  practices 

Curanderismo  describes  health-related  matters  in 
terms  of  their  humoral  and  folk  elements.  Balance 
necessary  for  good  health. 

Amulets,  special  symbols,  massage,  herbal 
teas,  and  ritual  cleansings  are  used  to 
achieve  or  restore  balance. 
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He  has  seen  plenty  of  instances  where  well-meaning 
physicians  have  recommended  unproven  treatments  that  ac- 
tually have  worsened  their  patients’  conditions.  Almost  every 
patient  referred  to  him  who  bruises  easily,  he  says,  previously 
had  been  advised  by  a physician  to  take  vitamin  K or  vitamin 
C.  “Not  only  is  that  totally  useless,  but  vitamin  C can  inter- 
fere with  other  medications  and  upset  the  stomach.” 

Dr  Hellerstein  says  he  fears  patients  may  delay  responsi- 
ble courses  of  treatment  to  pursue  alternative  care,  which 
could  increase  morbidity  and  mortality.  Chronic  disease  suf- 
ferers are  especially  vulnerable  to  alternative  care  practition- 
ers who  may  just  want  their  money.  “Generally,  those 
patients  don’t  lose  their  lives,  but  they  do  lose  quality  of  life 
by  ignoring  competent  treatment,”  he  said. 

Hyped  claims  — even  when  patients  aren’t  harmed  — of- 
fend Dr  Hellerstein.  “You  can  walk  into  any  convenience 
store  and  face  a whole  row  of  vitamins  and  supplements  for 
increasing  vitality,  sexual  vigor,  mental  activity,  you  name  it. 
And  it’s  fraudulent.  It’s  not  just  that  people  waste  their 
money,  it’s  that  they  falsely  continue  to  believe  these  prod- 
ucts are  of  some  benefit.” 
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widespread  acceptance  of  unconventional  care,  according  to 
Dr  Hellerstein.  “The  cost  of  medical  care  has  gone  up,  and 
people  would  rather  try  something  that  looks  relatively  less 
expensive  and  hope  it  works,  rather  than  go  through  what 
they  may  see  as  costly  and  intimidating  visits  to  the  doctor.” 

But  Dr  Hellerstein  doesn’t  trumpet  his  disdain  for  what  he 
calls  nonmedical  remedies,  saying  he  prefers  to  begin  with  a 
soft  attitude  with  his  patients.  “Then  I try  using  facts  to  jus- 
tify why  they  shouldn’t  waste  their  money.”  He  has  seen  pa- 
tients try  just  about  every  alternative  practice  and  therapy 
available,  yet  his  patients  rarely  hesitate  to  tell  him  what 
they  are  using  or  taking,  and  he  volunteers  to  research  prod- 
ucts his  patients  have  heard  about.  “I’m  willing  to  recom- 
mend anything  that  shows  scientifically  provable  benefits.  If 
something  is  unproven.  I’ll  tell  my  patients  they  don’t  need  it 
and  that  their  quality  of  life  would  probably  be  better  if  they 
spent  the  money  going  to  a good  movie.” 

Because  alternative  care  is  a reality  in  our  culture  today. 
Dr  Hellerstein  says,  ignoring  it  or  shrugging  it  off  won’t  solve 
the  problem.  “Patients  will  think  you’re  close-minded  and 
will  go  to  someone  else  who  will  discuss  it  with  them.” 


“Anytime  you  don’t  like  something, 
you  tend  to  call  it  quackery. 
Some  complementary  care  is 
quackery,  but  not  all  of  it  is.” 


What’s  the  harm  in  people  wasting  their  own  money  and 
falling  for  some  kind  of  placebo  effect?  “It’s  dishonest  and  it’s 
deceptive,”  Dr  Hellerstein  said,  adding  that  when  patients  rely 
on  a placebo  effect,  physicians  might  miss  a true  diagnosis. 

An  example  of  a “what’s  the  harm  attitude,”  he  says,  was 
the  routine  administration  of  vitamin  B12  shots  to  older  pa- 
tients on  request.  Physicians  said  if  they  hadn’t  given  the 
shots,  someone  else  would  have.  “When  Medicare  stopped 
paying  for  them,  the  administration  of  B12  shots  dropped 
precipitously,  and  strangely  enough,  patients  didn’t  go  else- 
il  where.  It  was  amazing  how  the  question,  ‘What’s  the  harm?’ 
faded  away  when  Medicare  stopped  paying.” 

Dr  Hellerstein  attributes  the  burgeoning  growth  of  alter- 
native care  partly  to  the  lobbying  clout  of  the  health  food 
and  nutritional  supplement  industries.  According  to  Dr 
Hellerstein,  those  industries  pressured  Congress  to  create  the 
NIH  Office  of  Alternative  Medicine,  which  lends  unmerited 
legitimacy  to  alternative  care. 

Other  changes  in  our  culture  could  explain  the  more 


I’ll  take  some 

Many  physicians  like  internist  Valerie  A. 

Lawrence,  MD,  associate  professor  of  medicine 
at  The  University  of  Texas  Health  Science  Center 
in  San  Antonio,  incorporate  into  their  practices 
a select  few  alternative  therapies  that  have  been 
rigorously  studied.  Dr  Lawrence’s  patients  can 
choose  between  herbal  or  conventional  reme- 
dies for  certain  ailments  or  complaints.  “For  mi- 
nor depression,  I might  recommend  St  John’s  Wort  because  a 
meta-analysis  of  clinical  trials  indicates  benefit.” 

Although  she  hasn’t  been  tempted  to  learn  it  herself  because 
it  would  take  so  much  time.  Dr  Lawrence  would  recommend 
acupuncture.  Published  evidence  shows  it  is  effective  for  nausea 
associated  with  chemotherapy  and  for  post-dental  procedure 
pain,  she  says.  “I’m  pleased  that  people  are  interested  in  taking 
an  evidence-based  approach  not  only  to  the  practice  of  conven- 
tional medicine  but  also  to  alternative  therapies,  and  are  sub- 
mitting these  potential  therapies  to  rigorous  scientific  trials.” 
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Dr  Lawrence  recalls  that  therapies  such  as  acupuncture 
and  hypnosis  were  considered  exceedingly  strange  not  so 
long  ago.  “Now,  they’ve  become  fairly  mainstream,  although 
a lot  of  that  still  depends  on  your  point  of  view  and  how  long 
the  therapies  have  been  around.” 

She  attributes  many  physicians’  strong  opposition  to  al- 
ternative therapies  to  fear  of  the  unknown.  “Also,  anytime 
you  don’t  like  something,  you  tend  to  call  it  quackery.  Some 
complementary  care  is  quackery,  but  not  all  of  it  is.” 

Fear  of  a patient  being  harmed  by  alternative  remedies 
probably  accounts  for  some  physician  reticence,  as  well,  she 
says.  “And  there  may  also  be  a fear  of  complementary  care 
practitioners  taking  over  a larger  share  of  the  patient  popula- 
tion and  reducing  potential  income  for  traditional  physicians.” 

The  use  of  alternative  therapies  continues  to  grow  be- 
cause, in  general,  alternative  therapies  are  less  expensive 
than  conventional  care.  Dr  Lawrence  says.  “People  are  will- 
ing to  talk  about  them  as  they  have  become  more  socially  ac- 
ceptable. Also,  Americans  increasingly  are  aware  that  many 
of  these  therapies  have  been  used  in  Western  European  coun- 
tries for  years.” 


Dr  Counts  sees  the  growth  of  alternative  care  as  a patient- 
driven  phenomenon  and  says  people  with  chronic  ailments 
have  led  others  into  uncharted  alternative  waters.  “That’s 
where  these  therapies  originated  because  conventional  med- 
icine really  had  little  to  offer.  People  with  chronic  ailments 
started  going  to  chiropractors  and  acupuncturists  and,  in 
some  cases,  gained  relief  from  their  symptoms,”  he  said. 

“People  are  afraid  of  medications  and  their  interactions. 
That’s  why  they  are  choosing  various  herbal  therapies,”  he 
added,  citing  a recent  JAMA  article  that  said  in  1996  there  were 
106,000  fatal  drug-drug  interactions  in  US  hospitals  alone. 

“People  are  sensitive  to  this.  They  read  this  in  the  major 
media,  and  they’re  just  trying  to  find  a simpler,  less  invasive 
way  of  taking  care  of  themselves.”  However,  Dr  Counts  says 
he  warns  patients  to  be  cautious  about  the  deleterious  ef- 
fects of  certain  herbal  remedies  and  the  problems  of  inef- 
fectual therapies. 

Dr  Counts  says  he  believes  physicians  who  integrate  al- 
ternative care  into  their  practices  are  perceived  as  more  com- 
passionate because  they  spend  more  time  with  their  patients 
and  listen  to  them  more  closely. 


“People  are  afraid  of  medications  and 
iheir  interactions.  That’s  why  they  are 
choosing  various  herbal  therapies.’’ 


Dr  Lawrence  says  it  is  easy  to  talk  to  her  patients  about 
unconventional  care.  “Most  of  my  patients  are  pretty  open. 
They  will  ask  me  about  something  they’ve  heard  about  and 
whether  I would  mind  if  they  try  it.” 

Her  advocacy  of  some  alternative  therapies  does  not  stig- 
matize Dr  Lawrence  among  her  closest  peers,  she  says,  partly 
because  of  their  long  sensitization  to  the  folk  healing  of  local 
Mexican  Americans.  “We’ve  all  been  aware  of  complemen- 
tary therapies  for  a long  time,  so  it’s  not  a big  deal  to  us.  It’s 
not  that  new.  What  is  new  and  exciting  is  scientific  study  of 
the  benefits  and  risks  of  alternative  therapies.” 

Count  me  in 

Austin  family  practitioner  Donald  Counts,  MD,  has 
long  integrated  alternative  therapies  into  his  prac- 
tice. He  began  studying  acupuncture  as  a new  physi- 
cian 25  years  ago.  He  offers  his  patients  numerous 
alternative  care  choices,  from  herbs  to  acupuncture 
to  hypnosis.  New  patients  complete  an  8-page  his- 
tory that  includes  questions  about  their  spirituality 
and  whether  they’ve  tried  alternative  therapies. 


Dr  Counts  is  excited  to  see  the  various  alternative  medi- 
cine modalities  beginning  to  be  subjected  to  conventional 
scientific  examination.  “We’re  living  through  it  right  now  — 
it’s  happening  right  before  our  eyes.  The  way  I view  alterna- 
tive therapies  is  that  the  more  I learn  about  these  various 
modalities,  the  more  I have  to  offer  my  patients.”  ★ 
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l\.  recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  I ^,'FTl  Frontier’s 
financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.Q^QCEE9  In  addition  to  medical 
expertise,  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  275-3873.  If  calling 
from  Houston  (713)  461-1504. 


rontier  Only  Deals  with  the  Facts 


A Market  Leader  in  Professional  Liability  Insurance 
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Integrating  the  dollars 

Alternative  medicine  is  adding  up  to  some  real  money 
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A total  of  $13.7  billion  — that’s 
the  most  often  quoted  figure  es- 
timating the  size  of  the  alterna- 
tive health  care  industry  in  this 
country.  It’s  based  on  the  famous 
1990  David  Eisenberg,  MD, 
1 study  Unconventional  Medicine 
in  the  United  States  (see  “Out  of  the 
Shadows,”  pp  26-32).  But,  as  with  most 
everything  swirling  about  this  topic,  that 
figure  is  hotly  contested.  One  thing  is 
fairly  certain,  though.  By  whatever  name 
— alternative,  complementary,  uncon- 
ventional, or  integrative  medicine,  thera- 
pies, or  practices  — this  brand  of  treating 
what  ails  Americans  is  big  business  and 
getting  bigger.  > > 


By  Laurie  Stoneham,  Associate  editor 


www.texmed.org 
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Timothy  Gorski,  MD,  believes  many  of 
'the  numbers  associated  with  these  prac- 
tices are  trumped  up  by  people  who  have 
a political  agenda  to  make  the  field  ap- 
pear bigger  than  it  is.  The  Arlington  ob- 
'stetrician-gynecologist,  president  of  the 
Dallas-Fort  Worth  Area  Council  Against 
Health  Fraud  and  a board  member  of  the 
iNational  Council  for  Reliable  Health  In- 
formation, disputes  the  overall  design  of 
Dr  Eisenberg’s  study.  He  questions  the  va- 
lidity of  including  commercial  weight  loss 
programs  such  as  Weight  Watchers  and 
self-help  groups  such  as  Alcoholics 
Anonymous,  along  with  exercise,  prayer, 
and  individual  dietary  measures  within 
the  definition  of  unconventional  thera- 
pies. According  to  Dr  Gorski,  “Even  Dr 
Eisenberg  has  admitted  that  the  bulk  of 
what  he  called  ‘unconventional  medicine’ 
in  that  study  and  which  he  now  equates 
with  ‘alternative  medicine’  can  really  be 
considered  a kind  of  ‘extended  self-care.’” 

I Preston  Gee,  senior  vice  president  for 
business  development  with  St  David’s 
Healthcare  Partnership  in  Austin,  served 
j as  chair  of  a national  work  group  on  al- 
ternative medicine  for  Columbia/HCA 
and  conducted  extensive  consumer  fo- 
cus group  research.  He  approximates 
I the  national  tab  to  be  in  the  neighbor- 
I hood  of  $22  to  $50  billion.  The  author 
of  several  books,  including 
Columbia/HCA  Healthcare  on  Overdrive, 
Mr  Gee  arrives  at  the  low  end  by  apply- 
i ing  the  gross  national  product  portion  of 
health  care  expenditures  to  the  base 
, number  of  $13.7  billion.  The  higher  end 
! of  the  scale  is  based  on  growth  estimates 
j of  the  field,  which  Mr  Gee’s  group  con- 
tends is  “outpacing  the  growth  of  tradi- 
I tional  medicine  and  health  care.” 

I In  a recent  Modern  Healthcare  edito- 
’ rial,  “Health  Systems  Need  to  Embrace 
; Growth  in  Alternative  Medicine,”  the 
f numbers  were  lower:  “Consumers 
likely  will  spend  about  $5  billion  on  al- 
I ternative  medicine  this  year,  most  of  it 
. out-of-pocket.” 

Narrowly  defined  segments  offer 
still  more  divergent  assessments.  The 
, University  of  Texas-Houston  Health 
Science  Center,  which  is  the  National 
Institutes  of  Health  Office  of  Alterna- 
I tive  Medicine  research  center  evaluat- 
' ing  cancer,  estimates  that  some  50%  of 
the  nation’s  cancer  patients  spend  up- 


wards of  $25  billion  annually  on  alter- 
native medicine.  And  even  small  slices 
of  the  overall  pie  account  for  signifi- 
cant dollars.  A Prevention  magazine/ 
NBC  News  survey  estimated  that  the 
total  retail  value  of  herbs  sold  in  the 
United  States  (not  vitamins  and  miner- 
als) was  $3.24  billion  in  1996. 

Changing  attitudes 

What  is  well  accepted  by  all  groups  is 
that  the  cost  of  alternative  therapies  is 


work  and  natural  products  mail  order 
service.  Different  regions  of  Kaiser  Per- 
manente  are  independently  creating  al- 
ternative network  offerings.  Both  plans 
indicate  that  studies  of  member  inter- 
ests in  and  current  uses  of  alternative 
therapies  have  been  the  driving  forces 
behind  these  emerging  reimbursement 
patterns. 

According  to  John  Weeks,  editor  of  Al- 
ternative Medicine  Integration  & Cover- 
age, a newsletter  that  tracks  trends  in 


“Even  Dr  Eisenberg  has  admitted  that  the  bulk  of  what 
he  called ‘unconventional  medicine’ in  that  study  and 
which  he  now  equates  with ‘alternative  medicine’ can 
really  be  considered  a kind  of’extended  self-care.’’’ 


largely  borne  by  consumers  directly.  Dr 
Eisenberg  estimated  that  in  1990, 
Americans  spent  $10.3  billion  of  their 
own  money  on  everything  from  spiri- 
tual and  energy  healing  to  acupuncture 
and  biofeedback. 

That’s  changing  too,  though.  Health 
plans  across  the  country  are  beginning 
to  reimburse  for  alternative  modalities. 
In  a national  survey  conducted  by  Land- 
mark Healthcare,  Inc,  an  alternative 
care  managed  care  organization,  two 
thirds  of  the  health  maintenance  organi- 
zations (HMOs)  polled  indicated  they 
currently  offer  or  plan  to  offer  therapies 
such  as  chiropractic  and  acupuncture 
within  the  next  year  or  2. 

In  1997,  the  financially  beleaguered 
Oxford  Health  Plan  launched  1 of  the 
country’s  first  alternative  medicine  pro- 
grams with  a credentialed  provider  net- 


complementary  alternative  medicine 
(CAM)  for  payers  and  providers,  the 
most  activity  among  insurers  is  seen  on 
the  West  Coast  and  in  the  upper  Mid- 
west, New  England,  and  mid-Atlantic  re- 
gions. Colorado  and  Arizona  are  other 
hotbeds  for  integrative  practices.  At  a na- 
tional level,  Mr  Weeks  says.  Blue  Cross 
Blue  5hield,  United  Healthcare,  and  the 
Veterans  Administration  are  exploring 
the  value  of  offering  alternative  care. 

In  1996,  the  state  of  Washington  be- 
gan requiring  health  insurance  carriers 
to  provide  access  to  all  alternative  ther- 
apy providers  licensed  or  certified  by 
the  state.  According  to  Mr  Weeks,  that 
includes  naturopaths,  acupuncturists, 
midwives,  osteopaths,  and  chiroprac- 
tors. Despite  insurers’  court  challenges 
of  the  statute  on  the  basis  of  the  federal 
Employee  Retirement  Income  Security 


Library  offers  alternative  medicine  information 


Nancy  Reynolds,  director  of  the  TMA  Library,  has  compiled  a 
comprehensive  Glossary  of  Terms  for  Complementary  and  Alter- 
native Medical  Health  Care  Practices,  along  with  a bibliography 
of  source  materials  and  organizations  you  may  contact  for  further  informa- 
tion. These  materials  are  available  on  the  TMA  Web  site  at  www.texmed.org/ 
resource_center/rcJibrary.html. 
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Act,  the  law  prevails  and  apparently  is 
very  popular  with  consumers. 

Mr  Gee  added  that  as  more  and  more 
payers  provide  alternative  services  ben- 
efits, “you’re  going  to  see  almost  an  ex- 
ponential growth  in  this  area.” 

Texas  trends 

Coverage  of  chiropractic  is  nothing 
new  nationally  or  in  Texas.  Dr  Gorski 
points  out,  though,  that  Texas  is  1 of  23 
states  in  which  Medicaid  does  not  pay 
for  chiropractic  services.  However,  few 
plans  in  the  state  reimburse  for  other 
forms  of  alternative  care,  according  to 
Donald  Counts,  MD.  The  Austin  family 
practitioner  says  most  of  his  patients 
pay  directly  for  his  acupuncture  treat- 
ments and  other  therapies. 

That’s  changing,  too,  though.  Seton 
Health  Plan  in  Austin,  whose  members 
include  some  6,000  employees  of  the 
Seton  Healthcare  Network,  will  begin 
covering  biofeedback  and  acupuncture 
for  specific  indications  in  its  next  en- 
rollment period.  Gary  Piefer,  MD,  the 
plan’s  medical  director,  says  the  move 
came  about  because  members  “identi- 
hed  a need  or  at  least  an  interest  that 
this  be  a portion  of  their  health  care 
plan.”  He  adds,  “There  will  be  a con- 
tinuous evaluation  of  all  of  these 
modalities  to  the  extent  that  they  are 
medically  necessary  and  medically 
beneficial  to  our  enrollees;  they’re 
things  we’ll  be  interested  in.” 

Alternative  provider  network 

The  unconventional  health  practices 
following  has  enough  momentum  in 
Austin  to  spawn  a new  business  con- 
cept. Former  Mayor  Bruce  Todd  and  his 
wife,  public  relations  consultant  Eliza- 
beth Christian,  have  launched  Health^ 
a program  offering  individuals  and 
companies  discounts  on  the  services  of 
a credentialed  network  of  alternative 
therapists,  including  acupuncturists, 
chiropractors,  dietitians,  massage  ther- 
apists, mental  health  providers,  yoga 
instructors,  and  biofeedback  therapists. 
Discounts  also  are  available  at  select  vi- 
tamin and  herb  retailers. 

The  program,  being  marketed  to 
corporations  and  individuals,  is  avail- 
able for  annual  dues  that  range  from 
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$24  to  $61  per  person.  Cardholders  re- 
ceive 25%  discounts  off  providers’  reg- 
ular fees  as  well  as  15%  savings  on 
supplement  purchases.  After  7 months 
of  operation.  Health^  had  1,500  mem- 
bers participating  in  its  corporate  and 
individual  plans.  If  the  Austin  model 
proves  successful,  the  company  may 
expand  to  Houston  and  Dallas. 

Mr  Todd  says  he  thought  the  busi- 
ness, which  he  touts  as  promoting  the 


use  of  “integrative  medicine,”  would 
generate  criticism  from  conventional 
physicians.  That  has  not  occurred,  some- 
what to  his  surprise.  “We  believe  as  the 
lines  blur  between  conventional  medi- 
cine and  alternative  medicine,  some  of 
the  mainline  practices  and  practitioners 
in  these  areas  will  be  very  much  part  of 
a physician’s  referral  system.” 

Savings  plans 

Former  Texas  internist  Larry  Dossey, 
MD,  travels  the  country  discussing  and 
exploring  CAM  trends  and  realities  as 
executive  editor  of  Alternative  Therapies 
in  Health  and  Medicine.  He  is  seeing 
plans  in  various  parts  of  the  country 
“referring  patients  directly  to  wellness 
centers  for  cardiac  and  other  forms  of 
physical  rehabilitation  and  enlisting 
them  in  various  alternative  therapy  pro- 
grams, even  without  the  consent  of 
physicians.”  Why?  Dr  Dossey  says  the 
reason  is  simple:  “It  saves  them  money.” 
He  thinks  cost  effectiveness  is  another 
“driving  force  that  HMOs  are  going  to 
be  increasingly  sensitive  toward.” 

Dr  Gorski  counters  that  “some  alter- 
native medicine  is  cheap  compared  to 
effective  methods  of  scientific  medicine 
and  is  therefore,  cost-effective  from  a 
company’s  point  of  view.  They  would 
much  rather  pay  for  spiritual  healing 
than  a bone  marrow  transplant!” 
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Mutual  of  Omaha  estimates  it  saves 
$6.50  in  conventional  care  for  every  $1 
spent  in  alternative  medicine  designed 
to  reverse  heart  disease.  Austin  cardiol- 
ogist Michael  Rotman,  MD,  (see  “The 
Heart-mind  Gonnection,”  p??)  has 
compiled  similar  statistics  that  show 
secondary  prevention  measures  can  re-  i 
suit  in  impressive  savings,  including  a 
40%  reduction  in  hospital  admissions, 
a 30%  reduction  in  length  of  hospital ; 


stays,  and  significant  reductions  in 
medication  expenses,  the  number  of 
emergency  department  and  physician 
office  visits,  and  the  cost  and  number 
of  procedures. 

Consumers  at  the  helm 

Mr  Gee  indicates  that  while  Colum- 
bia/HCA  is  currently  in  a “back-to-basics 
mode,”  some  of  the  individual  markets, 
including  his  own,  continue  to  explore  if 
and  how  to  deliver  services  that  com- 
plement traditional  medical  care.  He 
says  research  shows  this  is  a consumer- 
driven  initiative  or  phenomenon.  “The 
health  care  consumer  is  much  better  ed- 
ucated, much  more  assertive,  much 
more  demanding  of  choice,  and  they 
want  providers  who  are  going  to  engage 
in  meaningful  dialogue.  I think  any 
health  care  provider  who  is  not  at  least 
analyzing  it,  researching  it,  and  dis- 
cussing it  with  key  stakeholder  groups  is 
really  missing  an  opportunity.” 

Dr  Gorski  disagrees  wholeheartedly 
and  thinks  consumers  are  being  de- 
ceived slowly  and  systematically.  He 
says  the  various  terms  used  in  promot- 
ing many  alternative  medicine  claims 
and  practices  are  not  defined  well 
enough  and  that  there  are  financial 
links  between  media  companies  and 
prominent  alternative  medicine  gurus 
that  are  not  commonly  known  or  ap- 


“We  believe  as  the  lines  blur  between  conventional 
medicine  and  alternative  medicine,  some  of  the 
mainline  practices  and  practitioners  in  these  areas  will ! 
be  very  much  part  of  a physician’s  referral  system.’’ 
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^predated  by  the  public.  “It’s  not  like 
r the  public  woke  up  one  day  and  said 
, we  want  this  stuff,”  Dr  Gorski  said.  “I 
think  there  was  a group  of  people  who 
came  out  of  the  ’60s  who  were  ideolog- 
ically committed  to  certain  ideas  that 
were  more  religious  than  anything  else. 
But  this  is  now  a multibillion-dollar  in- 
dustry with  political  clout.  And  it’s 
been  helped  greatly  by  federal  funding 
and  the  1994  Dietary  Supplement  and 
Health  Education  Act,  which  gutted  the 
regulatory  oversight  of  this  business.” 

After  talking  to  hundreds  of  physi- 

■ cians  of  varying  points  of  view.  Dr 
; Dossey  concludes,  “It  doesn’t  matter 
j largely  whether  any  particular  physi- 
cian wants  to  sign  on  to  this  movement 
or  not.”  Most  observers  agree  the  alter- 
. native  medicine  train  has  left  the  sta- 

■ tion  and  is  gathering  steam. 

“We  have  a tendency  to  say  it’s  ei- 
I ther  going  to  be  scientific,  traditional 
. orthodox  medicine,  or  it’s  going  to  be 
I flaky,  new  age,  fringy  alternative  medi- 
1 cine.  It  doesn’t  break  down  that  way. 
1 We’re  going  to  synthesize  something 
1 out  of  this  movement  in  American 
' medicine  that’s  going  to  represent  the 
I best  of  both,”  Dr  Dossey  asserted. 

I And  as  for  the  varied  opinions  on 
' the  economic  impact,  maybe  the  late 
I Illinois  Sen  Everett  Dirksen’s  famous 
. line  applies  here,  too:  “A  billion  here,  a 
; billion  there,  and  pretty  soon,  you’re 
talking  about  real  money.”  ★ 


“Casey  & Casey  Increased  our  cash  receipts  20% 
while  reducing  our  90-day  accounts  by  60%.” 


If  you  are  a physician  in  Texas, 
we  have  the  proven  system  for 
cash  flow  improvement.  Call  toll- 
free  now.  We’ll  send  references, 
credentials,  and  complete  details 
on  our  billing  and  consulting 
services. 


John  Davis,  MD 
Family  Practice 


800-575-5335 

e-mail:  casevcpa@ktc.com 


CASEVSiS 

CERTIFIED  PUBLIC  ACCOUNTANTS 


"Imiiiwtce  ttnd  Risk  Mmagement  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  • IPA's  • PHO's  • MSO%  • 

• Multi-Specialty  Practices  • 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
Scin  Antonio/  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fox:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Tel  800.880.1300 
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Applying  the  rigors  of  science 

Researchers  are  looking  for  the  how  and  why  of  alternative  practices 
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j he  former  mayor  of  Austin  wasn’t 
inclined  to  forget  the  allergy 
medicine  he  took  religiously 
every  morning  and  every  evening 
for  more  than  20  years.  To  do  so 
would  mean  certain  agony  — a 
sinus  headache  within  6 hours. 

Then,  a few  months  ago,  friends  sug- 
gested that  Bruce  Todd  try  an  alternative 
therapy  that’s  been  practiced  for  centuries 
but  has  no  US-based  clinical  trials  to 
prove  its  efficacy  for  allergy  relief.  Despite 
the  lack  of  scientific  approval,  Mr  Todd  is 
satisfied  the  therapy  works  because  he 
hasn’t  had  to  take  pills  and  hasn’t  had  a si- 
nus headache  since  his  first  acupuncture 
treatment  in  March  of  this  year.  > 


By  Laurie  Stoneham,  Associate  editor 
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Today,  Mr  Todd  is  nearly  finished 
with  the  treatment  that  he  was  skeptical 
of  using  at  first,  even  though  he’s  a be- 
liever in  such  therapies  as  founder  and 
president  of  Health^  a network  of  alter- 
native providers  (see  “Integrating  the 
Dollars,”  p 34-37).  It  makes  sense  to 
him  because  he  says  acupuncture  saves 
him  from  having  foreign  substances  in 
his  body,  saves  him  (and  his  insurer) 
money  on  prescription  medicine,  and 
saves  him  the  hassle  of  taking  the  med- 
ication and  the  pain  of  sinus  flare-ups. 

His  case  exemplifies  what’s  happening 
in  the  exploding  alternative  medicine 
arena:  A well-educated,  discriminating 
user  of  conventional  medicine  seeks  re- 
lief outside  the  Western  biomedical 
model  and  finds  it. 

Mr  Todd’s  experience  is  far  from  un- 
common. So  impressive  are  the  usage 
data,  trends,  and  dollars  behind  alterna- 
tive medicine  that  strides  are  being  taken 
on  several  fronts  to  see  if  it  stands  up  to 
the  rigors  of  scientific  investigation. 
Larry  Dossey,  MD,  former  chief  of  staff  of 
Medical  City  Dallas,  calls  the  trend  to- 
ward alternative  practices  a “huge  social 
and  economic  force  in  this  country.” 

National  efforts 

Responding  to  the  need  for  more  hard 
science  on  alternative  therapies.  Con- 
gress formed  the  Office  of  Alternative 
Medicine  (0AM)  in  1992  at  the  Na- 
tional Institutes  of  Health.  This  agency 
spends  about  $40  million  a year  inves- 
tigating complementary  alternative 
medicine  (CAM)  practices.  It  has  estab- 
lished 10  research  centers  to  evaluate 
the  prevalence  and  efficacy  of  CAM 
modalities  as  therapeutic  interventions 
j in  various  disease  categories  (see  Of- 
fice of  Alternative  Medicine  Specialty 
Research  Centers  on  this  page). 

The  University  of  Texas-Houston 
Health  Science  Center  is  the  0AM  center 
for  cancer  research.  UT-Houston  is  co- 
funded by  the  National  Cancer  Institute, 
and  research  is  conducted  collaboratively 
with  The  University  of  Texas  School  of 
Public  Health  and  The  University  of 
Texas  M.D.  Anderson  Cancer  Center. 

This  work  includes  a survey  of  CAM 
used  by  cancer  patients  at  the  8 clinics  at 
M.D.  Anderson.  Another  study  assesses 
the  experience  of  patients  treated  at  2 


well-established  alternative  medicine  fa- 
cilities: Livingston  Foundation  Medical 
Center  in  San  Diego  and  Bio-Medical 
Center  in  Tijuana,  Mexico.  Other  projects 
are  investigating  whether  ginseng  can 
modulate  carcinogenic  metabolism,  the 
antioxidant  properties  of  green  tea,  the 
efficacy  of  shark  cartilage  for  prostate  pa- 
tients, survival  rates  of  patients  receiving 
Coley  toxins,  and  the  pattern  of  use  of 
the  herbal  therapy  Flor*  Essence. 

Jim  Rohack,  MD,  associate  director  of 
medical  operations  for  the  Scott  & White 
Health  Plan  in  Temple,  says  such  research 
will  enable  the  medical  profession  “to 
protect  the  public  against  quackery  while 


defining  true  complementary  practices 
that  can  enhance  the  scientific  method.” 

What’s  being  taught 

US  medical  schools  are  opening  the 
door  to  exploring  therapies  that  were 
given  no  credibility  just  a few  years 
ago.  Everything  from  survey  courses  on 
complementary  medicine  to  introduc- 
tions to  Ayurvedic  medicine  are  taught 
at  some  40  institutions.  These  include 
some  of  the  nation’s  most  elite  schools: 
Boston  University,  Columbia,  George- 
town, Harvard,  Johns  Hopkins,  Mount 
Sinai,  New  York  Medical  College,  Stan- 
ford, University  of  Louisville,  Univer- 


Office  of  Alternative  Medicine 
specialty  research  centers 


The  National  Institutes  of  Health  Office  of  Alternative  Medicine  (OAM) 
has  funded  10  research  centers  to  study  complementary  and  alternative 
treatments  for  specific  conditions: 


Center 


Bastyr  University 
Columbia  University 
Harvard  Medical  School 
Kessler  Institute  for  Rehabilitation 
Stanford  University 
University  of  California  at  Davis 
University  of  Maryland 
School  of  Medicine 
University  of  Minnesota 
Medical  School 

The  University  of  Texas-Houston 
University  of  Virginia  School  of  Nurs 


Specialty 


HIV/AIDS 

Women's  health  issues 
General  medical  conditions 
Stroke  and  neurological  conditions 
Aging 

Asthma,  allergy,  and  immunology 
Pain,  nursing 

Addictions 

Cancer 
Pain,  nursing 


In  addition  to  these  research  activities,  the  OAM  has  3 major  joint  re- 
search projects: 

• Hypericum  (St  John's  Wort)  and  Depression:  multicenter,  3-armed,  ran- 
domized, placebo-controlled  trial  in  collaboration  with  the  National  In- 
stitute of  Mental  Health  and  Office  of  Dietary  Supplements; 

• Acupuncture  Treatment  for  Osteoarthritis:  examination  of  the  clinical 
efficacy  of  acupuncture  for  osteoarthritis  of  the  knee  in  collaboration 
with  the  National  Institute  of  Arthritis  and  Musculoskeletal  and  Skin 
Diseases  (NIAMS);  and 

• Center  for  Chiropractic  Research:  evaluation  of  the  potential  effective- 
ness and  validity  of  chiropractic  therapies  in  collaboration  with  NIAMS. 

For  more  information  on  OAM  programs,  publications,  and  research  ac- 
tivities, access  the  OAM  Web  site  at  altmed.od.nih.gov. 


Tel  800.880.1300 
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The  heart-mind 
connection 


The  way  we  live  is  breaking  our  hearts. That’s  what  an  Austin  cardi- 
ologist believes.  Michael  Rotman,  MD,  a partner  in  Austin  Heart, 
describes  what  he  means.  “You're  in  traffic  and  you’re  frustrated 
because  you’re  entrapped.  What  happens  inside  your  body?  I think 
what  happens  is  you  start  ripping  up  the  insides  of  your  arteries, 
making  little  tears.  And  right  after  that  fatty  meal  you  just  ate, 
cholesterol  particles  enter  these  tears  and  you’ve  got  plaque.  Or 
you  smoke  a cigarette  while  you’re  waiting,  and  your  blood  pressure  goes 
up  and  you’ve  strained  the  artery  even  more.  The  damage  is  done  and  the 
plaque  builds,  and  you’re  at  risk  for  heart  damage  or  sudden  death.’’ 

People  at  greatest  risk  of  having  a cardiac  event  are  those  who  think 
their  lives  are  out  of  control.  Dr  Rotman  surmises  from  years  of  practice 
and  hundreds  of  hours  of  patient  interviews.  This  distress  can  range  from 
major  tragedies  such  as  coping  with  the  loss  of  a child  or  mate  to  road  rage. 
In  reacting  to  this  sense  of  powerlessness,  he  says,  “we’ve  developed  risky 
behaviors  — whether  to  food  and  the  wrong  food,  alcohol,  cigarette  smok- 
ing, or  the  way  we  work  or  relate  to  people.” 

This  member  of  Austin’s  largest  cardiology  group  believes  these  psy- 
chosocial factors  are  as  important  and  maybe  even  more  important  than 
traditional  cardiovascular  risks  — cholesterol,  hypertension,  smoking,  etc. 
“I  just  don’t  think  we’ve  yet  learned  to  measure  these  factors  well  enough; 
we  don’t  have  the  proper  tools  for  measurement.  Like  the  cholesterol  num- 
ber, we  don’t  have  the  hostility  number  or  the  anxiety  number  or  the  de- 
pression number." 

Dr  Rotman  has  a vision  for  change.  Through  his  seminar  program  called 
“Hearts  & Minds,”  which  carries  the  slogan  “The  health  of  your  heart  is  all  in 
your  mind,”  he’s  trying  to  educate  people  about  the  importance  of  mental, 
emotional,  and  behavioral  modifications.  A number  of  clinical  studies  have 
shown  that  group  therapy,  along  with  relaxation  and  stress-reduction  tech- 
niques, can  make  a huge  difference  in  the  incidence  of  cardiovascular  disease. 

This  program.  Dr  Rotman  hopes,  will  enable  him  to  begin  developing 
new  assessment  tools  “to  come  up  with  a more  refined  risk  analysis  of  an 
individual  by  conducting  psychosocial  testing  as  we  do  with  exercise 
stress  testing.”  He  says  such  examinations  will  be  designed  to  show  how  a 
person  is  thinking,  emoting,  and  relating,  along  with  his  or  her  level  of  so- 
cial integration. 

So  why  aren’t  psychosocial  factors  given  more  attention  in  treating 
heart  disease?  Dr  Rotman  says  it’s  very  simple  — money.  “I  really  do  have 
problems  understanding  why  an  insurance  company  would  pay  $40,000  for  a 
bypass  operation  but  only  $20  for  each  cardiac  rehab  session,  and  then 
there  is  a limit  of  only  36  sessions.  Furthermore,  cardiac  rehab  as  we’re  do- 
ing it  today,  I believe,  is  inadequate  because  exercise  is  only  1 component.” 

What  does  he  think  can  be  done  about  this  dilemma?  He’d  like  to  see 
doctors  stand  up  and  demand  that  prevention  play  a more  prominent  role  in 
American  medicine  and  that  physicians  be  properly  reimbursed  for  their 
services. 

Because  psychosocial  interventions  — changing  life  habits  — take  time, 
this  has  been  another  barrier.  But  Dr  Rotman  has  a response  for  that  excuse 
as  well.  “If  you  don’t  make  time  to  do  it,  you  won’t  need  time  to  do  it  be- 
cause you  won’t  be  here.” 


sity  of  Miami,  University  of  North  Car- 
olina at  Chapel  Hill,  and  Yale. 

Cornell  offers  an  integrated  first-,  sec- 
ond-, and  fourth-year  program  called 
Complementary  Medicine.  Last  year,  the 
University  of  Arizona  College  of  Medi- 
cine began  a 2-year  postgraduate  fellow- 
ship, Program  in  Integrative  Medicine, 
directed  by  Andrew  Weil,  MD,  nationally 
known  author  of  Spontaneous  Healing 
and  other  books.  Tracy  Gaudet,  MD,  an 
obstetrician-gynecologist  previously  with 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  handles  the  pro- 
gram’s day-to-day  operations. 

No  medical  schools  in  Texas  currently 
offer  separate  core  curriculum  courses 
on  alternative  medicine;  however,  stu- 
dents are  informed  about  the  various 
practices.  Rebecca  T.  Kirkland,  MD,  asso- 
ciate dean  for  curriculum  at  Baylor  Col- 
lege of  Medicine,  says  “acupuncture, 
herbal  healing,  and  a lot  of  mind-body 
issues”  are  addressed  through  other 
courses.  This  is  the  approach  being  taken 
by  other  medical  schools  in  the  state.  Dr 
Rohack  points  out,  “Students  are  ex- 
posed to  these  practices,  not  as  valid 
practices  or  how  they  can  be  used,  but  as 
what  the  students  will  encounter  when 
they  enter  the  practice  of  medicine.” 

The  University  of  Texas-Houston 
Medical  School  offers  a fourth-year 
credit  elective  in  which  students  go  to 
China  for  1 month  and  observe  both  tra- 
ditional Chinese  medicine  and  Western 
medicine  being  practiced.  Bonnalie 
Campbell,  PhD,  the  school’s  coordinator 
of  educational  programs,  says  noncredit 
electives  also  are  available  through  lec- 
ture series  on  topics  such  as  acupuncture 
and  herbal  medicine.  And  in  the  near  fu- 
ture, Baylor  will  offer  a course  in  spiritu- 
ality and  medicine  that  is  currently  being 
developed,  according  to  Dr  Kirkland. 

Getting  the  facts 

Dr  Dossey,  who  left  his  internal  medi- 
cine practice  in  1988  to  pursue  other  in- 
terests, including  writing  a book  on  the 
power  of  prayer,  says  there  is  no  “ab- 
solute point  of  reference  where  you  can 
go  and  find  out  beyond  any  shadow  of  a 
doubt  which  therapies  you  can  rely  on.” 
Now  the  executive  editor  of  the  peer-re- 
viewed  journal  Alternative  Therapies  in  < 
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Herbal 

remedies 


Here  are  the  most  widely  studied  and  commonly  accepted  herbal  remedies  your  patients  may  be  using. 


Herb 

Indications 

Dosage  Ranges* 

Cautions 

Black  cohosh 

Menopause 

40  mg  dried  herb  daily 

Occasional  gastric  discomfort 

Echinacea 

Cold  and  flu  symptoms 

6-9  mL  expressed 
juice  daily 

Should  not  be  used  by  persons  with 
autoimmune  diseases 

Feverfew 

Migraine  headaches 

50-200  mg  dried 
leaf  daily 

Mouth  ulcers;  contraindicated 
during  pregnancy 

Garlicf 

High  cholesterol 

4-12  mg  allicin; 

4 g daily  fresh  garlic  (1  clove) 

In  rare  cases, 

gastrointestinal  symptoms 

Ginger 

Motion  sickness 

1 g 30  minutes  before  trip; 

0.5-1  g 4 hours  thereafter, 
not  to  exceed  4 g in  24  hours 

None 

Ginkgo  biloba 

Cognitive  function; 
Memory 

40-60  mg  standardized 
extract  tid,  depending 
on  clinical  assessment 

Rare  stomach  upset,  headache 
or  skin  reaction 

Horse  chestnut 

seed  extract 

Venous  insufficiency; 
varicose  veins 

250-312  mg  extract  bid  in 
time-release  form;  equivalent 
to  100  mg  escin 

Pruritis;  nausea  in  rare  cases 

Milk  thistle 

Liver  disorders 

200-400  mg  silymarin  daily 

Mild  laxative  effect 

Saw  palmetto 

Benign  prostate 
enlargement,  stages 

1 and  II 

1-2  g dried  berry  or 

320  mg  standardized 
lipophilic  extract  daily 

Rare  stomach  problems 

St.  John's  Wort 

Mild  to  moderate 
depression 

2-4  g dried  herb;  300  mg 

0.3%  extract  standardized 
to  hypericin  tid 

Should  not  be  taken  with 
prescription  antidepressants 

Valerian 

Insomnia 

2-3  g dried  herb  or  0.5-1 1 (1-3  mL) 
tincture  1 to  3 times  daily 

None 

* Dosages  are  given  based  oh  citations  in  the  literature  and  also  imply  equivalent  preparations  or  dosage  forms. 

t Results  of  study  involving  use  of  garlic  oil  (versus  powder  or  fresh  garlic)  by  25  patients  showed  no  cholesteroi>lowering  benefits  (June  17, 1998  issue  of  The  Jour- 
nal of  the  American  Medical  Association). 

Source:  Blumenthal  M,  ed:  The  Complete  German  Commission  E Monographs  - Therapeutic  Guide  to  Herbal  Medicines.  Austin,  Tex:  American  Botanical  Council; 
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Accountable  Health  Plans,  Inc.,  ETHIX  Southwest, 
MedicalControl/HHPO/THP,  Preferred  Health 
Network,  and  Admar  Corporation  are  operating 
preferred  provider  organizations  in  the  state  of 
Texas.  These  organizations  will  be  utilized  in 
group  health  insurance  plans  underwritten  by 
United  Wisconsin  Life  Insurance  Company  and 
marketed  by  American  Medical  Security,  Inc. 
All  Texas  healthcare  practitioners  specified 
in  Articles  3-70-2  (B),  21.35A  or  21.52  or  Texas 
Insurance  code  may  apply  for  designation  as  a 
preferred  provider  in  any  of  these  preferred 
provider  organizations.  Inquiries  should  be 
directed  to  the  Provider  Relations  area  of: 

Accountable  Health  Plans,  Inc. 

(800)613-1124 

Panhandle,  Northeast,  Southeast  and  West  Texas 

ETHIX  Southwest 

(800)  292-0260 

Central  and  South  Texas:  San  Antonio,  Austin, 

Corpus  Christ!,  and  Rio  Grande  Valley 

MedicalControl/HHPO/THP 

(800)  388-6799 

Houston,  Dallas-Ft  Worth 

Preferred  Health  Network 

(800)  339-4660 

Eastern  Texas 

Admar  Corporation 

(800)  422-0294 

Eastern  Texas 

For  customer  service  inquiries  call: 

American  Medical  Security,  Inc. 

(800)  232-5432 


■1 

IB 

bi 

PeciiatJ'ician;: 
Help  Make 

A Pifc 


become  a preceptor  and  share 
the  “real  world”  office  practice 
experience  with  an  interested 
and  eager  student. 

• • Preceptorships  are 
. \ • I g four  weeks  long  and 
general  pediatri- 
cians  are  needed  in 

. • . all  areas  of  the 

L/ttle  people. 


state. 


For  more  information,  contact: 

General  Pediatric  Preceptorship  Program 

Texas  Pediatric  Society 

401 W.  15th  St.,  Suite  682  Austin  78701-1680 
(512)370-1519 
tpspreceptl®  aol.com 


Science  and  Education 


as  a treatment  alternative  for  mild  to 
moderate  depression. 

Germany  established  the  Commission: 
E,  an  expert  committee  of  physicians, 
pharmacologists,  toxicologists,  and  other, 
authorities  to  review  studies  of  some  300 
herbs  in  the  late  1970s.  According  to  Mr 
Blumenthal,  the  resulting  monographs, 
which  will  be  available  for  the  first  time 
in  this  country  in  August,  describe  the 
herbs’  uses,  dosages,  indications,  side  ef- 

“There  are  2 things  in  medicine  that  we  sometimes  I 
fail  to  remember  — first  is  the  mind-body 
interaction,  and  second  is  the  influence  of 
spiritual  power  that  may  be  bigger  than  all  of  us. 
That’s  where  the  scientific  method  breaks  down.” 


Health  and  Medicine,  Dr  Dossey  says  this 
lack  of  empirical  evidence  “means  it 
does  require  a lot  of  work  on  the  part  of 
doctors  who  are  interested  in  finding 
out  about  these  things.” 

In  the  field  of  herbal  medicine, 
where  patients  are  likely  to  be  self-pre- 
scribing, even  firm  clinical  data  do  not 
always  make  the  physician’s  job  easy. 
Mark  Blumenthal,  founder  and  execu- 
tive director  of  the  American  Botanical 


Council  in  Austin,  describes  the 
dilemma  in  terms  of  a recent  study 
published  in  The  Journal  of  the  Ameri- 
can Medical  Association  (JAMA)  regard- 
ing a placebo-controlled,  double-  blind, 
randomized  trial  of  Egb  761,  an  extract 
of  Ginkgo  biloba.  It  was  found  to  be 
safe  and  effective  in  stabilizing  or  im- 
proving cognitive  performance  and  so- 
cial function  in  Alzheimer’s  patients. 
However,  Mr  Blumenthal  says.  Ginkgo 
biloba  found  in  drug  stores,  supermar- 
kets, and  health  food  stores  is  not  al- 
ways equivalent  to  the  compound 
studied.  “That’s  a real  problem  because 
these  products  are  not  all  alike  even 
though  they  appear  to  be  generic.” 

Most  of  the  research  on  herbs  has 
been  conducted  in  Germany  because 
there  is  little  financial  incentive  for 
studying  substances  that  can’t  be 
patented  in  this  country.  Mr  Blumen- 
thal admits  some  physicians  “may  take 
issue  with  the  design  or  quality  of 
some  of  these  studies,”  but  he  believes 
these  efforts  are  the  most  authorita- 
tive in  the  world.  The  1996  British 
Medical  Journal's  meta-analysis  of  23 
randomized  trials  of  St  John’s  Wort, 
many  of  which  were  conducted  in 
Germany,  created  the  widespread  ac- 
ceptance of  that  herb  in  this  country 


fects  when  known,  contraindications, 
and  interactions  with  conventional  drugs. 

What’s  not  scientific 

Dr  Rohack  offers  a philosophical  per- 
spective on  the  business  of  what  research 
can  and  cannot  provide  physicians. 
“There  are  2 things  in  medicine  that  we 
sometimes  fail  to  remember  — first  is  the 
mind-body  interaction,  and  second  is  the 
influence  of  spiritual  power  that  may  be 
bigger  than  all  of  us.  That’s  where  the 
scientific  method  breaks  down.” 

Dr  Dossey  wants  the  efforts  of  the  Na- 
tional Institutes  of  Health  and  others  to 
“bring  some  scientific  dignity  to  this  field. 
Our  goal  is  to  relentlessly  and  ruthlessly 
apply  empirical  methods  of  investigation 
to  any  therapy,  whether  it’s  alternative 
medicine,  drugs,  or  surgery.  If  we  do  that, 
we  will  not  mislead  ourselves  and  we  can 
feel  confident,”  he  said. 

While  Dr  Rohack  steadfastly  be- 
lieves vulnerable  patients  must  be  pro- 
tected, he  also  indicates  there  is  room 
for  the  scientifically  based  Western 
medicine  and  alternative  practices  to 
work  together.  “Instead  of  playing  the 
golf  course  with  just  a driver,  a 6 iron, 
and  a wedge  . . . you  have  a full  com- 
plement of  clubs  that  you  select  and 
mix  together  to  achieve  that  eagle.”  ★ 
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The  Washington  whirlwind 

UVhat  do  yourTMA  lobbyists  do  for  you? 


By  Mahlon  V.  R.  Freeman,  MD,  MedScD 


Wl  henever  you  see  members  of 
your  Texas  Medical  Associa- 
tion public  affairs  and  leg- 
islative affairs  team,  they 
seem  to  be  here  and  there, 
always  smiling  and  greeting 
people,  explaining  current 
jand  future  political  issues  and  what  po- 
litical contacts  are  needed,  and  trying  to 
get  physicians  involved.  They  frequently 
do  these  things  while  talking  on  their  cel- 
lular telephones.  Their  lives  sound  like  a 
constant  party  while  at  meetings,  but 
what  do  they  really  do  in  Austin  or  in 
Washington,  DC?  I found  out  about  the 
Washington  portion  of  their  lives  earlier 
this  year  as  I began  retirement  from  ac- 
tive medical  practice.  > >■ 
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Everyone  told  me  retirement  should 
be  a slow-paced  period  of  life  during 
which  you  clean  out  years  of  “stuff,”  re- 
flect on  memories  — fond  and  other- 
wise — and  generally  wind  down. 
Things  were  beginning  to  go  that  way 
until  a Thursday  afternoon  in  April 
when  the  executive  secretary  of  the 
Denton  County  Medical  Society 
(DCMS)  called.  She  had  spent  days  try- 
ing to  arrange  a firm  time  for  1 of  our 


physicians  to  meet  with  US  House  of 
Representatives  Majority  Leader  Dick 
Armey  (R-Tex),  who  represents  our  dis- 
trict. This  was  to  take  place  during  the 
same  week  as  the  American  Medical 
Association  National  Leadership  Con- 
ference in  Washington,  DC. 

The  appointment  finally  had  been 
made  when  the  physician  learned  he 
couldn’t  make  the  trip.  Not  only  that, 
the  backup  physician  was  uncertain  if 
he  could  rearrange  his  busy  schedule  on 
such  short  notice.  What  were  we  going 
to  do?  The  appointment  had  been  made 
and  now,  it  seemed,  no  one  would  be 
able  to  keep  it.  What  a political  disaster! 
Then  came  her  question  — could  I go? 

Hundreds  of  reasons  for  not  being 
able  to  go  came  to  mind.  During  20-plus 
years  in  the  military  and,  more  recently, 
during  10  years  as  secretary-treasurer  of 
the  DCMS,  my  mind  had  been  over- 
loaded with  excuses.  Then  I thought, 
“You  have  preached  involvement  in  the 
issues;  practice  what  you  have  been 
preaching.”  With  my  wife’s  concurrence, 
I agreed. 

TMA  lobbyist  Harold  Freeman  made 
the  arrangements.  I would  leave  Dallas 
at  6:30  am  on  Sunday,  stay  in  the  hotel 
with  most  of  the  TMA  legislative  team, 
and  return  late  Wednesday.  He  faxed  20 


pages  of  homework  for  me  to  read  in 
the  meantime.  A day  and  a half  to  pre- 
pare for  4 days  of  “party  time”  seemed 
sufficient. 

Dr  Freeman  goes  to 
Washington 

Upon  arriving  in  Washington,  we  went 
directly  to  the  Washington  Sheraton  Ho- 
tel for  an  1 1 am  briefing  with  AMA  lead- 
ership groups  from  at  least  20  states. 


The  room  was  packed.  The  initial  thrust 
of  the  briefing  was  given  by  the  Wash- 
ington lobby  team.  Kim  Ross,  TMA  vice 
president  for  public  policy,  put  the  Texas 
concern  into  perspective.  The  rest  of  the 
group  participated  in  a very  cooperative 
and  instructional  meeting.  They  pro- 
vided information  on  what  each  state 
was  doing.  Because  the  entire  program 
was  new  to  me,  much  of  it  flew  past  in 
a flash.  It  was  like  going  directly  from 
your  driveway  to  70  miles  per  hour  on 
the  interstate.  WOW! 

The  TMA  project  was  the  need  for  re- 
form of  the  Employee  Retirement  In- 
come Security  Act  of  1974  (ERISA),  a 
law  designed  to  provide  uniformity  and 
protection  for  pension  plans.  It  was 
later  applied  to  health  benefit  plans  to 
allow  large  employers  to  develop  a con- 
sistent benefit  plan  for  all  employees, 
regardless  of  geographical  location. 

Then  some  managed  health  care 
plans  began  to  allocate  care  based 
upon  their  determination  of  “medical 
necessity.”  If  a patient  is  harmed,  the 
managed  care  plan  is  responsible  only 
for  “the  cost  of  the  benefit  denied.”  If  a 
lawsuit  is  filed  because  of  harm  caused 
by  denial  of  care,  the  managed  care  or- 
ganization avoids  accountability  for  its 
actions  by  claiming  immunity  from 


state  legal  actions  because  of  ERISA. 
Consequently,  the  patient  has  no  re-  i 
course  against  the  managed  care  orga- : 
nization.  The  issue  is,  why  should  1 
industry  be  treated  differently  from  all 
other  sectors  of  society,  which  are  held 
accountable  for  their  actions? 

Bills  (S  1176  and  HR  2960)  to  cor- 
rect this  matter  had  been  introduced  in 
Congress  but  had  been  opposed  strongly  i 
by  many  groups,  including  insurance, 
companies,  managed  care  organiza- 
tions, employers,  and  the  Chamber  of, 
Commerce.  The  TMA  team’s  tasks  were ! 
to  meet  with  members  of  Congress  from ' 
Texas,  to  support  ±ose  backing  the 
above  bills,  and  to  provide  education! 
and  information  to  the  undecided.  A 
very  impressive  and  colorful  handout, 
“The  Campaign  for  Health  Care  Ac- 
countability,” prepared  by  TMA  lobbyist 
Connie  Barron  and  Washington  consul- 
tant Mike  Hudson,  was  to  be  given  to 
various  congressional  offices  during  our 
visit.  It  included  background  informa- 
tion on  ERISA’s  impact  on  the  medical  li- 
ability issue,  recent  court  decisions,  the 
campaign  against  the  proposed  reform, 
the  impact  (or  lack  of  it)  on  employers, 
and  the  minimal  cost  of  reform.  j 

Mr  Ross,  Ms  Barron,  and  Mr  Free- 
man introduced  me  to  people  from 
throughout  the  United  States.  It  was 
obvious  most  of  them  knew  each  other 
and  the  issues  being  discussed.  The  2-1 
hour  briefing  went  by  in  the  blink  of  an 
eye.  The  attendees  were  then  ready  to 
put  their  plans  into  action.  Following 
the  trip  to  our  hotel  (finally)  and  a 
breather,  the  plan  of  action  for  lobby- 
ing began  full  time  at  dinner. 

Further  strategy  and  scheduling  oc- 
curred during  breakfast  Monday  morn-  ^ 
ing.  Then  it  was  back  to  the  Sheraton 
for  further  contacts  with  attendees  and 
for  presentations  by  the  AMA  in  con- 
junction with  presentations  by  some  I 
government  leaders.  One  session  in- 
cluded a well-orchestrated  and  well-re- 
ceived speech  by  President  Clinton  and 
lectures  by  Supreme  Court  Justice 
Antonin  Scalia  and  Michigan  Sen 
Spencer  Abraham. 

The  postprandial  session  included 
presentations  by  Sen  Edward  Kennedy, 
Sen  Phil  Gramm,  House  Speaker  Newt  ■ 


All  articles  in  Texas  Medicine  that  mention  Texas  Medical  Association's  stance  on  state  legislation  are  defined  as 
"legislative  advertising,”  according  to  Texas  Govt  Code  Ann  §305.027.  That  law  requires  disclosure  of  the  name  and 
address  of  the  person  who  contracts  with  the  printer  to  publish  the  legislative  advertising  in  Texas  Medicine:  Louis 
J.  Goodman,  PhD,  Executive  Vice  President,  TMA,  401  W 15th  St,  Austin,  TX  78701. 


Then  I thought, “You  have  preached 
involvement  in  the  issues; 
practice  what  you  have  been  preaching.” 
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Gingrich,  and  Nancy-Ann  Min  DeParle, 
administrator  of  the  Health  Care  Fi- 
nancing Administration.  Many  major 
issues  facing  medicine  and  government 
were  addressed.  Judging  from  the  com- 
ments from  the  attendees,  the  ap- 
proaches to  solutions  of  these  problems 
were  far  from  unanimous. 

By  this  time,  daylight  was  gone,  but 
the  “party”  continued  during  dinner. 
Joining  us  were  some  administrative 
assistants  from  a senator’s  office.  This 
provided  my  first  insight  into  their  per- 
spectives of  lobbyists  and  the  respect 
they  have  for  the  TMA  team.  It  also  al- 
lowed me  to  experience  the  interplay 
between  lobbyists  and  the  staff  people 
away  from  their  offices. 

Climbing  the  Hill 

Tuesday  was  a blur,  starting  with  an  early 
breakfast,  a taxi  ride  to  the  Hill,  and  brisk 
walks  from  one  House  office  building  to 
another.  Ms  Barron  began  some  of  the 
pitches  with  the  issue  and  how  it  impacts 
people,  followed  by  Mr  Freeman  on  the 
legal  issues  and  then  by  Mr  Ross  on  some 
of  the  views  being  pushed  by  the  oppo- 
nents. If  an  issue  didn’t  seem  to  be  un- 
derstood, another  team  member  would 
provide  the  same  information  but  with  a 
slightly  different  perspective.  These  were 
very  convincing  presentations,  but  not 
“canned.”  During  the  travels,  telephones 
were  constantly  being  used  to  keep  in 
touch,  particularly  when  the  team  split 
up  to  visit  different  offices.  The  coopera- 
tion was  tremendous. 

There  was  a small  breather  for  a 
“power  lunch”  with  other  lobbyists  and 
consultants,  then  it  was  back  to  the  Hill 
for  more  visits.  All  office  staff  members 
of  the  Texas  elected  officials  knew  the 
TMA  team,  which  made  the  visits 
pleasant  and  meaningful.  I watched 
other  lobbying  groups  in  the  hallways 
and  offices.  At  times,  there  were  3 to  4 
groups  in  the  same  office.  Few,  if  any, 
received  the  warm  greeting  we  did. 

When  we  had  run  the  list  of  available 
and  scheduled  offices,  it  was  off  to  a lo- 
cal “watering  hole”  for  further  “discus- 
sions.” By  this  time,  my  poor  body  and 
mind  needed  time  out.  While  the  rest  of 
the  group  continued  their  discussions,  I 
enjoyed  a quiet  dinner  and  sleep. 


Wednesday  started  peacefully  at 
breakfast.  Then  a cellular  phone  rang.  It 
was  an  emergency  call  that  a special 
congressional  caucus  had  set  aside  some 
time  for  us  to  make  a presentation.  That 
was  to  have  been  10  minutes  earlier! 

The  orange  Juice  was  drained  like  a 
fraternity  crew  race  member,  the  travel 
gear  was  snatched  off  the  floor,  and  we 
took  a rapid  ride  to  the  Hill.  For  the  rest 
of  the  day,  the  team  split  up,  going  to  as 


parent  issues  become  non-issues 
when  the  full  history  is  known. 
Other  issues  grow  in  their  impor- 
tance and  scope  with  knowledge  of 
their  backgrounds.  Be  prepared. 

• Develop  a clear  plan  of  action.  De- 
termine if  the  issue  can  be  corrected 
and  how  it  could  be  done.  Prepare  a 
simple  handout  stating  the  issue, 
how  it  impacts  the  people  served  by 
the  official,  and  how  the  issue  could 


All  office  staff  members  of  the  Texas 
elected  officials  knew  the  TMA  team,  which  made 
the  visits  pleasant  and  meaningful. 


many  as  3 different  places  at  a time.  Vis- 
its were  interrupted  by  calls  for  the 
elected  officials  to  attend  floor  votes  in 
the  Capitol.  Lunch  was  devoted  to  a con- 
ference with  Consumers  Union  (food  for 
thought  but  none  for  the  stomach). 

Earlier  in  the  week,  we  were  notified 
that  Representative  Armey  would  be  un- 
able to  meet  with  us,  but  his  policy  ana- 
lyst would  join  us  at  the  Capitol.  After 
the  usual  presentations  by  the  team,  the 
analyst  seemed  receptive  but  quite  re- 
served. Finally,  he  was  asked  if  he  had 
any  firm  numbers  to  support  the  con- 
tentions of  the  ERISA  reform  opponents. 
He  admitted  he  had  not  been  given  any! 
The  team  then  went  to  the  Senate  Office 
Building  for  a final  visit. 

A fond  farewell  was  bade  to  the 
Capitol  and  to  the  TMA  team  shortly 
after  5 pm.  We  had  visited  more  than 
12  congressional  and  senatorial  offices 
(many  of  them  more  than  once)  and 
had  spent  hours  discussing  issues  im- 
portant to  Texas  physicians.  I was  at 
home  in  Denton  by  10  pm.  What  a fast 
world. 

Lobbying  tips 

After  this  experience,  my  advice  to  any- 
one planning  a trip  to  visit  your  elected 
official  in  Washington,  DC,  is  the  fol- 
lowing: 

• Have  the  fullest  understanding  of 

the  issue  and  its  history.  Some  ap- 


be  resolved.  Review  the  plan  with 
others  and  be  prepared  to  defend 
your  position  from  any  angle. 

• Know  when  and  where  to  go  for 
your  visit.  Make  an  appointment. 
The  person  you  want  to  see  may  be 
out  of  town,  busy  with  other  groups, 
or  busy  with  committee  meetings  or 
floor  votes.  If  you  know  the  official 
personally  or  if  you  know  someone 
in  the  office,  it  could  be  a very 
worthwhile  trip.  If  you  don’t  have  a 
contact,  you  may  be  better  off  stay- 
ing at  home.  Hundreds  of  people 
visit  these  offices  every  month. 
Every  visitor  has  a “pressing  issue” 
that  “needs  immediate  attention.” 

• Groups  are  usually  better  than  solo 
visitors.  Erequently  there  is  strength 
in  numbers.  The  interpretation  by 
some  offices  is,  “If  all  these  people 
take  time  off  to  come  to  my  office, 
the  issue  must  be  important.”  Every 
member  of  the  group  needs  to  give 
the  same  message. 

• Keep  it  simple.  Stick  to  1 issue  at  a 
time. 

The  TMA  public  affairs  and  legisla- 
tive affairs  team  is  great.  Use  it.  ★ 
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The  art  of  compromise 


Public,  private  entities  come  together  to 


Reporting  of  Texas  statewide  cancer 
incidence  data,  as  of  June  17, 1998. 


□ Percent  complete 

N=  Expected  number  of  cases  based  on 

California  cancer  rates,  1990-1994 

Source;  Texas  Department  of  Health  Cancer  Registry  Division 


improve  cancer  reporting 

Many  great  deals  have  been 
made  in  US  history,  such  as 
the  Louisiana  Purchase,  the 
1845  annexation  of  Texas,  and 
the  renewal  of  Seinfeld  for  a 
second  season  after  the  televi- 
. sion  program’s  dismal  debut. 
The  Texas  Department  of  Health 
(TDH),  several  major  public  and  private 
cancer  treatment  institutions,  and  other 
health  care  providers  in  Texas  have 
reached  another  landmark  agreement 
with  a little  help  from  the  Texas  Medical 
Association.  If  it  works,  the  compromise 
will  be  one  for  the  history  books  for  the  es- 
timated 76,000  Texans  diagnosed  with 
cancer  each  year.  > > 


By  Johanna  Franke,  Associate  editor 


www.texmed.org 
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Beginning  on  the  same  page 

when  working  toward  an  agreement, 
finding  common  ground  is  a good  place 
to  start.  Representatives  from  TDH, 
TMA,  The  University  of  Texas  M.D.  An- 
derson Cancer  Center,  the  Texas  Hospi- 
tal Association,  Physician  Reliance 
Network,  Inc  (PRN),  the  Baylor  Health 
Care  System  in  Dallas,  and  the  Summit 
Hospital  of  Central  Texas  wholeheart- 
edly agree  on  one  thing  — Texas  needs 
better  quality  cancer  care  and,  therefore, 
more  effective  cancer  reporting  rules. 

“The  current  rules  date  back  to 
1985,  and  a lot  has  changed  since 
then,”  said  Nancy  Weiss,  PhD,  director 
of  the  TDH  Cancer  Registry  Division. 
“The  rules  discuss  paying  institutions 
for  reporting  their  cancer  data,  and  no 
funds  have  been  available  since  Sep- 
tember 1987  to  do  that.” 

Not  only  do  the  rules  contain  obso- 
lete provisions,  but  also  they  mainly  tar- 
get hospitals  — not  the  different  types 
of  cancer  treatment  providers  that  have 
sprung  up  during  the  last  15  years. 

“Cancer  care  is  no  longer  hospital- 
based,”  said  gynecologic  oncologist 
Mitchell  Morris,  MD,  vice  president  of 
information  services  and  health  care 
systems  at  M.D.  Anderson  in  Houston 
and  member  of  the  American  College 
of  Surgeons  (ACS)  Commission  on 
Cancer.  “Instead,  patients  are  getting 
care  in  freestanding  radiation  centers, 
medical  oncologists’  offices,  and  outpa- 
tient surgery  units.  It’s  becoming  in- 
creasingly difficult  for  a hospital  to  find 
out  all  the  different  things  that  have 
happened  to  a particular  patient.” 

Add  to  that  a 1987  line  item  veto 
that  cut  the  Texas  Cancer  Registry  from 
the  state  budget,  and  many  cancer 
providers  figured  the  reporting  rules  no 
longer  existed.  Dr  Weiss  says. 

Because  of  inconsistent  cancer  re- 
porting throughout  the  state,  physi- 
cians, public  health  officials,  and 
researchers  have  a difficult  time  deter- 
mining an  accurate  number  of  cancer 
cases  in  Texas.  This  could  have  an  eco- 
nomic impact  on  the  state,  says 
Lawrence  Frankel,  MD,  vice  president 
of  the  American  Cancer  Society,  Texas 
Division,  Inc,  and  a pediatric  oncolo- 
gist at  Scott  & White  Memorial  Hospi- 
tal and  Clinic  in  Temple. 


“When  we’re  fighting  to  get  a .settle- 
ment from  the  tobacco  companies,  we 
only  have  a crude  estimate  of  cancer’s 
impact  on  Texas  and  what  we  need  to 
do  to  maintain  adequate  resources  to 
support  patients  with  cancer,”  said  Dr 
Frankel.  He  is  the  Texas  Pediatric  Soci- 
ety representative  on  TMA’s  Physician 
Oncology  Education  Program  (POEP) 
Steering  Committee. 

Though  the  state’s  size  and  popula- 
tion make  the  Texas  Cancer  Registry  dif- 


ficult to  compare  with  other  states.  Dr 
Weiss  estimates  Texas  cancer  reporting 
falls  in  the  middle  of  the  pack  as  far  as 
completeness.  Texas  physicians,  health 
care  workers,  and  cancer  researchers 
want  to  move  up  in  that  pack,  so  they 
may  be  able  to  use  legitimate  cancer 
data  to  track  trends  and  ultimately  be 
better  informed  in  their  work  to  reduce 
the  burden  of  cancer  on  Texans. 

A false  start 

The  US  Centers  for  Disease  Control  and 
Prevention  (CDC),  which  funds  state 
cancer  registries,  also  would  like  to  see 
new  cancer  reporting  rules  for  Texas  — 
rules  that  adhere  to  strict  CDC  stan- 
dards requiring  more  timely  reporting 
from  a wider  variety  of  health  facilities. 
With  $1.1  million  in  CDC  funding  on 
the  line,  the  TDH  Cancer  Registry  Divi- 
sion issued  new  rules  in  February  that 
met  CDC  standards  but  didn’t  sit  well 
with  several  of  the  major  cancer  treat- 
ment institutions  and  other  health  care 
providers  in  Texas. 

The  original  proposal  required  each 
hospital,  cancer  treatment  center,  am- 
bulatory surgical  center,  clinical  labo- 
ratory, and  physician  or  health 
professional  in  Texas  to  report  cancer 
data  to  TDH.  Failure  to  report  data  in 


the  proper  format  and  within  6 months 
of  the  patient’s  initial  diagnosis  or  ad- 
mission to  the  facility  would  result  in  a 
TDH  representative  being  sent  to  col- 
lect the  data.  1 he  facility  or  individual 
then  would  have  to  reimburse  TDH 
within  60  days  of  its  payment  demand 
for  the  cost  of  reporting  that  facility’s 
or  individual’s  data.  The  proposed 
rules  also  required  a greater  amount  of 
data,  including  text  fields,  to  be  com- 
pleted and  reported. 


TDH  received  some  concerns  from 
individual  physicians  and  major  cancer 
centers,  like  M.D.  Anderson,  during  the 
30-day  comment  period  after  the  pro- 
posed rules  were  issued. 

“One  of  the  arguments  we  made 
was  that  here  you  have  M.D.  Anderson, 
a state  agency,  having  to  increase  our 
costs  between  $600,000  and  $700,000 
a year  so  another  state  agency  could 
get  a million  dollars,”  Dr  Morris  said. 
“It  just  didn’t  make  sense.” 

Individual  physicians,  many  of 
whom  had  never  participated  in  cancer 
reporting  before,  worried  about  du- 
plicative reporting  with  multiple  spe- 
cialties of  physicians  sending  in  data 
on  the  same  patient,  as  well  as  the  lack 
of  training  and  staff  to  complete  the 
paperwork,  says  hematologist  Joseph 
Bailes,  MD,  executive  vice  president  of 
PRN,  a statewide  oncology  practice 
management  company  in  Dallas. 

“Another  issue  that  some  people 
raised  was  whether,  frankly,  TDH  had 
the  resources  to  analyze  and  use  the 
data,”  Dr  Bailes  said. 

TDH  also  faced  a legal  hitch  with  the 
proposed  cancer  reporting  rules,  says 
Donna  Bowers,  JD,  RRA,  director  of 
health  information  management  for  the 
Baylor  Health  Care  5ystem  in  Dallas. 


“When  we’re  fighting  to  get  a settlement 
from  the  tobacco  companies,  we  only  have  a 
crude  estimate  of  cancer’s  impact  on  Texas 
and  what  we  need  to  do  to  maintain  adequate 
resources  to  support  patients  with  cancer.’’ 
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“The  legislation  that  created  [the 
Texas  Cancer  Registry]  was  very  clear 
about  whom  they  could  require  to  re- 
port data,  and  that  was  hospitals,  can- 
cer treatment  centers,  and  clinical 
laboratories,”  Ms  Bowers  said.  “They 
tried  to  change  it  to  make  all  physi- 
cians, ambulatory  care  surgery  centers, 
outpatient  clinics,  and  everybody  else 
also  have  to  report.” 

As  medical  director  for  PRN  and 
Texas  Oncology,  PA,  Austin  hematologist 
J.  Russell  Hoverman,  MD,  PhD,  under- 
stands the  repercussions  of  the  original 
rules  on  cancer  institutions,  physicians, 
and  other  health  care  providers.  He  also 
knows  the  process  the  rules  have  to  go 
through  before  being  accepted  by  the 
cancer  care  community. 

“To  have  willing  participation,  the 
process  has  to  be  fair,”  Dr  Hoverman 
said.  “This  can  only  happen  with  an 
open  discussion  of  the  issues.  This  is  a 
minimal  expectation  for  rules  with  an 
impact  this  extensive.” 

Give  and  take 

TMA  heard  these  concerns  during 
meetings  of  its  Committee  on  Cancer 
and  POEP,  and  in  late  May  convened  a 
discussion  forum  involving  the  key 
players  in  Texas  cancer  care.  Ms  Bow- 
ers and  Drs  Mitchell  and  Hoverman  at- 
tended the  meeting,  along  with  other 
representatives  from  M.D.  Anderson, 
the  Texas  Hospital  Association,  PRN, 
the  Baylor  Health  Care  System,  the 
Summit  Hospital  of  Texas,  TMA,  and 
the  American  Cancer  Society,  Texas  Di- 
vision, Inc.  The  group  formed  a special 
coalition  to  work  with  TDH’s  Dr  Weiss 
on  a compromise. 

“We  didn’t  get  everybody  in  the 
room  whom  we  wanted,  but  I think  we 
had  a fairly  good  representation  of 
folks  who  were  involved  in  this  issue,” 
said  Lewis  Foxhall,  MD,  associate  vice 
president  for  health  policy  at  M.D.  An- 
derson and  member  of  the  POEP  Steer- 
ing Committee.  He  said  TDH  officials 
“heard  the  concerns  and  were  very 
forthcoming  and  open  about  discussing 
the  problems  with  everybody.” 

The  meeting  gave  Dr  Weiss  a 
chance  to  clarify  some  of  the  proposed 
rules,  including  the  physician-reporting 

48 


requirement  that  actually  was  meant 
to  help  TDH  identify  physicians  with 
significant  cancer  caseloads. 

TDH  did  not  intend  for  every  doctor 
to  report  physician  data,  she  says.  “We 
were  trying  to.  open  up  an  avenue  to 
identify  those  additional  cases  that  we 
do  not  see  diagnosed  or  treated  at  hos- 
pitals or  cancer  treatment  centers.  We 
wanted  to  show  the  importance  of  that 
data  and  the  impact  the  data  could 


have  on  our  conclusions  for  the  cancer 
incidence  data.” 

After  reviewing  the  law  that  said 
TDH  did  not  have  the  legal  authority  to 
require  physicians,  ambulatory  care 
surgery  centers,  and  outpatient  clinics 
to  report  cancer  cases.  Dr  Weiss’  team 
modified  the  rules  to  say  those  specific 
providers  “should”  report  cancer  data. 

Dr  Weiss  also  was  able  to  work  with 
CDC  to  develop  a “phase-in”  schedule 
for  the  6-month  reporting  rule  after 
coalition  members  reiterated  their 
common  goal  of  timely  and  accurate 
cancer  reporting  in  Texas,  but  asked  for 
some  breathing  room  because  many 
Texas  institutions  have  fallen  out  of 
compliance  over  the  past  few  years. 

The  phase-in  period  requires  report- 
ing of  1996  and  1997  cancer  cases 
within  2 years  of  diagnosis,  1998  and 
1999  cancer  cases  within  18  months, 
and  year  2000  cancer  cases  within  1 
year.  The  6-month  rule  would  take  ef- 
fect in  2001. 

TDH  staff  acknowledged  that  hospi- 
tals accredited  by  the  College  of  Sur- 
geons Approvals  Program  of  the 
Commission  on  Cancer  would  be  ex- 
empt from  providing  text  information 
to  support  cancer  diagnosis,  stage,  and 
treatment  codes  because  ACS  accredi- 
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tation  requires  extensive  data  quality 
assurance  activities. 

With  these  changes  in  place,  Dr 
Weiss  and  the  coalition  developed  a 
workable  solution  for  all  parties  in- 
volved. 

Public,  private  marriage 

At  press  time,  the  revised  rules  were  to 
go  before  the  Texas  Board  of  Health  in 
late  July.  If  approved,  they  will  take  ef- 


fect early  next  month  and  will  be 
posted  on  the  Texas  Cancer  Registry’s 
Web  site  at  www.tdh.texas.gov/tcr. 

Though  questions  about  the  en- 
forcement of  the  rules  and  the  usability 
of  the  data  collected  by  TDH  still  loom, 
members  of  the  special  coalition  plan 
to  reconvene  soon  to  discuss  long-term 
goals  for  the  cancer  registry. 

“I  feel  that  this  is  one  of  those  times 
when  getting  involved  definitely  made 
a difference,”  Ms  Bowers  said. 

For  more  information  on  the  revised 
cancer  reporting  rules  or  software  to 
assist  in  reporting  cancer  cases,  call  the 
Texas  Cancer  Registry  at  (800)  252- 
8059.  ★ 
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“One  of  the  arguments  we  made  was  that 
here  you  have  M.D.  Anderson,  a state  agency, 
having  to  increase  our  costs  between  $600,000 
and  $700,000  a year  so  another  state  agency  could 
get  a million  dollars.lt  just  didn’t  make  sense.” 
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This  study  examined . risk  factors  and 
trends  related  to  tuberculosis  (TB)  in 
Texas  from  1987  through  1993.  We  found 
a significantly  greater  incidence  of  TB 
among  racial/ethnic  minorities  than 
among  whites.  Country  of  origin,  group 
risk,  individual  risk,  and  occupational 
risk  were  investigated  also.  The  percent- 
age of  affected  persons  bom  in  either 
Mexico  or  Vietnam  increased  throughout 
the  time  of  the  study.  The  state-level  per- 
centage trends  of  the  individual  risk  group 
(alcohol  and/or  dmg  abuse)  mirrored 
those  of  the  national  level.  The  most  strik- 
ing observation,  however,  proved  to  be  the 
poor  quality  of  data.  Drastic  yearly  differ- 
ences existed  in  completion  of  the  “coun- 
try of  origin”  field.  The  fields  for 
“individual  risk,  ” “group  risk,  ” and  “occu- 
pational risk”  showed  completion  rates  of 
less  than  50%;  completeness  continued  to 
be  a problem  in  1 997.  The  poor  quality  of 
data  diminishes  the  validity  of  conclu- 
sions about  trends  in  TB  in  Texas.  Recom- 
mendations for  improving  the  quality  of 
data  are  noted. 
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versity of  Texas  School  of  Public  Health;  Drs  Heit- 
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INTRODUCTION 

The  recent  dramatic  increase  in  the 
incidence  of  TB  in  the  United 
States  has  been  well  documented 
(1).  During  the  1970s,  after  a 
steady  decline  during  most  of  the 
20th  century  and  with  the  advent  of  ef- 
fective chemotherapy,  TB  was  expected  to 
soon  cease  to  be  a public  health  problem 
(1).  However,  this  trend  was  reversed 
during  the  1980s.  The  scientific  commu- 
nity has  pointed  to  3 recent  develop- 
ments that  seem  to  explain  the  increased 
incidence  of  TB:  a concomitant  increase 
in  human  immunodeficiency  virus  (HIV) 
infection  and  acquired  immunodeficiency 
syndrome  (AIDS),  a recent  dramatic  in- 
crease in  immigration  from  countries 
with  a prevalence  of  TB  significantly 
higher  than  that  of  the  United  States,  and 
a decline  both  in  public  health  services 
and  in  access  to  medical  care,  especially 
for  those  at  highest  risk  (2). 

The  purpose  of  this  study  was  to  an- 
alyze the  epidemiological  data  for  Texas 
to  provide  a picture  of  how,  quantita- 
tively and  qualitatively,  TB  has  affected 
the  state.  By  reviewing  data  sets  from 
the  Communicable  Disease  Section  of 
the  Texas  Department  of  Health  (TDH), 
this  project  quantified  the  increase  in 
the  number  of  cases  and  examined  the 
frequency  of  cases  in  Texas  with  respect 
to  county,  year,  age,  and  race/ethnicity. 
The  percentage  of  cases  by  county  and 
year  also  was  investigated  with  respect 
to  the  following:  country  of  origin,  oc- 
cupation, environmental  risk,  and  be- 
havioral risk.  This  analysis  identifies 
several  trends  in  disease  according  to 
risk  categories,  and  notes  several  areas 
in  which  data  necessary  to  detect  trends 
accurately  are  not  available. 

METHODS 

Study  population 

The  study  population  consisted  of  new 
cases  of  TB  in  Texas  from  the  years  1987 


through  1993,  as  reported  to  the  Com- 
municable Disease  Section  of  the  TDH. 

Data  collection  i 

The  original  database  consisted  of  infor-' 
mation  from  TB-400  encounter  forms|j 
completed  from  1987  through  1993. 
These  forms  were  completed  jointly  byl 
health  care  providers  and  local  health 
departments  when  a diagnosis  of  TbI 
was  suspected.  The  TDH  compiled  the! 
data  from  the  TB-400  forms  using, 
dBase,  a data  management  software! 
package.  The  investigators  translated! 
these  data  to  SPSS,  a statistical  softwarej 
package,  and  analyzed  the  data  throughj 
the  Windows®  format.  Population  esti-| 
mates  were  obtained  using  Epigram,  a| 
software  package  containing  demo- 
graphic data  for  Texas  by  county. 

Major  variables 

Seven  fields  were  used  in  the  analysis 
of  the  data.  These  were  month,  day, 
and  year  when  the  TB-400  form  was 
processed;  county  of  residence  at  time 
of  diagnosis;  race/ethnicity;  country  ofj 
origin  of  case;  group  risk  (environmen-1 
tal);  individual  risk  (behavioral);  and| 
occupation  at  time  of  diagnosis.  | 

Analysis  of  data 

To  calculate  the  incidence  of  TB  in 
Texas,  the  TDH  data  were  used  to  pro- 
vide a numerator,  and  population  esti- 
mates from  Epigram  were  used  to' 
provide  the  denominator.  The  inci- 
dence of  TB  was  compared  among  7 
specific  counties:  Harris,  Tarrant,  Dal- 
las, El  Paso,  Bexar,  Travis,  and  Hidalgo. 
All  but  Hidalgo  County  were  chosen 
because  of  their  relatively  large  popula- 
tions within  which  such  variables  as 
race/ethnicity,  age,  and  occupation 
could  be  compared.  Hidalgo  County 
was  chosen  as  a representative  border 
county,  like  El  Paso  County,  and  for  its 
location  in  the  Texas  Rio  Grande  Valley, 
a region  that  has  been  a focus  of  public 
health  concern  in  the  past  few  years. 
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The  frequency  of  TB  was  deter- 
mined by  age  groups  (birth  through  14, 
15  through  24,  25  through  44,  and  45 
or  more  years),  by  race/ethnicity 
(white,  non-Hispanic;  Asian,  non-His- 
panic;  black,  non-Hispanic;  Hispanic; 
and  American  Indian,  non-Hispanic), 
and  by  county  from  1987  through 
1993.  The  incidence  of  TB  was  calcu- 
lated for  the  7 counties  and  for  the  en- 
tire state  with  regard  to  race/ethnicity. 

To  evaluate  the  incidence  of  TB 
among  immigrants  in  Texas,  percentages 
of  cases  from  China,  Korea,  Mexico,  the 
Philippines,  and  Vietnam  were  deter- 
mined. These  5 countries  of  origin  were 
chosen  because  of  their  high  rate  of  re- 
cent immigration  to  the  United  States 
and  their  significantly  higher  rates  of  TB 
(3).  The  proportions  of  TB  cases  from  all 
other  countries  and  of  those  cases  for 
which  country  of  origin  was  not  known, 
were  calculated  also.  Finally,  the  per- 
centages of  US-  and  foreign-bom  cases 
were  calculated  also  by  year  and  county. 

With  regard  to  occupational  risk,  the 
cases  were  grouped  into  4 categories: 
health-care-related;  sandblasting;  other 
occupation;  and  no  occupation  listed. 
The  health-care-related  category  in- 
cluded doctors,  nurses,  morticians/em- 
balmers,  licensed  vocational  nurses, 
respiratory  therapists,  health  care  work- 
ers, and  social  workers.  The  sandblast- 
ing category  included  building  trades, 
laborers,  and  oil  field  workers.  The  pro- 
portions of  TB  cases  within  these  occu- 
pational risk  categories  were  calculated 
by  year  and  for  the  entire  7-year  period. 

To  evaluate  the  links  between  TB 
and  certain  environmental  factors 
(such  as  time  spent  in  jail  or  other  in- 
stitutional settings)  and  personal  be- 
haviors of  drug  or  alcohol  abuse,  the 
percentages  of  TB  cases  with  known 
group  risks  and  those  with  individual 
risks  were  calculated  by  county  and 
year.  The  percentages  of  TB  cases  with 
alien  and/or  refugee  status  were  calcu- 
lated by  county  for  the  entire  7-year 


Fig  1.  Number  of  new  cases  of  tuberculosis  in  Texas  by  year,  1987  through  1993. 
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period.  Finally,  the  percentages  of  TB 
cases  with  diabetes  were  calculated  by 
county  over  the  same  period. 

RESULTS 

For  the  years  from  1987  through  1991, 
the  TDH  data  document  an  increase  in 
the  number  of  new  cases  of  TB  for  the 
entirety  of  Texas  (Fig  1).  The  2 subse- 
quent years,  1992  and  1993,  showed  a 
decrease  in  the  number  of  new  cases, 
but  the  rate  of  decrease  was  consider- 
ably less  than  the  rate  of  increase  over 
the  preceding  5 years.  From  1987 
through  1993,  reports  of  new  cases  in- 
creased by  approximately  34%.  A similar 
pattern  appeared  within  the  7 and 
“other”  counties  over  the  7-year  period. 
All  but  Tarrant  County  showed  an  in- 
crease in  the  frequency  of  cases,  with  a 
slight  decrease  over  the  last  2 years  of 
the  study.  Data  for  Tarrant  County 
showed  an  increase  in  TB  through  the 


last  year  of  the  study,  but  no  reason  for 
this  difference  was  apparent. 

The  pattern  of  increase  through 
1991,  followed  by  gradual  decline,  was 
evident  across  the  4 age  categories. 
Most  cases  fell  within  the  age  cate- 
gories of  25  through  44  years  and  45  or 
more  years.  The  greatest  increase  in  TB 
appeared  within  the  category  for  25 
through  44  years,  consistent  with  the 
national  trend  (1).  The  relatively  large 
increase  in  the  number  of  cases  within 
this  age  group  often  is  explained  by 
the  concomitant  increase  in  HIV/ AIDS 
within  this  same  age  category  (2). 
Most  likely,  the  increase  in  TB  in  this 
age  group  in  Texas  can  also  be  attrib- 
uted partly  to  the  impact  of  HIV/ AIDS. 

The  category  for  those  45  years  and 
older  also  showed  a dramatic  increase  in 
incidence  from  1987  through  1991,  with 
a subsequent  decline  to  a level  still  sig- 
nificantly higher  than  that  of  1987.  This 
increase  in  the  number  of  new  cases 
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Fig  2.  Number  of  new  cases  of  tuberculosis  in  Texas  by  race/ethnicity:  1987  through  1993. 
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might  be  due  in  part  to  the  increase  in 
immigration  from  countries  where  the 
prevalence  of  TB  is  significantly  higher 
than  that  of  the  United  States. 

Hispanic  people  appeared  to  be 
more  affected  by  TB  than  those  of  any 
other  identified  race/ethnicity  through- 
out the  7-year  period  (Fig  2).  Hispanic 
people  also  showed  the  most  marked 
changes  in  the  absolute  number  of 
cases  from  year  to  year.  Again,  this 
trend  might  be  attributed  partly  to  the 
increased  immigration  from  Latin 
America  over  the  last  10  years,  espe- 
cially from  Mexico,  where  the  preva- 
lence of  TB  is  significantly  greater  than 
that  of  the  United  States.  The  incidence 
of  TB  among  American  Indians  showed 
little  to  no  variability  and  barely  regis- 
tered on  the  scale  used  for  the  other 
races/ethnicities.  The  non-Hispanic 
black  population  also  showed  a signifi- 


cant increase  in  the  frequency  of  TB 
over  the  7 years,  but  this  increase  was 
not  as  pronounced  as  that  seen  among 
Hispanic  persons. 


Race/ethnicity 

Race/ethnicity  appears  to  be  an  impor- 
tant risk  factor  for  TB.  The  national  in- 
cidence of  TB  over  the  last  10-year 
period  has  increased  significantly  for 
Asian/Pacific  Islanders,  blacks,  and 
Hispanics  (4).  There  has  also  been  a si- 
multaneous decrease  in  incidence  for 
American  Indians/ Alaskan  Natives  and 
non-Hispanic  whites.  The  difference  in 
the  incidence  of  TB  in  Texas  counties 
between  the  white  population  and  all 
other  minorities  was  marked.  Although 
some  variations  appear  among  coun- 
ties, the  7 counties  analyzed  all  fol- 
lowed the  national  trend  in  that  the 
incidence  of  TB  was  significantly 
higher  among  racial/ethnic  minorities 
than  among  whites. 

Determining  the  actual  trends  in 
Texas  among  American  Indians  is  dif- 
ficult because  of  the  low  frequency  of 
reported  cases  in  this  particular  group 
and  because  of  its  relatively  small 
population  in  Texas.  These  2 reasons 
may  account  for  the  fluctuations  in 
rates  of  TB  among  the  American  In- 
dian population. 


Table  1.  Distribution  of  tuberculosis  in  Texas  by  country  of  origin,  1987  through  1993,  in  percent. 


1987 

1988 

1989 

1990 

1991 

1992 

1993 

United  States 

33.7 

3.7 

4.0 

14.8 

47.8 

67.8 

72.4 

China 

0.2 

0.2 

0.2 

0.4 

0.2 

0.2 

0.3 

Korea 

0.7 

0.8 

0.7 

0.4 

0.6 

0.6 

0.4 

Mexico 

14.8 

14.9 

13.4 

16.2 

18.2 

13.2 

13.3 

Philippines 

0.8 

0.8 

0.9 

0.5 

1.0 

1.2 

0.8 

Vietnam 

2.7 

2.4 

2.7 

2.2 

2.8 

2.8 

3.8 

All  other 

4.5 

4.1 

4.9 

3.8 

4.6 

4.3 

4.6 

Information  not  available 

42.5 

73.0 

73.4 

61.7 

24.8 

10.0 

4.4 
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Table  2.  Distribution  of  tuberculosis 
through  1993,  in  percent. 

among  US-  and  foreign-born 

persons  for 

Texas  counties,  1987 

1987 

1988  1989  1990 

1991 

1992  1993 

Harris 


US-born 

36.6 

2.6 

4.8 

13.8 

36.9 

75.9 

79.2 

Foreign-born 

22.1 

20.4 

14.5 

14.2 

19.5 

15.6 

17.7 

Inadequate  information 

41.4 

77.1 

80.7 

72.0 

43.6 

8.6 

3.1 

Tarrant 

US-born 

30.2 

0.0 

0.0 

11.5 

26.7 

53.6 

67.5 

Foreign-born 

14.6 

23.5 

13.1 

13.5 

15.1 

16.1 

22.1 

Inadequate  information 

55.2 

76.5 

86.9 

75.0 

58.1 

30.4 

10.4 

Dallas 

US-born 

50.6 

0.8 

3.5 

12.6 

64.1 

70.2 

70.3 

Foreign-born 

25.5 

30.5 

30.6 

27.7 

33.9 

29.1 

29.3 

Inadequate  information 

23.9 

68.8 

65.9 

59.6 

2.0 

0.7 

0.3 

El  Paso 

US-born 

20.9 

3.7 

0.0 

7.5 

30.4 

45.1 

32.9 

Foreign-born 

48.8 

53.7 

47.1 

51.0 

48.3 

39.2 

39.5 

Inadequate  information 

30.3 

42.7 

52.8 

41.5 

21.4 

15.7 

27.6 

Bexar 

US-born 

15.7 

5.1 

4.0 

14.9 

69.3 

78.2 

74.7 

Foreign-born 

25.9 

23.5 

24.0 

24.1 

28.0 

18.8 

24.3 

Inadequate  information 

58.3 

71.4 

72.1 

61.0 

2.7 

3.0 

0.8 

Travis 

US-born 

12.1 

1.6 

3.0 

16.8 

15.3 

50.0 

73.2 

Foreign-born 

42.4 

13.4 

17.9 

20.2 

15.3 

19.4 

15.5 

Inadequate  information 

45.4 

85.0 

79.1 

62.8 

69.4 

30.5 

11.3 

Hidalgo 

US-born 

14.3 

4.5 

5.0 

12.1 

24.8 

59.2 

43.7 

Foreign-born 

39.3 

34.3 

46.3 

57.3 

72.0 

35.9 

52.1 

Inadequate  information 

46.4 

61.3 

48.8 

30.7 

3.2 

4.8 

4.2 

All  other  counties 

US-born 

32.2 

6.3 

4.7 

17.8 

58.4 

66.4 

74.7 

Foreign-born 

21.6 

18.9 

21.5 

21.6 

24.1 

23.5 

21.8 

Inadequate  information 

46.3 

74.8 

73.9 

60.6 

17.5 

10.0 

3.5 

Texas 

US-born 

33.7 

3.7 

4.0 

14.8 

47.8 

67.8 

72.4 

Foreign-born 

23.8 

23.2 

22.6 

23.5 

27.4 

22.2 

23.2 

Inadequate  information 

42.5 

73.0 

73.4 

61.7 

24.8 

10.0 

4.4 

Table  3.  Percent  of  case  reports  lacking  occupational  information. 


1987  1988 


Information  not  available  53.0  59.8 


1989  1990  1991  1992  1993 


58.5  54.8  49.9  54.3  50.3 


Countiy  of  origin 

Country  of  origin  constitutes  another 
important  risk  factor  associated  with 
TB.  As  the  incidence  of  TB  among  for- 
eign-born residents  has  increased  sig- 
nificantly on  the  national  level,  a 
similar  increase  in  the  incidence  among 
those  in  Texas  would  be  expected. 
However,  among  immigrants  from  the 
5 foreign  counties  reviewed,  only  those 
born  in  Mexico  and  Vietnam  showed 
an  increase  in  the  percentage  of  cases 
reported  from  1987  through  1993 
(Table  1).  These  figures  were  not  ad- 
justed for  other  risk  factors,  such  as  so- 
cioeconomic status,  occupation,  and 
individual  and/or  group  risks.  For  in- 
stance, the  Mexican  and  Vietnamese 
immigrants  during  this  7-year  period 
may  have  represented  a lower  socioe- 
conomic level  than  those  whose  coun- 
tries of  origin  were  China,  Korea,  or  the 
Philippines.  Similarly,  more  immigrants 
from  Mexico  and  Vietnam  may  have 
spent  time  in  refugee  camps  or  other 
confined  quarters  that  could  have  in- 
creased their  risk  of  contracting  TB.  In- 
vestigation into  such  possible  links 
would  clarify  the  meaning  of  these  dis- 
proportionate figures. 

Of  particular  note,  from  1987 
through  1993,  foreign-born  residents  of 
Hidalgo  County  showed  a 12.8%  in- 
crease in  incidence  of  TB  (Table  2).  Al- 
though such  an  increase  might  be 
attributed  to  the  close  proximity  to 
Mexico,  no  such  increase  was  noted  in 
El  Paso  County.  Hidalgo  County  is 
largely  rural,  unlike  the  rest  of  the  other 
counties  in  this  study.  The  rural  resi- 
dents along  the  Texas-Mexico  border 
may  be  exposed  to  risk  factors  that  are 
not  experienced  by  urban  populations 
typically  considered  to  be  at  higher  risk. 

Occupation 

Nationally,  both  sandblasting  and 
health  care  occupations  are  associated 
with  high  rates  of  TB  (5).  We  cannot 
comment  on  this  issue  for  Texas,  how- 
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ever,  because  more  than  half  of  the 
cases  reported  to  the  TDH  from  1987 
through  1993  could  not  be  categorized 
by  occupation,  the  entry  on  the  TB-400 
form  having  been  left  blank  (Table  3). 
The  incompleteness  of  the  data  makes 
any  conclusions  about  trends  in  occu- 
pational risk  unreliable. 

LIMITATIONS  AND 
COMPLETENESS  OF  DATA 

A notable  finding  of  this  study  is  the  in- 
completeness and  variability  of  incom- 
pleteness of  Texas  data  on  TB.  The  field 
for  race/ethnicity  showed  a completion 
of  100%.  The  fields  for  occupational 
risk,  individual  risk,  and  group  risk 
showed  low  variability.  Although  the 
field  for  country  of  origin  improved 
markedly  in  its  level  of  completeness  af- 
ter 1990,  information  on  country  of  ori- 
gin was  not  available  on  more  than  60% 
of  cases  reported  from  1988  through 
1990.  However,  no  similar  improvement 
appeared  in  the  other  3 fields,  which 
had  markedly  low  levels  of  completion. 

Race/ethnicity 

The  completeness  of  the  field  for 
race/ethnicity  from  the  TB-400  form 
was  100%.  Nevertheless,  trends  by 
race/ethnicity  may  be  difficult  to  inter- 
pret because  categories  such  as  black, 
Hispanic,  and  Asian/Pacific  lump  to- 
gether potentially  very  different  peo- 
ples. For  example,  Hispanic  persons 
who  are  recent  immigrants  from  Mex- 
ico, where  the  incidence  of  TB  is  10  to 
30  times  higher  than  that  of  the  United 
States,  would  be  expected  to  have  an 
increased  risk  of  developing  TB;  how- 
ever, second-  or  third-generation  His- 
panic Americans  and  immigrants  from 
Latin  American  countries  where  the  in- 
cidence of  TB  is  equal  to  or  less  than 
that  of  the  United  States  would  not  be 
at  such  risk.  Combining  dissimilar  risk 
groups  in  the  same  category  of  ethnic- 
ity may  confound  attempts  to  interpret 


Table  4.  Incomplete  reporting  of  country  of  origin  and  US-born  cases  of  tuberculosis,  1987  through  1993, 
in  percent. 


1987 

1988 

1989 

1990 

1991 

1992 

1993 

US-born 

33.7 

3.7 

4.0 

14.8 

47.8 

67.8 

72.4 

Incomplete  reporting 

42.5 

73.0 

73.4 

61.7 

24.8 

10.0 

4.4 

of  country  of  origin 

Table  5.  Percent  of  case 

reports  with  blanks  for  group  risk  and  individual  risk. 

1987 

1988 

1989 

1990 

1991 

1992 

1993 

Group 

69.1 

59.9 

56.4 

57.4 

58.0 

58.6 

60.8 

Individual 

82.8 

74.5 

79.3 

76.2 

76.6 

73.4 

68.3 

composite  data  and  impede  its  effec- 
tive use  in  health  planning. 

More  problematic  is  the  lack  of 
standardized  categories  of  race  and 
ethnicity  among  surveillance  agencies, 
whether  national,  state,  or  local.  Al- 
though the  racial/ethnic  combinations 
used  by  the  TDH  might  suffice  for  most 
populations,  situations  may  exist  in 
which  other  classifications  or  combina- 
tions would  better  characterize  the  de- 
mographics of  a population.  As  other 
investigators  have  noted,  information 
systems  like  that  of  the  TDH  depend  on 
reports  from  many  different  sources 
and  are  subject  to  inconsistent  defini- 
tions and  procedures  for  assigning  race 
and  ethnicity  that  may  compromise  the 
validity  of  their  composite  data  (6). 
Until  racial  and  ethnic  categories  be- 
come standardized  for  all  disease  sur- 
veillance activities,  the  variance  in 
possible  definitions  for  the  same 
racial/ethnic  categories  may  result  in 
important  incongruities. 

Country  of  origin 

The  completeness  of  the  field  for  coun- 
try of  origin  from  the  TB-400  form  var- 
ied drastically  from  1987  through  1993. 
The  percentage  of  US-born  persons  per 
year  varied  drastically  also  from  year  to 
year  but  inversely  to  the  variation  in  the 


percentage  of  blanks.  Table  4 illustrates 
the  fluctuations  both  in  incomplete  and 
US-born  cases.  Preliminary  data  from 
M.  Kelley,  bureau  chief.  Communicable 
Disease  Section,  TDC  (written  commu- 
nication, November  1997)  showed  a 
mean  in  completion  rate  of  10.8%  from 
1994  through  1997. 

J.  Cowles  of  the  TDH  Tuberculosis 
Elimination  Division,  Reporting  and 
Data  Analysis  Section  confirmed  (tele- 
phone interview,  October  1995)  that 
during  the  period  under  study  the  TB- 
400s  often  arrived  at  the  state  office 
with  “country  of  origin”  blank.  The 
TDH  regularly  sent  updates  to  the  local 
health  departments  mentioning  specif- 
ically the  level  of  incompleteness  of  re- 
porting in  this  field.  The  TDH  asked 
local  health  departments  to  encourage 
local  physicians  in  their  respective  mu- 
nicipalities to  be  more  thorough  in 
their  completion  of  the  TB-400,  but  de- 
spite these  efforts,  the  issue  of  missing 
information  remained  a problem 
through  1997. 

Occupation 

The  affected  individual’s  occupation  at 
the  time  of  diagnosis  was  another  area 
in  which  incomplete  reporting  signifi- 
cantly compromised  the  state’s  data  on 
TB.  The  occupations  of  only  54.1%  of 
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those  individuals  reported  as  new  cases 
of  TB  were  documented  over  the  7-year 
period  (Table  3),  and  the  TDH  reported 
no  significant  changes  in  the  level  of 
completeness  of  this  field  from  1994 
through  1997,  according  to  M.  Kelley 
(November  1997).  Moreover,  to  ana- 
lyze the  importance  of  links  between 
TB  and  high-risk  occupations,  a more 
detailed  breakdown  of  occupation  is 
needed.  Although  sandblasting  is  con- 
sidered to  be  an  occupation  that  carries 
a high  risk  for  TB  (5),  the  TB-400  does 
not  offer  a specific  occupational  code 
for  sandblasting.  Within  the  health- 
care-related category,  some  occupations 
have  higher  risks  than  others.  The  TDH 
reported  each  health-care-related  occu- 
pation separately;  however  the  incom- 
pleteness of  this  field  makes  such  a 
breakdown  statistically  unreliable.  This 
discordance  between  the  scientific  com- 
munity’s consensus  on  occupational 
risks  and  the  high-risk  occupational  cat- 
egories targeted  by  surveillance  activi- 
ties diminishes  the  quality  of  the  tools 
available  to  investigators. 

Environmental  and  behavioral  risk 
The  final  fields  of  note  were  the  group 
(environmental)  and  individual  (be- 
havioral) risks  of  cases  reported  from 
1987  through  1993  (Table  5).  Of  the 
new  cases  reported  during  this  time, 
59.8%  provided  no  information  for  the 
category  of  group  risk.  In  the  field  for 
individual  risk,  an  average  of  75.5%  of 
reports  were  incomplete  for  the  same 
period.  Preliminary  data  for  1994 
through  1997  showed  mean  incom- 
pleteness rates  of  60%  and  66%  for 
group  and  individual  risk  fields,  respec- 
tively, according  to  M.  Kelley  (Novem- 
ber 1997).  The  relatively  low  level  of 
completion  prevented  any  meaningful 
analysis  of  the  data. 

With  respect  to  the  field  for  group 
risk,  blanks  can  be  interpreted  in  sev- 
eral ways.  Because  no  “other”  or 
“none”  categories  existed  before  1994, 


the  blanks  may  indicate  that  no  group 
risks  existed  for  that  individual,  that 
the  question  was  not  answered,  or  that 
the  individual  was  part  of  a group  not 
listed  on  the  form. 

The  field  for  individual  risk  differed 
from  that  for  group  risk  by  having  an 
“other”  category.  Nevertheless,  we 
could  not  explain  the  reasons  that  the 
field  for  individual  risk  was  left  blank  in 
such  a large  percentage  of  cases.  Re- 
porting bias  may  have  affected  the  ac- 
curacy of  this  field  in  particular.  The 
manner  in  which  information  on  indi- 
vidual behavior  was  gathered  from 
those  with  TB  was  unknown.  Because 
alcohol  and  drug  abuse  carry  social 
stigma  in  most  populations,  individuals 
with  suspected  TB  may  not  have  been 
asked  directly  about  these  risks  or  may 
have  given  false  or  incomplete  answers. 
The  percentage  of  reported  cases  with  a 
history  of  either  drug  or  alcohol  abuse 
is  likely  to  be  an  underestimate  that 
warrants  more  investigation. 

DISCUSSION 

The  resurgence  of  TB  during  the  last 
decade  has  challenged  the  public 
health  community.  After  decades  of  de- 
cline, the  incidence  of  TB  began  to  rise 
during  the  mid-1980s,  according  to  na- 
tional statistical  trends.  The  incidence 
of  TB  in  Texas  has  increased  also  over 
the  past  10  years.  To  control  the 
spread,  public  health  authorities  need 
epidemiological  data  on  incidence  and 
risk  factors  associated  with  this  com- 
municable disease. 

This  study  compared  national 
trends  in  TB  with  those  at  the  state  level 
to  see  whether  the  state’s  experience 
mirrors  that  of  the  nation.  If  Texas  dis- 
plays significantly  different  trends,  TB 
might  be  better  addressed  in  a different 
manner  than  that  used  nationally,  and 
the  public  health  community  might 
redirect  its  attention  to  tailoring  more 
state-based  interventions.  From  the  epi- 


demiological data  available,  however, 
an  effective  Texas-specific  approach  will 
be  difficult  to  define.  In  general,  the 
Texas  experience  parallels  that  of  the 
nation.  We  do  not  know  where  Texas 
stands  in  relation  to  other  states  in  the 
completeness  of  TB  data  because  “the 
completeness  of  TB  case  reporting  has 
not  been  evaluated  in  the  United  States 
in  15  years  (7).”  The  low  levels  of  com- 
pleteness of  Texas  data  directly  affect 
the  ability  to  accurately  identify  risk 
groups  or  project  trends  compared  with 
the  national  experience. 

A main  goal  of  the  state  surveil- 
lance system  should  be  to  monitor  the 
epidemiology  of  TB  so  as  to  target  pop- 
ulations most  affected  by  this  commu- 
nicable but  controllable  disease. 
Without  accurately  identifying  risk  fac- 
tors associated  with  both  the  infection 
and  development  of  TB,  we  shall  have 
difficulty  achieving  this  goal.  In  its  ef- 
forts to  control  and  eventually  elimi- 
nate TB,  the  TDH  must  improve  the 
quality  of  the  state’s  epidemiological 
data  on  the  disease,  and  the  state 
should  fund  TB  surveillance  at  a level 
adequate  to  the  task. 

The  completeness  of  the  state’s  data 
depends  largely  on  the  level  of  comple- 
tion of  the  TB-400  form.  The  physi- 
cian’s role  is  to  provide  information 
concerning  clinical  aspects  of  the  case, 
and  the  local  health  department’s  role 
is  to  provide  information  concerning 
demographics  as  well  as  group  and  in- 
dividual risks.  This  study  found  that 
physicians  and  local  health  depart- 
ments shared  responsibility  for  the  low 
levels  of  completeness. 

If  no  budgetary  constraints  were  in 
place  for  either  state  or  local  health  de- 
partments’ TB  surveillance  activities, 
among  the  first  recommendations 
would  be  to  increase  the  number  of 
personnel  directly  involved  in  the  com- 
pletion of  the  TB-400S,  especially  at 
the  local  level.  We  assume  that  given 
numerous  responsibilities,  which  often 
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include  both  treatment  and  surveil- 
lance, workers  in  TB  control  sections  of 
local  health  departments  would  give 
priority  to  their  treatment  responsibili- 
ties. By  designating  additional  person- 
nel to  the  tasks  of  surveillance, 
separate  from  other  responsibilities,  we 
might  expect  an  improvement  in  qual- 
ity of  data.  In  times  of  budgetary  crises, 
however,  the  level  of  completeness 
might  be  increased  by  more  direct  feed- 
back on  the  consequences  of  incom- 
plete reporting,  by  incentives/rewards 
for  acceptable  levels  of  completion, 
and  by  establishment  of  penalties  for 
unacceptably  low  levels  of  completion. 

Since  1994,  the  code  “none  apply” 
has  been  included  in  the  list  of  choices 
for  the  health  care  provider  completing 
the  TB-400.  In  the  summer  of  1995, 
the  TDH  also  streamlined  the  TB-400 
from  2 pages  to  only  1.  Subsequently, 
the  TDH  has  reported  receiving  fewer 
incomplete  forms.  The  TDH  also  has 
completed  a procedure  manual  for  data 
entry  and  has  trained  records  techni- 
cians. In  addition,  greater  efforts  are 
being  made  to  return  incomplete  forms 
to  health  care  providers  for  completion 
(7).  However,  even  with  the  new  TB- 
400  form,  incompleteness  remains  a 
problem.  Sending  back  incomplete 
forms  is  a costly  and  time-consuming 
activity  for  the  state  and  local  health 
departments,  as  well  as  for  health  care 
providers,  who  must  recheck  their 
medical  records. 

The  field  for  country  of  origin  needs 
special  attention  in  any  effort  to  im- 
prove the  quality  of  data.  In  a political 
climate  in  which  immigrants  are  often 
targeted  as  the  cause  of  high  demand 
for  public  services,  the  foreign-born  TB 
patient  may  be  hesitant  to  provide  in- 
formation concerning  his  or  her  coun- 
try of  origin.  During  this  period  in 
which  “foreign-grown”  TB  has  been  ris- 
ing, clinicians  and  health  departments’ 
efforts  to  create  an  environment  con- 
ducive to  this  type  of  information  gath- 
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ering  would  predictably  increase  the 
quality  of  the  data. 

The  TDH  has  documented  the  rise 
in  incidence  of  TB  within  the  state,  but 
has  not  successfully  curbed  it.  Al- 
though the  TDH  data  suggest  that  TB 
affects  certain  high-risk  groups,  such  as 
racial  and  ethnic  minorities,  dispropor- 
tionately, the  data  do  not  permit  tar- 
geting these  groups  effectively. 

The  problem  of  TB  is  multifaceted. 
Surveillance  is  among  the  first  steps  to 
be  taken  in  understanding  trends  in 
disease.  In  a state  with  a large  popula- 
tion and  significant  diversity  in 
race/ethnicity,  age,  and  socioeconomic 
status,  the  accuracy  of  surveillance  be- 
comes even  more  essential.  Complete- 
ness of  surveillance  data  is  essential  to 
the  successful  control  of  communicable 
diseases  (9).  To  assume  that  a perfectly 
functioning  state  surveillance  system 
would  resolve  the  problem  of  TB  would 
be  naive.  If  the  process  of  surveillance, 
however,  fails  to  provide  accurate  data, 
taking  the  subsequent  steps  in  address- 
ing the  problems  of  TB  will  prove  diffi- 
cult if  not  impossible. 
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Cutaneous  nasal  malignancies: 
Is  primary  reconstruction  safe? 


JEREMY  Z.  WILLIAMS,  Ml) 
GREGORY  R.D.  EVANS,  MD 
NANCY  B.  AINSLIE,  RN 


Skin  cancer  continues  to  be  the  most 
. common  tumor  in  the  United  States,  af- 
fecting 1 out  of  every  7 Americans.  Of 
' the  numerous  sites  of  presentation,  the 
most  common  is  the  head  and  neck,  and 
particularly  the  nose.  Because  of  the 
propensity  towards  cutaneous  recurrence 
in  this  region,  care  must  be  taken  re- 
garding the  timing  of  nasal  reconstriic- 
, tion.  This  manuscript  reexamines  the 
safety  of  primary  nasal  reconstruction 
through  a retrospective  review  of  71  pa- 
tients resected  for  basal  cell  carcinoma 
(n=49),  squamous  cell  carcinoma 
(n  = 10),  melanoma  (n  = 7),  and  5 addi- 
tional variable  malignancies.  The  nasal 
dorsum  was  the  most  frequently  affected 
j site,  and  the  forehead  flap  was  the  most 
common  reconstructive  modality  em- 
ployed. Of  the  26  patients  with  recurrent 
lesions,  3 recurred  after  nasal  recon- 
struction. We  conclude  that  primary  re- 
construction is  safe  in  selected  patients; 
however,  surgical  delay  should  be  consid- 
ered if  margins  are  questionable,  if 
pathology  is  aggressive,  if  perineural  or 
deep  bony  invasion  is  present,  or  if  post- 
operative radiotherapy  is  required. 


From  the  Department  of  Plastic  Surgery,  The  Uni- 
versity of  Texas  M.D.  Anderson  Cancer  Center, 
Houston,  Tex.  Send  reprint  requests  to  Dr  Williams, 
7200  Almeda  Rd,  #403,  Houston,  TX  77054. 


INTRODUCTION 

Despite  the  heightened  awareness 
of  the  effects  of  solar  irradiation 
on  the  development  of  cuta- 
neous lesions,  skin  cancer  re- 
mains the  most  common  tumor 
in  the  United  States.  Of  the  white  pop- 
ulation older  than  65  years,  40%  to 
50%  will  develop  some  form  of  skin 
cancer  (1).  Most  of  these  lesions  are 
basal  and  squamous  cell  carcinomas, 
presenting  on  sun-exposed  areas  but 
primarily  the  head  and  neck. 

Particularly  vulnerable,  the  nose  is 
the  most  common  site  for  the  presenta- 
tion of  cutaneous  malignancies  and  ac- 
counts for  approximately  25%  of  the 
head  and  neck  skin  cancers  (2).  Because 
of  its  prominence  and  midfacial  location, 
the  nose  has  been  associated  with  a per- 
son’s character,  ethnicity,  and  familial 
identity  (3).  The  importance  placed  on 
this  anatomical  structure  has  assigned  a 
similar  importance  to  its  reconstruction. 
Although  our  techniques  have  evolved 
since  the  earliest  descriptions  of  nasal 
restoration  in  the  Smith  Papyrus,  the  ba- 
sic tenet  of  functional  restoration, 
“wholeness,”  has  remained  (3-9). 

Unlike  nasal  deformities  secondary 
to  trauma,  our  ability  to  restore  nasal 
function  and  aesthetics  in  the  cancer 
patient  is  hampered  occasionally  by  lo- 
cal recurrence  after  surgical  extirpation. 
Not  only  is  the  nose  the  most  common 
location  for  cutaneous  malignancies,  it 
is  also  the  most  common  location  for 
cutaneous  recurrence.  Several  authors 
have  attempted  to  identify  those  pa- 
tients at  high  risk  for  cutaneous  nasal 
recurrence,  and  delayed  reconstruction 
has  been  advocated  in  this  patient  pop- 
ulation (10-21).  Many  of  the  initial  re- 
constructive timing  recommendations 
have  been  assessed  in  a population  of 
patients  who  have  not  undergone  re- 
construction. The  purpose  of  this  man- 
uscript is  to  reevaluate  whether  primary 
reconstruction  is  safe  in  the  appropri- 


ately selected  patient  and  whether  we 
have  established  appropriate  criteria  for 
this  patient  population. 

MATERIAL  AND  METHOD 

Seventy-one  patients  who  had  under- 
gone previous  nasal  reconstruction  at 
The  University  of  Texas  M.D.  Anderson 
Cancer  Center  from  1987  through 
1995  were  reviewed  retrospectively.  In 
an  attempt  to  establish  the  efficacy  of 
our  selection,  we  excluded  from  the 
study  patients  who  did  not  have  imme- 
diate or  delayed  reconstruction  after 
surgical  ablation.  All  patients  with 
nasal  reconstructions  performed  for 
nasal  deformities  for  reasons  other 
than  malignancy  were  excluded  from 
the  study.  The  review  was  performed 
by  chart  analysis,  database  collection, 
review  of  pathologic  slides,  and  clinical 
evaluation.  We  studied  35  male  and  36 
female  patients,  with  a mean  age  of  60 
years  (range  18  through  88  years).  Eth- 
nic representations  were  67  whites,  1 
African  American,  and  3 Asian  pa- 
tients. Patients  were  grouped  according 
to  their  tumor  pathology. 

The  pathology  of  our  cutaneous  le- 
sions did  not  vary  from  other  docu- 
mented reports  (1-21):  basal  cell 
carcinoma  was  the  most  common 
(n=49).  Squamous  cell  carcinoma 
(n=10)  and  melanoma  (n=7)  accounted 
for  most  of  the  other  cutaneous  malig- 
nancies. Additional  tumors  included  se- 
baceous carcinoma,  adenocystic 
carcinoma,  dermatofibrosarcoma  protu- 
berans,  angiofibroma,  and  eccrine 
acrospirocarcinoma,  each  occurring  once. 

Thirty-six  patients  used  some  form 
of  tobacco  prior  or  up  to  the  diagnosis  of 
their  malignancy.  Other  associated  med- 
ical illnesses  included  hypertension, 
coronary  artery  disease,  diabetes,  thy- 
roid disease,  and  seizure  disorders.  Pre- 
vious sun  exposure  was  a common  trend 
in  our  study  population.  Immediate  re- 
construction was  defined  as  reconstruc- 
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Table  1.  Demographics  of  lesion  location. 


Location 

BCC 

see 

Melanoma 

Other 

Tip 

9 

1 

2 

1 

Ala 

12 

2 

3 

1 

Dorsum 

26 

4 

1 

1 

Nasolabial 

7 

2 

2 

2 

Partial  rhinectomy 

6 

2 

1 

none 

Total  rhinectomy 

1 

3 

none 

none 

BCC  = basal  cell  carcinoma 
see  = squamous  cell  carcinoma 

Partial  rhinectomy  — a composite  resection  of  skin,  cartilage,  and  bone  encompassing  more  than  50% 
of  the  nose. 

Total  rhinectomy  — a composite  resection  of  skin,  cartilage,  and  bone  encompassing  the  entire  nose. 


tion  beginning  at  the  time  of  surgical  ex- 
tirpation. All  other  reconstruction  was 
considered  delayed.  All  surgical  margins 
were  stained  and  assessed  histologically 
both  by  frozen  and  permanent  sections. 
Frozen  sections  were  performed  along 
the  entire  periphery  and  deep  surgical 
margins  of  the  specimen. 

RESULTS 

The  location  of  the  cutaneous  cancers 
as  they  relate  to  pathologic  testing  is 
listed  in  Table  1.  Note  that  many  le- 
sions had  multiple  locations  before  sur- 
gical extirpation. 

Frequently,  more  than  a single  sur- 
gical procedure  was  required  for  nasal 
restoration.  The  forehead  flap  was 
most  commonly  employed  (19).  Alter- 
native forms  of  reconstruction  included 
local  flaps  (17),  nasolabial  flaps  (7), 
and  cervicofacial  flaps  (7).  Skin  grafts 
were  used  to  augment  nasal  recon- 
structions in  21  patients. 

Immediate  reconstruction  was  per- 
formed in  42  patients  with  basal  cell  car- 
cinomas, 6 with  squamous  cell 
carcinomas,  6 with  melanomas,  and  3 
with  other  lesions.  Delayed  reconstruc- 
tion was  performed  in  7 patients  with 
basal  cell  carcinomas,  4 with  squamous 
cell  carcinomas,  1 with  melanoma,  and  2 
with  other  lesions.  When  delayed  recon- 
struction was  performed,  referral  from 
another  institution  or  hospital  was  the 
reason  in  6 cases.  Eight  patients  had  de- 
layed reconstruction  performed  for  other 
reasons.  The  average  time  between  sur- 
gical extirpation  and  the  start  of  delayed 
nasal  reconstruction  was  8.2  months  (2 
to  12  months)  for  basal  cell  carcinoma, 
29  months  (11  to  78  months)  for  squa- 
mous cell  carcinoma,  10  months  for 
melanoma,  and  13  months  (7  to  19 
months)  for  the  other  nasal  malignan- 
cies. Multiple  histologic  margins  both  on 
frozen  and  permanent  sections  demon- 
strated no  tumor  on  those  patients  with 
delayed  or  immediate  reconstruction,  ex- 


cept for  1 basal  cell  carcinoma  in  which  a 
positive  inferior  margin  on  a permanent 
section  required  further  surgery.  Involve- 
ment of  the  perineural  space  occurred  in 
1 case,  and  perineural  invasion  occurred 
in  1 case.  Bony  resection  of  the  maxilla 
was  performed  in  1 case. 

Within  the  study  population,  26  cu- 
taneous malignancies  recurred  at  an 
overall  average  of  36  months  from  the 
original  resection.  Basal  cell  carcinoma 
recurred  at  an  average  of  54  months, 
and  squamous  cell  carcinoma,  at  an  av- 
erage of  8.7  months  following  surgical 
ablation.  However,  only  4 of  these  re- 
current lesions  occurred  after  some 
form  of  nasal  reconstruction.  Three  out 
of  the  4 of  these  flap  recurrences  were 
from  reconstructions  performed  at  our 
institution  (Table  2).  Delayed  recon- 
struction was  performed  in  5 of  the  pa- 
tients with  tumor  recurrence. 

Complications  were  infrequent  and 
included  partial  flap  loss  (4  patients), 
nasal  fistulas  (2  patients),  hematoma 
(2  patients),  and  forehead  necrosis  (1 
patient).  Current  follow-up  has  aver- 
aged 41  months,  with  all  patients  sur- 
viving longer  than  12  months  (12  to 
110  months).  Seventy  patients  are  still 
alive  and  free  of  disease.  One  patient 


with  squamous  cell  carcinoma  died  of 
metastatic  disease. 

DISCUSSION 

The  art  of  nasal  reconstruction  has  its 
roots  in  the  surgical  texts  of  ancient 
Egypt  and  India  (4).  These  early  tech- 
niques on  nasal  reconstruction  stem 
from  the  resulting  severe  affliction  that  a 
mutilated  nose  has  on  normal  social 
contact  and  self-identity.  Despite  our  at- 
tempts at  nasal  reconstruction,  the  cre- 
ation of  a normal  nose  frequently  eludes 
us.  The  complex  combination  of  carti- 
lage, bone,  skin,  wound  healing,  and 
scar  contracture  often  makes  our  results 
less  than  ideal.  Various  methods  for 
nasal  reconstruction  have  been  taught 
(3-9).  Although  the  purpose  of  this  re- 
view is  not  to  examine  the  techniques 
for  nasal  restoration,  the  forehead  flap, 
nasolabial  flap,  local  bilobed  flaps,  skin 
grafts,  and  a plethora  of  other  tech- 
niques were  employed  within  the  study. 
Our  purpose  was  to  examine  the  safety 
of  performing  nasal  reconstructions  in 
appropriately  selected  patients. 

Much  has  been  written  on  the  tim- 
ing of  nasal  reconstruction  (10-21). 
Because  two  thirds  of  the  cutaneous 
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Titble  2.  Recurrence  (n=26). 

Original 

No.  of 

Location  of 

Radiation 

Recurrent  Uimor/ 

Previous 

Tlimor 

Months 

Original  Tumor 

Therapy 

Location 

Reconstruction 

Bee 

60 

Dorsum 

None 

BCC/Dorsum 

None 

Bee 

48 

Tip 

None 

BCC/Tip 

None 

Bee 

Unknown 

Ala,  glabella 

None 

BCC/ Ala,  glabella 

None 

Bee 

62 

Dorsum 

None 

BCC/Dorsum 

Glabellar  flap 

Bee 

17 

Dorsum 

None 

BCC/Dorsum 

FTSG 

Bee 

Unknown 

Dorsum 

None 

BCC/Dorsum 

None 

Bee 

40 

Tip 

None 

BCC/Tip  -1-  margins 

None 

Bee 

6 

Tip 

None 

BCC/Tip 

None 

Bee 

10 

Tip 

None 

BCC/Tip 

None 

Bee 

34 

Nasolabial 

None 

BCC/Nasolabial 

Forehead  flap 

Bee 

240 

Tip 

50Gy 

BCC/Tip 

None 

Bee 

Unknown 

Dorsum 

None 

BCC/Dorsum 

None 

Bee 

21 

Dorsum 

None 

BCC/Dorsum 

None 

Bee 

72 

Dorsum 

None 

BCC/Dorsum 

None 

see 

11 

Dorsum,  6 mm  invasive 

50Gy 

SCC/Dorsum 

None 

see 

10 

Ala 

None 

SCC/Ala 

Forehead  flap 

see 

5 

Ala 

None 

BCC  with  squamous 

components/Nasolabial 

fold 

Nasolabial  flap 

see  -1-  margins 

14 

Dorsum 

SOGy 

Dorsum 

None 

see 

8 

Rhinectomy 

None 

SCC/Defect 

None 

see 

6 

Partial  rhinectomy 

None 

SCC/Defect 

None 

see 

6 

Defect 

SOGy 

SCC/Defect 

None 

see 

7 

Ala 

None 

SCC/Ala 

Rotational  flap 

see 

12 

Ala 

None 

SCC/Ala 

Rotational  flap 

Melanoma 

4 

Ala 

None 

Melanoma/ Ala 

None 

Sebaceous 

96 

Nasolabial 

None 

Sebaceous/Nasolabial 

None 

Sebaceous 

48 

Nasolabial 

None 

Sebaceous/Nasolabial 

None 

Months  indicate  the  time  between  extirpation  and  recurrence.  Multiple  listings  indicate  multiple  recurrences.  Unless  otherwise  stated,  all  margins  were  free  of 
tumor  by  pathologic  examination. 

BCC  = basal  cell  carcinoma 
see  = squamous  cell  carcinoma 
FTSG  = full-thickness  skin  graft 
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malignancies  recur  within  2 years,  rec- 
ommendations have  varied  between 
performing  immediate  reconstruction 
and  delaying  nasal  restoration.  Teich- 
graeber  and  Geopfert  have  reviewed 
147  patients  for  cutaneous  recurrence 
after  rhinectomy  (5).  On  the  basis  of 
their  data,  they  recommended  delaying 
nasal  reconstruction  in  patients  with 
poor  health  or  with  large  multicentric 
lesions  (especially  squamous  cell  carci- 
nomas and  large  basal  cell  carcinomas) 
that  involve  the  ala  or  dorsum  (5).  Ad- 
ditional locations  suggest  delay,  includ- 
ing basal  cell  carcinomas  in  the 
embryonal  fusion  lines  of  the  face  (10). 
These  fusion  lines  are  suspected  risk 
zones  for  the  spread  and  recurrence  of 
basal  cell  carcinomas  (10).  Basal  cell 
carcinomas  that  recur  following  radio- 
therapy also  deserve  special  attention, 
having  a high  recurrence  rate  following 
standard  surgical  excision  or  further  ra- 
diotherapy (12).  Basal  cell  carcinomas 
treated  initially  with  curettage  and 
electrodesiccation  are  difficult  to  eradi- 
cate, with  residual  tumor  reported  in 
up  to  46%  of  the  patients  (18).  In  these 
circumstances,  a delay  in  nasal  recon- 
struction may  be  recommended. 

Note  that  of  the  71  patients  who 
had  nasal  reconstruction  performed  at 
our  institution  during  the  study  period, 
only  3 were  noted  to  have  a recurrence. 
One  additional  flap  recurrence  was 
identified;  however,  reconstruction  was 
performed  at  an  outside  institution, 
and  the  patient  was  subsequently  re- 
ferred for  further  surgical  excision.  The 
pathologic  finding  of  2 of  these  flap  re- 
currences was  squamous  cell  carci- 
noma. In  fact,  out  of  the  10  patients 
who  had  reconstructions  for  squamous 
cell  carcinomas,  6 patients  (60%)  had 
some  form  of  recurrence  either  before 
or  after  nasal  reconstruction. 

Note  also  that  40%  of  these  squa- 
mous cell  carcinomas  had  delayed  pa- 
tient reconstruction,  beginning  at  an 
average  of  29  months  after  surgical  ex- 
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tirpation.  This  is  in  contrast  to  7 of  49 
(14%)  delayed  reconstructions  for  basal 
cell  carcinomas  that  began  at  an  average 
of  8.2  months  after  surgical  extirpation. 
Three  of  the  7 delayed  reconstructions 
for  basal  cell  carcinoma  were  referred 
from  an  outside  institution  for  nasal 
restoration  with  only  4 reconstructions 
delayed  intentionally  because  of  ad- 
verse pathologic  findings  at  our  institu- 
tion. In  contrast,  3 of  the  4 squamous 
cell  carcinoma  delays  were  intentional 
because  of  the  pathologic  findings. 

All  of  the  surgical  margins  were  free 
of  tumor  on  frozen  or  permanent  histo- 
logic section  except  for  1 positive  mar- 
gin for  1 basal  cell  carcinoma  that 
required  further  surgical  excision  and 
for  1 squamous  cell  carcinoma  that  re- 
quired further  radiotherapy.  Most  re- 
current lesions  for  squamous  cell 
carcinoma  demonstrated  invasive  qual- 
ities and  moderate  differentiation  on 
pathologic  examination.  One  recurrent 
basal  cell  carcinoma  demonstrated 
squamous  components. 

Pathologic  features  of  the  tumor 
consistent  with  perineural  invasion,  ag- 
gressive lesions,  or  requirements  for 
bony  resection  suggested  delay  in  re- 
construction for  all  lesions.  For  all  le- 
sions that  recurred,  the  nasal  dorsum 
was  involved  as  the  primary  or  recur- 
rent site  in  9,  the  ala  in  6,  and  the  nasal 
tip  in  5,  corresponding  with  previous 
literature  identifying  these  areas  as  po- 
tential danger  zones  (1-21). 

Unlike  basal  or  squamous  cell  carci- 
noma, melanoma  recurred  in  only  1 pa- 
tient. Reconstruction  was  delayed  once 
for  melanoma  because  of  surgical  refer- 
ral and  not  pathologic  considerations. 

From  the  above  data,  we  can  rec- 
ommend that  primary  reconstruction  is 
safe  in  selected  patients  with  the  fol- 
lowing criteria; 

• As  noted  by  previous  authors  (1-21), 

squamous  cell  carcinoma  appears  to 

be  a more  aggressive  lesion  with  a 
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higher  chance  of  recurrence,  the  av- 
erage recurrence  time  being  8.7 
months  after  surgical  resection.  Sur- 
gical delay  in  reconstruction  should 
be  considered  if  margins  are  ques- 
tionable, if  the  tumor  is  determined 
to  be  aggressive,  if  perineural  or  deep 
bony  invasion  is  evident,  or  if  postop- 
erative radiotherapy  is  to  be  initiated. 
We  would,  however,  recommend  that 
immediate  reconstruction  proceed  if 
these  criteria  are  absent.  No  discrete 
timetable  for  delay  can  be  recom- 
mended, but  reconstruction  should 
be  coordinated  with  the  oncologic 
surgeon,  patient,  pathologist,  and  op- 
tions for  future  treatment. 

• Although  less  aggressive  than  squa- 
mous cell  carcinoma,  basal  cell  carci- 
noma can  still  recur.  Surgical 
resection  for  cure  in  basal  cell  carci- 
noma demands  5 years  of  follow-up. 
The  lower  numbers  for  recurrence  in 
the  basal  cell  carcinoma  groups  may  j 
represent  a shorter  follow-up  time 
and  not  a reflection  on  the  tumor’s 
virulence.  In  our  judgment,  however, 
a delay  in  nasal  reconstruction  for  5 
years  is  unacceptable,  and  criteria 
similar  to  that  used  for  delayed  re- 
construction in  squamous  cell  card-  | 
noma  can  be  applied  to  basal  cell 
carcinoma.  Nasal  reconstruction  for 
basal  cell  carcinoma  began  in  the  i 
study’s  patients  less  than  12  months  i 
after  surgical  extirpation.  This  time  i 
regimen  appears  to  be  valid  on  the  | 
basis  of  the  study  data  and  quality-of-  i 
life  issues  involving  nasal  restoration.  ! 

• Although  a proven  technique,  no 
Mohs’  excisions  were  performed  in  i 
the  study  population  described  ; 
here.  This  method  may  be  preferred  i 
in  recurrent  lesions,  although  only  \ 
1 specimen  showed  positive  mar-  i 
gins  on  permanent  section  when  ' 
frozen  sections  were  negative. 

• Despite  previous  reports  of  delayed  : 
reconstruction,  immediate  recon- 
struction was  begun  for  some  par- 
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tial  or  total  rhinectomy  defects.  No 
recurrence  occurred  in  the  flap 
restoration  for  partial  or  total 
rhinectomy.  Thus,  surgical  resection 
alone  should  not  dictate  reconstruc- 
tive options  but  must  include  struc- 
tural involvement  and  pathologic 
evaluation  of  the  tumor. 

• We  have  subjected  none  of  our 
nasal  reconstructions  to  radiother- 
apy. We  would  recommend  delay  in 
reconstruction  if  surgical  margins 
or  tumor  extension  require  the  use 
of  radiotherapy. 

• Lesions  in  certain  nasal  locations 
(ie,  ala,  dorsum,  and  tip)  are  not 
the  sole  criteria  for  excluding  im- 
mediate reconstruction.  Guidelines 
should  follow  the  above  criteria. 

Nasal  reconstruction  after  surgical 
extirpation  is  a complex  issue  that  in- 
volves decisions  regarding  patient  ex- 
pectations, margins,  and  pathologic 
considerations.  Close  follow-up  is  man- 
dated that  should  include  frequent 
clinic  visits  and  periodic  nasal  en- 
doscopy to  screen  for  intranasal  recur- 
rence. Some  patients  may  select 
prosthetic  forms  of  restoration,  choos- 
ing to  avoid  prolonged  reconstructive 
efforts  with  results  that  frequently  fall 
short  of  ideal.  We  realize  that  the  data 
are  retrospective  and  may  have  se- 
lected a patient  population  more  ap- 
propriate for  nasal  reconstruction; 
however,  if  nasal  reconstruction  is  cho- 
sen, we  believe  it  can  be  performed 
safely  with  a low  incidence  of  compli- 
cations and  recurrent  lesions. 
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Organized  medicine  has  spent  a great  deal 
of  time,  energy,  and  money  attempting  to 
revise  the  legal  tort  system.  Yet,  change,  if 
any,  has  been  incredibly  slow.  There  are 
many  reasons  for  this.  Tort  law  has  been  a 
part  of  American  jurisprudence  for  hun- 
dreds of  years.  In  addition,  most  state  leg- 
islatures are  populated  with  large 
numbers  of  attorneys.  This  paper  explores 
the  economic  factors  that  underlie  the  liti- 
gation process  in  medical  negligence/mal- 
practice cases.  It  suggests  that  the  current 
tort  system  is  not  as  antimedicine  as 
physicians  commonly  believe;  rather,  it  is 
physician-friendly.  Presented  here  is  a 
more  efficient  and  cost-effective  method  of 
addressing  medical  negligence/malprac- 
tice cases.  An  exclusive  relationship  be- 
tween the  liability  insurance  carrier  and  a 
defense  law  firm  is  proposed.  Rather  than 
using  the  old  billable  hours  system  to 
charge  for  its  services,  the  defense  law  firm 
negotiates  a yearly  retainer  based  upon  a 
percentage  of  the  annual  liability  insur- 
ance premiums  paid.  How  this  relation- 
ship would  result  in  a more  efficient  and 
cost-effective  approach  to  the  present  tort 
system  is  examined. 
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Beyond  tort  reform 

VICTOR  R.  SCARANO,  MD,  JD 


Physicians  through  their  orga- 
nized local,  state,  and  national 
medical  societies  have  spent  an 
enormous  amount  of  time,  en- 
ergy, and  money  in  an  attempt  to 
change  state  tort  laws  as  they  pertain 
to  medical  negligence/malpractice.  In 
contrast,  little  or  no  effort  has  been  ex- 
pended in  attempting  to  make  the  pre- 
sent tort  system  work  to  the 
profession’s  best  advantage. 

Physicians  need  to  know  that  the 
present  tort  system  for  handling  med- 
ical negligence/malpractice  civil  cases 
provides  considerable  protection  to  the 
profession,  despite  anecdotal  stories  to 
the  contrary.  For  example,  the  Medical 
Liability  and  Insurance  Improvement 
Act  requires  the  claimant  to  file  a cost 
bond  of  $5,000  for  each  health  care 
provider  sued,  to  place  the  same 
amount  in  an  escrow  account,  or  to  file 
an  expert  report  in  lieu  of  the  bond 
within  90  days  after  a suit  is  filed. 

In  most  jurisdictions,  70%  of  medical 
negligence/malpractice  cases  (even 
more  in  Texas)  that  proceed  to  jury  de- 
liberation result  in  a defense  verdict  (1). 
The  reasons  for  this  result  have  been  de- 
bated for  some  time.  A look  at  several 
possible  arguments  for  this  result  may  be 
instructive.  First,  only  those  potential 
medical  negligence/malpractice  cases 
where  liability  is  not  clear  proceed  to 
trial  because  a settlement  is  often 
reached  where  liability  is  clear.  A corol- 
lary to  this  is  that  the  defense  will  typi- 
cally not  proceed  to  trial  on  the  question 
of  liability  if  liability  is  clear.  However, 
an  inexperienced  attorney  for  the  plain- 
tiff, not  understanding  all  the  medical 
facts,  may  proceed  to  trial  with  a weak 
case  or  with  a professional  expert  at- 
tempting to  bolster  a weak  case.  Second, 
the  burden  of  proving  liability  is  on  the 
plaintiff.  This  burden  in  a potential  med- 
ical negligence/malpractice  case  where 
the  liability  is  unclear  is  substantial. 
Third,  jurors  want  to  be  convinced  that 
the  physician  caused  his  or  her  patient’s 
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injury  through  negligent  care.  Society,  in 
general,  still  holds  the  medical  profes- 
sion in  high  esteem;  the  jury  is  ordinar- 
ily not  ready  to  assume  the  physician  is 
negligent  but  wants  to  see  and  hear 
clear  evidence  of  this  fact.  In  litigation 
where  liability  is  not  clear,  the  defense 
has  access  to  peers  of  the  defendant  and 
to  outstanding  experts  to  explain  to  the 
jury  why  and  how  the  defendant  physi- 
cian provided  his  or  her  patient  with 
proper  medical  care.  Fourth,  both  the 
substantive  and  procedural  principles  of 
tort  law  favor  the  physician. 

POLITICAL  PERSPECTIVE 

Though  the  medical  profession  is  cur- 
rently encouraged  by  recent  legislative 
changes  favorable  to  tort  defendants 
both  on  the  national  and  state  levels, 
we  must  remember  that  compromise  is 
an  essential  political  tool.  The  final  out- 
come of  “tort  reform”  remains  un- 
known. Many  of  our  state  and  national 
legislators  are  lawyers.  They  have  a 
vested  interest  in  nurturing  and  main- 
taining those  paradigms  that  serve  their 
profession  and  have  evolved  over  hun- 
dreds of  years.  Eurthermore,  lawyers 
are  persuasive  advocates  for  their  posi- 
tions on  public  policy  and  often  argue 
their  case  before  those  with  political 
power  who  are  themselves  lawyers.  Dr 
Bruce  C.  Richards,  commenting  on  a 
paper  regarding  suggestions  on  how  to 
handle  present  problems  with  medical 
liability,  addresses  this  point  (2) : 

In  the  present . . . (legal)  . . . system 
the  results  of  the  . . . recommenda- 
tion might  be  of  some  help:  how- 
ever, most  would  require  national 
or  state  legislation.  . . . This  is  not 
going  to  happen  in  our  lifetime 
with  our  legislative  lawyers  and 
trial  lawyers  lobby. 

In  general,  the  law  is  designed  to 
provide  a sense  of  stability  and  consis- 
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tency  regarding  the  boundaries  of  ac- 
ceptable individual  conduct  within  our 
society.  Thus,  change  occurs  slowly  and 
not  until  society,  or  a large  segment  of  it, 
is  ready  for  change.  The  responsibility  to 
develop  new  paradigms  in  using  the 
present  tort  system  to  its  fullest  poten- 
tial rests  upon  the  medical  profession  to- 
gether with  its  legal  counterparts. 

NEW  APPROACH  NEEDED 

Although  many  areas  in  the  law  of  torts 
need  to  be  addressed  as  medicine  and 
society  continue  to  evolve,  this  paper  fo- 
cuses on  the  potential  advantages  in  es- 
tablishing an  exclusive  relationship 
between  a state  medical  society’s  captive 
liability  insurance  company  and  a med- 
ical defense  law  firm.  The  problem  lies 
not  with  the  system  of  tort  law  itself  but 
with  the  manner  in  which  medical  mal- 
practice defense  is  handled.  Physicians 
must  bring  a new  paradigm  to  the  man- 
agement of  medical  negligence/mal- 
practice cases.  This  new  paradigm 
requires  individual  physicians,  the  physi- 
cians’ state  and  local  organizations,  and 
their  state  medical  society  medical  liabil- 
ity companies  to  become  involved  in 
every  aspect  of  medical  negligence/mal- 
practice defense.  Especially  now,  when 
new  systems  of  delivering  health  care 
are  being  explored,  the  medical  commu- 
nity must  provide  leadership  for  our  so- 
ciety in  navigating  these  changes  and 
must  provide  assurances  for  continued 
quality  of  care  and  proper  management 
in  evaluating  and  handling  medical  neg- 
ligence/malpractice cases. 

ECONOMIC  REALITIES  OF 
MALPRACTICE  DEFENSE 

Today,  most  often,  when  physicians 
and/or  medical  institutions  are  notified 
of  a potential  malpractice  case  or  re- 
ceive a filed  complaint,  the  liability  in- 
surance carrier  is  apprised  of  the 
situation.  The  carrier,  in  turn,  identifies 


a law  firm  to  evaluate  and  defend  the 
physician.  Although  the  physician  and 
the  institution  are  the  targets  of  the 
suit,  the  insurance  company  and  its 
designated  defense  attorneys  control 
the  management,  investigation,  evalu- 
ation, settlement  possibilities,  and  trial 
strategies  of  the  case. 

The  defense  firm’s  fee  structure  is 
based  usually  upon  billable  hours.  With 
a billable  hours  fee  system,  defense  at- 
torneys have  little  incentive  to  wrap  up 
cases  quickly.  This  billing  policy  trans- 
lates into  more  time  charged  to  a case, 
increasing  the  number  of  billable  hours 
and  the  fees.  In  addition,  the  liability  in- 
surance carrier  must  factor  in  ongoing 
legal  costs  when  weighing  the  best  way 
to  handle  a medical  negligence/mal- 
practice claim.  For  instance,  it  would  be 
economically  reasonable  to  settle  a case 
quickly  for  a few  thousand  dollars  even 
though  little  evidence  of  medical  negli- 
gence/malpractice has  been  found  (3). 

Individuals  within  the  medical  pro- 
fession are  often  under  the  mispercep- 
tion that  defense  attorneys  are  “on  their 
side.”  This,  of  course,  may  be  true  from 
a legal  standpoint  but  not  from  an  eco- 
nomic standpoint.  A defense  firm  has 
no  work  to  do  until  a plaintiff’s  firm 
files  a law  suit.  For  defense  firms  to  sup- 
port legislation  that  prevents  or  makes 
the  filing  of  medical  malpractice  cases 
difficult  would  be  counterproductive. 
The  more  cases  filed,  the  more  work 
there  is  for  the  defense  firm.  The  longer 
a case  takes  to  settle  or  proceed  to  judg- 
ment, the  higher  the  defense  fees. 

Physicians  should  not  be  comforted 
by  present  talk  of  tort  reform  because, 
more  likely  than  not,  few  substantive 
changes  will  occur.  However,  if,  by  tort 
reform,  the  medical  profession  means  a 
more  efficient,  more  economical,  and 
more  controllable  medical  malpractice 
procedural  system,  I have  good  news. 
Tort  reform  is  available  here  and  now, 
without  the  need  for  changing  any  of 
our  present  tort  laws. 


LEGAL  ECONOMICS 

How  do  the  economics  of  a medical 
negligence/malpractice  case  impact 
both  the  plaintiff’s  and  the  physician’s 
attorneys?  Plaintiff’s  attorneys  handle 
cases  on  a contingency  fee  arrange- 
ment. The  usual  practice  of  knowl- 
edgeable and  experienced  plaintiff’s 
attorneys  follows  a predictable  pattern. 
First,  the  attorney  meets  with  the 
prospective  client  (s)  to  review  the  facts 
of  the  alleged  medical  negligence/mal- 
practice. Second,  if  the  facts  appear 
sufficient  to  move  to  the  next  step,  ie, 
gathering  the  medical  record  and  hav- 
ing it  reviewed  by  a physician,  the  at- 
torney will  discuss  his  or  her 
representation  on  a contingency  fee  ba- 
sis. In  addition,  the  attorney  often 
agrees  to  advance  the  costs  of  the  case 
(experts,  deposition,  filing  fees,  travel 
expenses,  and  so  on)  that  are  to  be  re- 
imbursed out  of  the  settlement  or  judg- 
ment award.  The  contingency  fee 
agreement  is  the  door  through  which 
ordinary  citizens  seeking  compensation 
can  address  the  court  regarding  injuries 
they  have  suffered  and  that  were  al- 
legedly caused  by  the  intentional  or 
negligent  wrongdoing  of  another.  If 
this  door  were  closed,  then  only  the 
wealthy  could  afford  representation  in 
matters  involving  tort  law.  Thus,  we 
can  predict  that  any  attempt  to  abolish 
this  practice  will  fail. 

The  contingency  fee  agreement  usu- 
ally states  that  the  plaintiff’s  attorney 
will  represent  the  client  for  a percentage 
(usually  one  third)  of  any  settlement  or 
judgment  award,  plus  reimbursement 
for  expenses.  For  example,  let  us  say 
that  the  settlement  or  judgment  award 
in  a medical  negligence/malpractice 
case  is  in  the  amount  of  $150,000,  and 
the  various  costs  (eg,  experts,  deposi- 
tions, filing  fees,  and  travel  expenses) 
are  $15,000.  In  such  a case,  the  plain- 
tiff’s attorney  will  receive  $50,000  in  ac- 
cordance with  the  contingency  fee 
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Fig  1.  Effect  of  time  on  attorneys’  compensation. 


agreement,  and  $15,000  in  reimburse- 
ment for  expenses  advanced  by  the  at- 
torney. The  plaintiff  will  net  $85,000  in 
this  example.  If  no  settlement  is  reached 
or  judgment  is  for  the  defense,  then  the 
plaintiff’s  attorney  is  not  compensated 
for  the  many  hours  and  days  spent  de- 
veloping and  litigating  the  case  and, 
most  likely,  loses  the  $15,000  in  ex- 
penses that  were  advanced.  The  plain- 
tiff’s attorney  is  willing  to  accept 
financial  risk,  which  justifies  the  contin- 
gency fee  he  or  she  charges  the  client. 

For  the  plaintiff’s  attorney,  the 
quicker  a case  can  be  resolved,  the 
greater  the  financial  reward  as,  in  most 
businesses,  “time  is  money.”  An  experi- 
enced plaintiff’s  attorney  has  a good 
sense  of  what  a medical  negligence/mal- 
practice  case  will  bring  in  settlement  ne- 
gotiations; thus,  as  time  moves  forward, 
anticipated  reward  diminishes.  Because 
his  or  her  fee  is  a locked-in  percentage  of 
the  settlement  or  judgment  award,  time 
diminishes  the  potential  return.  Thus, 
the  settlement  figure,  which  the  plain- 
tiff’s attorney  will  advise  the  client  to  ac- 
cept, tends  to  rise  over  time  (Fig  1). 

Defense  attorneys  are  also  affected 
by  the  “time  is  money”  model  but  from 
a different  perspective.  Defense  firms 
charge  an  hourly  fee  for  the  legal  work 
they  perform.  The  more  hours  the  at- 
torney puts  into  the  case,  the  greater 
the  reward.  To  resolve  quickly  a med- 
ical negligence/malpractice  case  is  cer- 
tainly not  to  the  defense  attorney’s 
economic  benefit.  Defense  attorneys, 
too,  have  a good  sense  of  what  a case  is 
worth.  Thus,  defense  attorneys  are  sure 
to  argue  persuasively  that  a case  with 
potentially  significant  damages  should 
reasonably  require  a great  deal  of  time 
to  evaluate  properly,  which  would  jus- 
tify a higher  legal  bill.  Since  both  plain- 
tiff and  defense  attorneys  are  well 
versed  in  one  another’s  economics  (ie, 
where  time  diminishes  the  plaintiff’s 
attorney’s  returns  and  increases  the  de- 
fense attorney’s  returns),  we  can  see 


Plaintiff’s  attorney 
Defense  attorney 

easily  how  this  fact  comes  into  play  as 
part  of  case  resolution  (Fig  1). 

TIME  IS  MONEY 

Fig  1 shows  the  interplay  between  the 
case  economics  of  plaintiff  and  defense 
attorneys.  A plaintiff’s  attorney,  with 
experience  in  medical  negligence/mal- 
practice cases,  always  attempts  to  de- 
termine a suit’s  realistic  value  during 
the  early  evaluation  phase.  During  this 
early  phase  of  evaluation,  expenses  in 
regards  to  time  spent  and  costs  (depo- 
sitions, experts,  travel,  and  records)  are 
at  a minimum.  During  this  phase,  the 
plaintiff’s  attorney  would  be  willing  to 
negotiate  a reasonable  settlement,  be- 
cause time  and  costs  are  low.  In  other 
words,  early  settlement  tends  to  maxi- 
mize a plaintiff  attorney’s  return.  Two 
caveats  should  be  mentioned.  First,  the 
return  depends  upon  the  plaintiff  attor- 
ney’s reasonable  evaluation  regarding 
the  merits  of  the  case  and  what  the 
case  is  worth,  and  the  defense  attor- 
ney’s agreement  that  it  is  a meritorious 
case  and  essentially  worth  what  is  be- 
ing asked.  5econd,  once  a case  is  taken 
to  trial  and  goes  to  the  jury  to  decide 
just  compensation,  no  attorney  can  sec- 


ond-guess what  the  jury  will  decide. 
However,  historical  data  indicate  that 
approximately  two  thirds  of  jury  deci- 
sions are  for  the  defense. 

For  the  plaintiff’s  attorney,  as  the 
case  moves  through  the  evaluation 
phase,  to  the  filing  of  a law  suit,  into 
discovery,  and  on  to  trial,  time  (hours 
spent  on  the  case)  and  costs,  which 
have  a negative  impact  on  the  fee,  in- 
crease steadily.  In  Fig  1,  fees  for  both 
plaintiff  and  defense  attorneys  repre- 
sent human  work,  ie,  the  amount  of 
time  and  effort  spent  on  the  case:  in- 
terviewing the  plaintiffs;  reviewing  the 
file;  drafting  a complaint;  drafting  an 
answer;  sending  and  answering  inter- 
rogatories; drafting,  filing,  and  answer- 
ing motions;  and  arranging  and 
conducting  depositions.  The  time  line 
in  Fig  1 depicts  time  an  attorney 
spends  on  the  case  rather  than  a simple 
accumulation  of  days  and  months. 

The  defense  attorney’s  fees  are  j 
somewhat  easier  to  understand  as  their  i 
linear  relationship  to  time  is  fairly  evi- 
dent. The  more  time  spent  on  the  case, 
the  higher  the  fee.  Part  of  the  fee,  how- 
ever, is  used  to  pay  rent,  salaries,  and 
other  operational  expenses.  But  costs 
such  as  travel  and  expert  fees  are  extra 
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Fig  2.  Medical  malpractice  decision-making  algorithm. 
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charges  paid  by  the  medical  liability 
company.  Fig  1 shows  that  time  is  a 
greater  risk  factor  for  the  plaintiff’s  at- 
torney than  the  defense  attorney  when 
monetary  return  is  plotted  against  at- 
torney work.  Thus,  as  the  medical  neg- 
ligence/malpractice case  moves  into 
the  late  phase,  we  can  understand  why 
the  plaintiff’s  attorney  will  often  be  un- 
willing to  recommend  settlement  for  a 
figure  that  would  have  been  satisfac- 
tory earlier.  Also,  whether  the  case  has 
merit  or  not,  the  defense  attorney  has 
been  forwarding  fees  and  costs  to  the 
medical  liability  company  to  be  paid; 
this  is  a reason  the  medical  liability 
company  is  willing  to  buy  off  a non- 
meritorious  law  suit  in  its  early  stages. 
This  discussion  shows  that  the  present 
model  regarding  the  manner  in  which 
medical  negligence/malpractice  cases 
are  conducted  is  inefficient,  wasteful, 
and  predictably  expensive. 


Settlement  Settlement  ^ — • Settle 

Unreasonable  Reasonable  case 


TAILORING  A DEFENSE  LAW 
FIRM 

When  individual  physicians,  physician 
practice  groups,  medical  organizations, 
or  medical  institutions  are  self-insured 
or  insured  through  a state  medical  so- 
ciety medical-liability  insurance  car- 
rier, they  have  the  potential  to  decide 
what  attorneys  will  defend  their  med- 
ical negligence/malpractice  suits.  From 
this  standpoint,  an  exclusive  relation- 
ship can  be  established  with  a newly 
formed  defense  law  firm.  Though  the 
law  firm  may  be  newly  organized, 
some  of  its  attorneys  must  be  experi- 
enced and  knowledgeable  in  the  field 
of  medical  liability. 

Organized  medicine  and  its  med- 
ical-liability insurance  company  can  de- 
velop and  negotiate  an  innovative 
billing  paradigm  with  the  newly  formed 
defense  firm,  such  as  a yearly  retainer 


based  upon  a percentage  of  the  annual 
gross  liability  insurance  premiums  paid. 
A working  example  of  one  such  suc- 
cessful exclusive  relationship  between  a 
liability  insurance  carrier  and  a law 
firm  exists  in  Ohio  (4).  In  a relationship 
such  as  this,  the  defense  firm’s  fees  are 
not  based  upon  billable  hours  but  upon 
a negotiated  yearly  retainer.  The  insur- 
ance carrier  benefits  by  getting  a rea- 
sonable estimate  of  its  legal  costs  for 
the  coming  year.  With  its  legal  fees  paid 
for  the  year,  the  liability  carrier  can, 
more  or  less,  disregard  the  problem  of 
ongoing  legal  costs  when  weighing  the 
best  way  to  handle  a claim.  Financial 
incentives  for  the  defense  attorney  to 
drag  out  cases  is  removed.  Cases  that 
are  deemed  not  meritorious  would  sel- 
dom, if  ever,  come  to  settlement,  be- 
cause the  medical  liability  company  is 
not  faced  with  the  problem  of  factoring 
in  to  its  decision-making  equation  in- 
creasing legal  fees.  On  the  other  hand, 
early  settlement  would  be  vigorously 
pursued  for  those  cases  that  are 
deemed  meritorious  (Fig  2). 

In  the  economic  world  of  billable 
hours,  which  add  up  quickly,  insurance 
carriers  have  a strong  incentive  to  set- 
tle nuisance  cases  rather  than  go  to  the 
expense  of  defending  them  to  judg- 
ment (3).  Many  savvy  lawyers  bring 
marginal  medical  negligence/malprac- 
tice suits  knowing  the  economics  of 
their  defense  will  induce  physicians, 
medical  institutions,  and  especially 
their  liability  insurance  carriers  to 
come  up  with  a few  thousand  dollars 
Just  to  get  rid  of  the  problem.  Many  at- 
torneys without  experience  in  medical 
negligence/malpractice  do  not  hesitate 
to  file  such  questionable  cases  as  they 
require  little  skill  to  generate  a $10,000 
to  $20,000  buy  off  (the  very  reason  for 
the  drive  to  raise  the  National  Practi- 
tioner Data  Bank  reporting  require- 
ment to  $30,000).  Once  physicians 
through  their  combined  liability  insur- 
ance carrier  and  affiliated,  exclusive 
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defense  law  firm  can  afford  to  take  a 
hardened  posture,  several  potential 
benefits  will  follow: 

• The  physician  group,  its  liability  in- 
surance carrier,  and  affiliated  or  cap- 
tive defense  law  firm  will  develop  a 
reputation  for  quickly  settling  meri- 
torious cases,  for  aggressively  de- 
fending all  defensible  cases,  and  for 
steadfastly  refusing  to  settle  the  so- 
called  nuisance  case. 

• This  institutional  policy  will  en- 
courage plaintiff’s  law  firms  with 
less  expertise  (referred  to  here  as 
“B”  firms)  to  abandon  nuisance 
cases  because  the  reward  incentive 
will  have  disappeared. 

• When  a “B”  firm  comes  upon  a po- 
tentially meritorious  case,  this  firm 
will  be  encouraged  to  refer  the  case 
to  the  expert  or  professional  plain- 
tiff’s law  firms  (referred  to  here  as 
“A”  firms)  to  evaluate  and  litigate. 
Organized  medicine  gains  an  ad- 
vantage by  dealing  with  reputable, 
professional,  and  ethical  “A”  law 
firms,  because  these  firms  know 
how  to  evaluate  properly  the  merits 
of  a potential  medical  negli- 
gence/malpractice claim. 

• This  institutional  policy  and  reputa- 
tion, again,  will  encourage  the  “A” 
firms,  which  ordinarily  use  strict 
criteria  to  evaluate  medical  negli- 
gence/malpractice cases,  to  tighten 
their  criteria  when  dealing  with 
these  physicians  and  institutions. 
Also,  early  and  rational  settlement 
negotiations  of  meritorious  cases 
will  proceed  in  a reasonable  man- 
ner with  the  “A”  firms. 

A medical  malpractice  case  requires 
a critical  understanding  of  the  pertinent 
facts,  issues,  and  theory  of  the  case. 
When  an  “A”  law  firm  files  a complaint, 
the  firm  has  probably  spent  an3where 
from  3 to  6 months  or  more  investigat- 
ing and  evaluating  the  standard  of  care 
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and  causation  issues,  as  well  as  the  an- 
cillary cosmetic  issues  (those  special 
qualities  of  the  plaintiff  or  the  plaintiff’s 
insurer  that  have  an  impact  on  the  ulti- 
mate value  of  the  case)  before  making  a 
determination  as  to  the  case’s  merit. 
Thus,  when  the  complaint  arrives  at  the 
physician’s  office  or  the  medical  institu- 
tion’s place  of  business,  the  defendants 
are  significantly  behind  in  their  under- 
standing of  the  issues  and  theories  in- 
volved. The  professional  medical 
malpractice  defense  firm  must  move 
quickly  and  efficiently  to  close  the  gap. 
To  the  advantage  of  the  physician  and 
the  medical  institution,  no  waiting  pe- 
riod applies  to  obtaining  the  medical 
record  and  interviewing  the  named  tar- 
get defendants. 

THE  CASE  FOR  THOROUGH 
PREPARATION 

At  a major  medical  institution  or  in  a 
large  group  of  medical  practitioners,  an 
objective  evaluation  of  the  facts  of  the 
case  by  medical  experts  (in  the  field  of 
medicine  at  issue)  as  to  the  acceptable 
standards  of  care  and  issues  of  causation 
should  be  quickly  available.  Physicians 
and  attorneys  must  work  together  with 
absolute  candor  to  hammer  out  the  per- 
tinent issues  and  theory  of  the  case. 
Every  issue  must  be  scrutinized  in  detail 
from  the  plaintiff’s  point  of  view.  Once 
all  the  facts  are  gathered,  they  should  be 
presented  in  a case  study  format  to  a 
small  but  select  group  of  experts  in  or- 
der to  further  elucidate  all  the  possible 
issues  and  theories  upon  which  a tort 
action  could  be  maintained.  This  is  the 
function  of  a medical  defense  firm  with 
substantial  experience  and  knowledge 
in  medical  negligence/malpractice 
cases,  with  its  individual  attorneys  be- 
coming specialized  in  various  areas  of 
medical  liability,  eg,  obstetrics,  orthope- 
dics, and  trauma.  The  attorneys  armed 
with  their  specialized  knowledge  and 
skill  are  able  to  converse  with  physicians 
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in  a much  more  meaningful  and  pro- 
ductive manner. 

An  in-depth  evaluation  of  the  facts 
and  issues  in  a medical  negligence/mal-i 
practice  case  must  be  accomplished  be-, 
fore  any  interrogatories  or  requests  for 
admissions  are  answered  or  any  defen- 1 
dant  depositions  are  taken.  These  proce-i 
dures  fix  a defendant’s  testimony,  which; 
will  be  difficult  or  impossible  to  change; 
at  the  time  of  trial;  therefore,  total; 
preparation  is  of  the  utmost  importance 
before  any  of  these  discovery  proce- 
dures are  undertaken.  Plaintiff’s  attor- 
neys are  skilled  at  tripping  the  physician 
into  making  a statement  that  he  or  she 
may  not  necessarily  agree  with  or  that 
upon  reflection  in  the  quiet  of  the  office 
would  not  have  made.  These  statements 
can  come  back  to  haunt  the  defendant 
at  trial  with  an  implied  inference  about 
his  or  her  truthfulness. 

VALUE  OF  GUIDELINES  FOR 
MEDICAL  PRACTICE 

Physicians  should  not  be  fearful  of  med- 
ical practice  guidelines;  they  should  be 
adopted,  as  far  as  practical,  for  all  med- 
ical and  surgical  disease  processes. 
These  guidelines  should  be  worded  so 
as  to  provide  room  for  the  diagnosis  and 
treatment  of  the  variety  of  individual 
patients  who  potentially  exist  within  a 
specific  diagnostic  group.  The  guide- 
lines, then,  will  establish  an  accepted 
standard  of  care  within  the  physician 
specialty  group  or  medical  institution. 
The  guidelines  should  be  constructed 
loosely  enough  to  accommodate  not 
only  the  fictitious  average  patient  but 
those  actual  living  patients  who  fit 
within  the  guideline  standard  deviation. 
For  those  situations  in  which  the  physi- 
cian, for  one  reason  or  another,  chooses 
a diagnostic  and  treatment  regimen  that 
differs  from  the  guideline,  he  or  she 
should  indicate  in  a progress  note  why, 
in  this  particular  case,  altering  the 
course  of  diagnosis  and  treatment  was  a 
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reasonable  medical  decision  and  good 
medical  judgment. 

PROPOSAL  FOR  WORKING  WITH 
CURRENT  TORT  LAW 

Below  are  factors  that,  if  properly  em- 
ployed, will  help  to  insure  that  the  law 
lof  torts  as  applied  to  medical  negli- 
igence/malpractice  will  bring  about  a 
!more  efficient  use  of  the  legal  system 
for  the  benefit  of  the  medical  and  legal 
professions  in  particular  and  society  in 
general. 

: • A state  medical  society  medical-lia- 
bility insurance  company  willing  to 
explore  and  develop  an  exclusive 
relationship  with  a defense  law  firm 
should  be  established. 

• A law  firm,  expert  in  the  field  of 
medical  negligence/malpractice, 
should  be  developed  and  organized 
to  provide  appropriate  liability  de- 
fense. This  law  firm  will  have  an  ex- 
clusive relationship  with  the 
medical  liability  insurance  com- 
pany. Individual  attorneys  in  the 
firm  will  become  familiar  with  and 
specialize  in  the  defense  of  various 
medical  specialties,  eg,  obstetrics, 
trauma,  and  orthopedics. 

• The  law  firm  will  negotiate  each 
year  for  legal  fees  based  upon  a per- 
centage of  the  gross  insurance  pre- 
miums paid  by  the  insured  to  the 
liability  carrier.  This  will  eliminate 
legal  fees  paid  on  the  basis  of  bill- 
able  hours  and  provide  the  liability 
carrier  with  a more-or-less  known 
yearly  legal  expense.  Because  this 
system  will  be  more  efficient  and 
cost-effective,  I predict  that  the 
yearly  legal  fees  would  be  lower 
than  the  legal  fees  paid  under  the 
present  system.  Furthermore,  since 
the  defense  law  firm  now  shoulders 
a portion  of  the  financial  risk,  some 
mechanism  for  sharing  in  the  ex- 
pected economic  benefits  is  appro- 


priate and  must  be  negotiated. 

• Specialty  medical  groups  (eg,  ob- 
stetrics and  gynecology,  orthope- 
dics, and  pediatrics)  and  medical 
institutions  (eg,  large  group  prac- 
tices, hospitals,  and  HMOs)  should 
adopt  practice  guidelines  for  all 
medical  and  surgical  treatments 
that  set  the  standard  of  care  for  the 
institution  by  the  medical  staff, 
nursing  department,  and  other 
health  care  practitioners. 

• A designated  group  of  medical  prac- 
titioners from  all  areas  of  the  medical 
profession  (chosen  by  department 
chairs  or  some  other  method)  will 
meet  with  attorneys  of  the  affiliated, 
exclusive  law  firm  on  a regular  basis 
to  determine  the  medical  merits  of 
each  potential  medical  negli- 
gence/malpractice case. 

Physicians  and  medical  institutions 
need  not  spend  so  much  of  their  time 
and  energy  in  attempting  to  scrap  the 
present  tort  system  (5,6).  We  are  learn- 
ing that  all  our  efforts  toward  this  end 
have  produced  little,  if  any,  change. 
Rather,  we  need  more  involvement  in 
medical  negligence/malpractice  de- 
fense together  with  a more  efficient 
and  economical  use  of  the  tort  system 
already  in  existence.  The  plan  sug- 
gested here  will  provide  physicians  and 
medical  institutions  with  a proper  set 
of  tools  to  use  the  present  legal  system 
to  their  best  advantage.  We  expect  that 
this  plan  or  some  form  of  it  will  be 
more  efficient  and  cost-effective,  while 
resulting  in  a lower  claims-paid  experi- 
ence and,  therefore,  lower  liability  in- 
surance premiums. 
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Managing  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701.  It  must 
be  offered  solely  to  this  journal.  Articles  are  screened  for  appropriateness  for 
Texas  Medicine.  Those  selected  for  peer  review  are  reviewed  by  consultant 
specialists  and  an  Editorial  Committee,  and  accepted  or  rejected  on  the  ba- 
sis of  individual  merit,  appropriateness,  and  the  availability  of  other  mater- 
ial. Reviews  usually  take  10  to  12  weeks.  Texas  Medicine  reserves  the  right  to 
reject  up  to  press  time  any  articles  that  may  have  been  accepted  for  publica- 
tion. 

COPYRIGHT  ASSIGNMENT 

In  view  of  The  Copyright  Revision  Act  of  1976,  effective  Jan  1,  1978,  all 
transmittal  letters  to  the  editor  must  contain  the  following  language:  “In  con- 
sideration of  the  Texas  Medical  Association  taking  action  in  reviewing  and 
editing  my  submission,  the  author(s)  undersigned  hereby  transfers,  assigns, 
or  otherwise  conveys  all  copyright  ownership  to  the  Texas  Medical  Associa- 
tion in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 

An  introductory  summary  of  100-150  words  is  required. 

Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
and  logical  subheadings.  For  spelling  and  usage  the  editors  follow  “norland’s 
Illustrated  Medical  Dictionary,”  26th  edition,  and  “Webster’s  Third  New  In- 
ternational Dictionary,  Unabridged.” 

The  text  of  observational  and  experimental  articles  is  usually  — but  not 
necessarily  — divided  into  sections  with  the  headings:  Introduction,  Meth- 
ods, Results,  and  Discussion.  Subheadings  may  be  needed  to  clarify  content. 
Other  types  of  articles  may  need  different  formats. 

When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 

International  Committee  of  Medical  Journal  Editors:  Uniform  require- 
ments for  manuscripts  submitted  to  biomedical  journals.  The  complete  doc- 
ument is  available  in  the  June  1982  issue  of  the  Annals  of  Internal  Medicine. 

Iverson  C,  Dan  BB,  Glitman  P,  et  al:  The  American  Medical  Association 
Manual  of  Style,  ed  8.  Baltimore,  Williams  & Wilkins,  1989. 

CBE  Style  Manual  Committee:  CBE  style  manual:  a guide  for  authors, 
editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 

In  addition,  many  excellent  books  and  manuals  are  devoted  to  principles 
and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientific  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  acceptable  data:  j 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year,  j 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
mation can  be  identified  and  retrieved. 

Letters,  personal  communications,  and  sources  not  readily  available 
should  be  excluded  from  the  reference  list,  but  may  be  mentioned  paren- 
thetically or  in  footnotes. 

ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
neat,  uniform,  fairly  large  lettering.  A label  pasted  to  the  back  of  each  illus- 
tration should  indicate  its  number,  topic,  author’s  name,  and  title  of  article 
in  brief. 

Legends  should  be  in  complete  sentences,  numbered,  and  typed  on  a 
separate  sheet  of  paper. 

Tables  should  be  typed  on  separate  sheets.  Column  headings  should 
show  points  of  similarity;  side  headings,  points  of  difference. 

PREVIOUSLY  PUBLISHED  MATERIAL 

Written  permission  should  be  obtained  from  the  publishers  and  the  authors 
for  use  of  any  previously  published  material  (extensive  textual  matter,  illus- 
trations, tables)  used.  Short  verbatim  quotations  in  the  text  may  be  used ! 
without  permission,  but  should  be  quoted  exactly  with  the  source  credited. . 
Copies  of  permission  letters  should  be  submitted  with  manuscript.  ' 

EDITING  I 

All  material  is  subject  to  editing,  but  authors  receive  typescripts  to  check  be- 1 
fore  publication.  After  the  article  is  sent  to  the  printer,  only  minimal  revision  i 
may  be  made. 

1 

REPRINTS 

Reprints  of  articles  in  the  Journal  section  are  available  directly  from  a reprint  \ 
printer  at  an  established  schedule  of  costs.  Authors  of  peer-reviewed  articles  j 
automatically  receive  order  blanks  when  their  articles  are  published.  | 

I 

MATERIAL  FOR  NON-JOURNAL  SECTIONS 
Commentary 

Editorial  commentary  should  be  written  in  clear,  concise  language.  Length 
should  be  about  two  or  three  pages  typed  with  double  spacing.  Commentary 
will  be  published  in  the  appropriate  section  at  the  discretion  of  the  manag- 
ing editor  and  editorial  advisors. 

Letters 

Letters  will  be  published  at  the  discretion  of  the  managing  editor  and  edito- 
rial advisors.  Length  should  be  fewer  than  400  words.  A few  references, 
preferably  less  than  five,  may  be  included.  All  letters  are  subject  to  editing 
and  abridgment. 

News 

News  items  should  be  sent  to  Texas  Medicine,  Texas  Medical  Association,  401 
W 15th  St,  Austin,  TX  78701. 

Obituaries 

Listings  of  deceased  TMA  members  are  published  when  adequate  informa- 
tion is  received. 

COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
of  the  views  expressed  therein,  nor  shall  publication  of  any  advertisement  be 
considered  an  endorsement  of  or  approval  of  the  product  or  service  involved. 
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Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  883-6782 


Anesthesiology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)496-1006 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Dermatology 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Phillip  E.  Hansen,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

(214)  661-7010 


Interdisciplinary  Pain  Medicine 


AUSTIN  PAIN  MANAGEMENT  CENTER 

Robert  P.  Wills,  MD 
Richard  S.  Himes  Jr.,  MD 

12221  MoPac  Expy  North,  Austin,  Texas  78758 
Telephone  (512)  901-6013  Fax  (512)  901-1991 


Tel  800.880.1300 
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Medical  Oncology 


— Medical  Oncology/Hematology 
MD  — Medical  Oncology 


Janet  Macheledt,  MD 
Frankie  Ann  Holmes, 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221 
Houston,  Texas  T7024 
Telephone  (713)  467-1722 
Fax  (713)  467-1704 


5618  Medical  Center  Drive,  Suite  201 
Katy,  Texas  77494 
Telephone  (713)  392-2757 
Fax  (713)  392-8148 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


Orthopedic  Surgery 


Neurological  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


KurtW.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Melissa  McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas 
78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


Here’s  what’s 
coming  in  the 
September 
Texas  Medicine: 

International  medical  graduates 
Year  2000  computer  glitch 
Insurance  update 
Managed  care  IROs 

For  more  information,  call  Larry  BeSaiv,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_h@texmed.org. 

Also  consult  the  TMA  Web  site  at  ivunv.texmed.org. 


Tel  800.880.1300 
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Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


Call  Toll  Free 

1-888-DOCS-911 

CLecal:  817-336-8600) 

TEXAS:  Regional  emergency  group  has  held 
20-yecir  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  336-8601  or  send  to; 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


TEXAS:  Directorship  opportunity  in 
beautiful  East  Texas  for  BE^C  PC  with  emer- 
gency medicine  experience.  Strong  economy 
in  city  with  a population  of  74,000,  excellent 
schools,  malls  and  antique  shopping.  ED  an- 
nual volume  of  17,000.  Excellent  nursing  & sup- 
portive medical  staff.  Highly  competitive 
compensation.  For  further  information  contact: 
MEPA,  (800)  346-6687;  Fax:  (972)  789-0339;  14651 


Dallas  Parkway,  Suite  700.  Dallas,  TX  75240; 
e-mail:  opportunities@med-edge.com. 


New  Clinic  practice  in  Tyler  and  surrounding 
area.  Flexible  hours.  Excellent  compensation. 
BE  required.  Primary/moonlighting  positions. 
FaxCV  to  (817)  336-8601. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76112 
(888)  DOCS-911 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETmVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-534-0665 


[D)A[L[LAg/F©[^T 

IVIedical  Directorship,  Full-Time,  and  Part- 
Time  opportunities  available.  Qualified  candi- 
dates must  be  BC  in  Emergency  Medicine  or 
Primary  Care,  have  ACLS  certification,  and  exten- 
sive ED  experience.  Directorship  candidates  must 
have  administrative  experience.  Very  competitive 
compensation  package.  Contact  John  Torres  at 
Team  Health  West.  (800)  227-2092.  For  immedi- 
ate consideration  fax  your  C.V.  to  (925)  484-4 107. 
E-mail:  John_Torres@Team-Health.com. 


Family/General  Practice 

Family  Practice  — excellent  opportunities.  Attrac- 
tive FP  openings  to  join  well-established  pracrices  in 
the  Dallas/Ft.  Worth  area  and  in  South  Texas  Just 
45  miles  west  of  the  Gulf  of  Mexico.  Reply  confiden- 
tially to  Laurie  Myers.  Phone  (800)  338-7107;  fax 
(414)  427-7251;  e-mail:  fha@execpc.com. 

Primary  Care  Physician  — National  insurance 
company  with  Austin  office  seeks  part-time,  TX-li- 
censed,  BC  or  BE  PGP  (FP,  IM  or  OM)  for  its  equip- 
ped, on-site  EAP  clinic.  Ten  hours  per  week  with 
opportunity  to  increase  hours  as  practice  grows.  Com- 
petitive compensarion.  Please  arrange  for  interview 
at  (512)  454-9955;  fax  (512)  454-0017;  or  e-mail 
RockDoc50@aol.com. 

Looking  for  a General  Practitioner  to  Join  a 
thriving  noninvasive  Cardiology/G.P.  pracrice 
within  1 hour  of  Dallas/Fort  Worth  Metroplex. 
Competitive  salary  and  benefits.  Needed  A.S.A.P  Call 
(940)  668-7231. 

Physician  Opportunity  is  available  in  Dallas/ 

Fort  Worth  and  Longview.  Low  stress,  office  based 
practice.  No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrarive  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  CV 
to  (972)  256-1882. 


KAISER  PERMANEINTTE 

DENVER,  COLORADO 

The  Colorado  Permanente  Medical  Group  is  seek- 
ing board  certified  internists  who  are  bilingual  in 
Spanish  to  provide  physician  services  for  Kaiser 
Foundation  Health  Plan  members  in  outpatient  fa- 
cilities throughout  Denver/Boulder  area.  To  dis- 
cuss specific  openings,  contact: 

Physician  Recruiting,  CPMG 
10350  East  Dakota  Avenue,  Denver,  CO 
80231-1314,  or  (303)  344-7302. 

EOE,  MA^,  V/H 


Methodist 

Hospitals  of  Dallas 


EMERGENCY  MEDICINE 

B/E  or  B/C  full-time  emergency-trained 
physicians  needed  to  staff  busy  emergency 
rooms  on  each  of  our  hospital  campuses, 
Methodist  Medical  Center  and  Charlton 
Methodist  Hospital.  Excellent  medical  staff 
and  teamwork  among  hospital  depart- 
ments. ER  physicians  are  independent  con- 
tractors with  an  excellent  pay  structure  and 
paid  malpractice. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide general  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facili- 
ties nearby.  Incoming  physician  would 
preferably  associate  with  an  established 
practitioner  in  the  area  or  consider  estab- 
lishing a solo  practice  with  hospital  sup- 
port. 

RHEUMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance, marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  10  minutes  apart  in  south 
Dallas  County. 


Additional  group  practice  opportunities 
also  available. 


Please  forward  CV  to  Susan  Cogbura,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  655999,  Dallas,  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502,  e-mail: 
susancogbum  @ mhd.com. 
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Family/General  Practice 


Permanent  part-time  position 
2-2  V2  days  a week. 

San  Marcos,  TX.  (512)  754-7700. 


Hospitalists 

Austin,  Texas  - Established  group  with  a successful 
' track  record  of  100%  hospital-based  care.  Expanding 
to  support  the  immediate  addition  of  several  more 
hospitalists,  critical  care,  or  pulmonologists.  Requires 
a Texas  license,  board  certification,  team  spirit,  and 
superb  communication  skills.  Compensation  is  fully 
' productivity  based;  the  contracting  company  develops 
no  assets.  Will  consider  guaranteeing  collections. 
E-mail:  merriweth@aol.com  or  call  Dorothy  Merri- 
wether  & Associates  at  (281)  360-0404. 


I Austin,  TX:  Growing  Hospital  practice  with 
emphasis  on  quality  inpatient  care  seeking 
BC/BE  internist  to  join  Professional  Associa- 
tion as  equity  partner.  Excellent  income  poten- 
tial, rewarding  lifestyle,  and  democratic 
philosophy.  Call  schedule  is  very  manageable. 
Contact  Jim  Coughlin,  M.D.,  Diagnostic 
Consultants  of  Austin,  at  iimcou@swt)cll.net. 
page  (512)  454-5681,  phone  (512)  443-5136, 
or  hix  (512)  443-5136. 

Internal  Medicine 

POSITION  AVAILABLE:  BC/BE  internist  with 
interest  in  cardiology  or  cardiologist  with  interest  in 
internal  medicine  (2-D  echo,  treadmill  on-site)  to 
join  multispecialty  clinic.  Large  number  of  geriatric 
patients.  Contaa  Mr.  Leroy  Kitch,  Skinner  Clinic, 

124  Dallas  Street,  San  Antonio,  TX  78205  or 
(210)  224-1771. 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide  hos- 
pital inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office  prac- 
tice. This  position  requires  no  on-call  re- 
sponsibility. Very  attractive 
compensation  package  includes  salary, 
dIus  benefits  to  include  professional  lia- 
Dility  insurance,  major  medical  and  term 
ife  insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME  al- 
lowance, 401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/71 2-2444  


Locum  Tenens 


Charting  a hew  career  coursa- 
doesn't  have  to  feel  like  re-discoverin®;} 

T7V-' 

j ^the  New  World.  Staff  Care  will  sef'^w 
! os  your  guide  to  explore  the  adventurou&,.i 
i realms  of  LOCUM  TENENS.  Travel, 

a n “ 5 tpn# 

(sure  and  occurrence  malpractice  insurdncfe, 

’ ' (‘i 

je  d'esiSi^fs 
to 


ore  mclusive  in  our  total  pa 

X'  I -.n™ 

give  you  nationwide  opportynitjes^ 


Texas  Based, 
Endorsed  by  lexps  Assp|jje 


f fx)r  more  info  about  TENIHS  call:  ■ 

W^ern  Destinajl.ienf 


i/t  Locusti 


dwesf  & Eastern  Destinations 

wwwJocumsnef.com 
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Locum  Tenens 


Inf 

Physicians® 

"In  Texas  since  1982" 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Fermanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Ptm  ahead,  caU  toda§! 

1-800-531-1122 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Imme- 
diate and  future  opportunities  wth  US  HealthWorks. 
CaU  Ned  at  (713)  797-6106. 


Texas  physician  group  seeks  board- 
cenified  physician  to  practice  in  Occu- 
pational and  Urgent  Care  Clinic.  Expe- 
rience in  Family  Practice,  Internal 
Medicine  or  Emergency  Medicine 
preferable  and  Industrial  Medicine  and 
Occupational  Medicine  a strong  prefer- 
ence. Mgmt  and  communication  skills  a 
must.  We  offer  lucrative  salary  and  bonus 
structure.  For  immediate  consideration, 
please  fax  your  resume  to  972-857-7408. 


Pediatrics 

PEDIATRIC  OPPORTUNITY  1 HR  SW  OF 
HOUSTON:  Only  25  miles  from  the  Gulf  of  Mex- 
ico! Join  prestigious  MSG.  Plans  for  new  office  to 
house  primary  care  and  subspecialists.  Outdoor  activ- 
ities include  fishing,  boating,  hunting  and  biiding. 

CaU  Germaine  Lorbert  (800)  765-3055,  ID#:5664T}C, 
fax  (314)  726-3009,  e-maU:  glorbert@cejka.com. 

No  Nursery,  No  Deliveries,  No  Calls,  No  Week- 
ends — BC/BE  Pediatrician  to  join  weU-established 
Pediatric  group.  Full-time/part-time  openings  avaU- 
able  immediately.  Guaranteed  good  sdary.  Propxssed 
work  schedule  allows  time  to  enjoy  the  nearby  resort 
of  South  Padre  Island.  Submit  inquiries  and  resume 
to  Juan  AguUera,  MD,  920  S.  Closner,  Edinburg,  "DC 
78539.  Phone  (956)  318-0703;  fax  (956)  318-0703. 

Radiology 

Immediate  Opening  in  West  Texas:  Diagnostic 
radiologist  comfortable  with  Neuro/interven- 
tional/MRI  needed.  Must  perfomi  fuU  gamut  of 
diagnostic  radiology  services.  Hospital-based  practice. 
Great  flexibility.  Locum  Tenens  also  available.  CaU 
(915)  694-4900  or  e-maU  psv@apex2000.net. 


FXAS  TFCH 

UNIVERSITY  1 


HKALTH  SCIENCES  CENTER 


RADIOLOGIST  POSITION 

TTUHSC  @ El  Paso,  Department  of  Radiology  seeks 
a board  eligible  or  certified  radiologist  with  feUow- 
ship  training  in  body  imaging.  This  is  an  interesting 
and  challenging  position  in  a county  hospital  that  is 
the  trauma  center  for  a community  of  650,000  and 
the  primary  inpatient  and  outpatient  caregiver  for  a 
large  indigent  and  underserved  population  of 
250,000. 

Our  equipment  is  current  with  a new  MRI,  second 
CT  scanner,  and  combined  cardiovascular  machine 
soon  to  be  installed.  Our  mammography  program  is  a 
center  of  exceUence.  Our  ultrasound  and  mammogra- 
phy sections  are  ACR  accredited. 

This  is  an  ideal  position  for  a recent  trainee  who  de- 
sires to  affiliate  with  a medical  school  and  become  a 
part  of  an  active  clinical  service.  Salary  is  commen- 
surate with  training  and  experience.  Benefits  includ- 
ing retirement  are  generous. 

El  Paso  is  a delightful  city  of  650,000  with  a year 
round  warm  dry  climate  and  the  ease  of  southern  liv- 
ing. 

Send  correspondence  to  Dr.  Lloyd  K.  Mark,  Professor 
and  Regional  Chairman,  Department  of  Radiology, 
Texas  Tech  University  HSC  ® El  Paso,  4800  Alberta 
St.,  Ei  Paso,  TX  79905,  fax  |915|  545-6607,  e-mail 
radelkm0ttahsc.edu  or  call  me  at  |915|  545-6845. 
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Radiology 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care  System  Ra- 
diology Service  has  an  opening  for  a staff  radiolo- 
gist at  its  Dallas  facility.  It  is  seeking  a board 
certified  general  radiologist.  Candidates  must 
have  training  and  experience  in  CT,  Ultrasound 
and  MRI,  and  training  or  experience  in  cross-sec- 
tional interventional  techniques  such  as  percuta- 
neous biopsy  and  drainage  procedures. 

This  position  includes  an  academic  appointment 
with  its  affiliate.  The  University  of  Texas  South- 
western Medical  Center.  It  also  has  a very  active 
residency  program. 

Applicants  must  be  a U.S.  citizen  and  must  pos- 
sess an  active  current  license  to  practice  radiology 
in  a State,  Territory  or  Commonwealth  of  the 
United  States,  or  in  the  District  of  Columbia. 

Applicants  should  forward  a curriculum  vitae  and 
references  to: 

Ward  M.  Terry,  M.D. 

Chief,  Radiology  Service  (114) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
214-372-7073 
214-302-7480  (FAX) 

An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-Smoking  Facility 


Other  Opportunities 

ATTENTION  PHYSICIANS:  Openings  through 
out  Texas  and  narionwide.  BE/BC  Internal  Medicine, 
Orthopedics,  Psychiatry,  Neurology,  sub-specialties. 
FLEXIBLE  HOURS,  WEEKENDS  & EVENINGS, 
$60-80/HR.  Please  contaa  HC  Healthcare  Systems, 
LLC,  (800)  716-3633. 

Physician  Reviewers  Wanted  — Care  Assessment 
Review  and  Evaluation,  L.L.C.  (CARE),  an  innovative, 
physician-owned  medical  review  company  based  in 
Austin,  seeks  reviewers  for  our  network.  Must  have 
Texas  license,  in  active  practice,  and  Board  Certified 
in  specialty.  Competitive  compensation.  For  informa- 
tion, call  (888)  302-REVU,  fax  (512)  454-0017, 
e-mail  RockDoc50@aol.com,  or  visit  our  Web  site  at 
www.angelfire.com/biz/medicalreview. 

We  have  physicians  looking  for  practice  oppor- 
tunities in  the  Texas  area.  Please  call  or  fax  CV  to 
Medical  Advisory  Group  Inc.  Call  (281)  328-4207 
or  fax  (281)  328-4207*51.  Address  6942  FM  1960 
E-150  Humble,  TX  77346. 


Commercial  Aircraft  Division 


Northrop  Grumman's  Commercial  Aircraft  Division,  headquartered  in 
Dallas,  produces  aerostructures  for  a variety  of  commercial  aircraft 
including  the  Boeing  747,  757,  767  and  111  airliners,  and  the 
Gulfstream  V business  jet.  It  is  also  the  largest  subcontractor  on  the 
McDonnell  Douglas  C-17  military  transport  and  performs  work  in 
support  of  the  B-2  stealth  bomber  program.  We  have  the  following 
opening  at  our  Dallas,  TX  facility. 

Medical  Director 

The  selected  individual  will  be  responsible  for  the  management  of 
occupational  illnesses/injuries;  medical  oversight  and  intervention  in 
workers'  compensation  cases;  and  monitoring  the  job 
placement/RTW  program.  Additional  responsibilities  will  include 
developing  and  monitoring  standing  orders  and  medical  protocol 
and  assisting  with  the  wellness  program. 


The  qualified  candidate  will  be  a MD  and  certified  MRO  who  pos- 
sesses a working  knowledge  of  ADA,  Family  Leave  Act,  OSHA,  and 
Texas  Worker's  Compensation  Act.  Familiarity  with  safety,  ergonom- 
ic, and  industrial  hygiene  is  essential. 


We  offer  an  outstanding  benefits  package  and  a competitive  salary. 
Qualified  candidates  should  send  their  resumes  to: 

Northrop  Grumman  Corporation  - Commercial  Aircraft  Division 


Attn:  TM  8/98-MD,  49-ER 


PO  Box  655907 


Dallas.  TX  75265-5907 


Fax:  (972)  946-3438 

Email:  <dallas_employment@mail.northgrum.com 


We  are  proud  to  be  an  Equal  Opportunity  Employer! 


Tel  800.880.1300 
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Other  Opportunities 


REFERRALS  NEEDED 


ENDOCRIiyOLOeiST 
PULMONOLOGIST 
INTERVENTIONAL  CARDIOLOGIST 
INTERNIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
ENDOCRINOLOGIST,  PULMONOLOGIST,  INTERVENTIONAL  CARDIOLOGIST  and  INTERNIST  to  join 
established  practices.  These  positions  will  require  energetic  individuals  willing  to  provide  health  care  ser- 
vices in  an  active  group  setting.  Competitive,  guaranteed  salary  with  bonus 
productivity  plan.  Shareholder  status  available  in  12-18  months.  Malpractice 
insurance,  health  insurance  and  professional  dues  included  in  benefit  plan. 

Relocation  and  interview  expenses  paid.  This  semi-tropical  location  offers  an 
economically  solid,  safe  community  with  excellent  schools  and  a variety 
of  cultural  and  outdoor  recreational  opportunities. 


Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 
Fax  (956)  423-0345 


VALLEY  DIAGNOSTIC  CLINIC 


URGENT! 

REFERRALS  WITH  ALPHA, 
ANTITRYPSIN  DEFICIENCY  NEEDED 

The  University  of  Texas  Health  Center  at  Tyler 
seeks  patients  for  a clinical  research  study. 

Re(|uireinent$: 

Alpho]  level  < 60  mg/dl  (<1  Ip/M) 

FEV,  > 20%  predicted 
Not  a current  smoker 

Participants  will  receive: 

* Free  Study  Medication 
* Free  Study  Reioted  Medical  Care 
* Reimbursement  for  Travel  Expenses  to  Site 

For  more  information  contact: 

Debbie  Waldrop,  RN  or 
James  M.  Stocks,  M.D. 

(903)  877-7753 

Center  for  Clinical  Reseorch 
The  University  of  Texas  Health  Center  at  Tyler 
1 1 937  U.S.  Hwy.  271  Tyler,  TX  75708 
(903)  877-7753  email;  clinres@uthct.edu 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281 -493-2234 


B r o n s t e i n 

& Asscx:iates 


POSITIONS  WANTED 


PATHOLOGIST,  board  certified,  AP,  CP  and 
Dermatopathology,  20  plus  years  experience,  just  re- 
tired from  Army,  seeking  full-time,  part-time  or  locum 
tenens  positions  in  Dallas-Fort  Worth  area.  Other 
areas  considered  for  part-time.  Licensed  in  Texas, 
Kansas,  Georgia,  Illinois.  Available  immediately. 
Contact  (214)  221-1732  or  fax  (214)  221-1733. 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

Mission  Clinic  for  sale.  Possible  lease  purchase. 
X-Ray  equipped.  Possible  owner  financing.  165K. 
(956)  585-6981  or  (956)  585-6641. 

FORSALE  — Growing  general  practice  and  facili- 
ties of  South  Main  Clinic.  Two  offices,  1250  sq.  ft. 
Each,  land,  parking  lot.  Near  two  hospitals,  two  nurs- 
ing homes.  1717  S.  Main  St.,  Fort  Worth,  TX  76110. 
$350K.  (817)  923-8217. 

GP  & Urgent  Care  practice  in  Fort  Worth.  Cash 
practice.  Nets  300K.  Call  broker  Paul  Bell,  Ph.D., 
(972)  931-1497. 


FOR  SALE 

PEDIATRIC  PRACTICE 

In  Suburban  Houston 
Dr.  will  retire 

Send  inquiries  to: 

5757  Westheimer,  Suite  3,  Box  230,  Houston,  TX  77057 
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GREAT  OPPORTUNITY.  Private  medical  practice 
available.  Large  metropolitan  area.  Reply  to  Ad  Box 
1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
I 78701. 

I 

I Gynecology  practice  and  office  condominium 

j for  sale  or  lease.  Located  in  Richardson,  Texas  (North 
Dallas  area).  Fax  replies  to  (972)  644-5338. 


OB-GYN  Practice  for  Sale 

Solo  OB-GYN  practice  available  for  sale  in 
small  East  Texas  community.  Close  travel- 
ing proximity  to  larger  cities.  Start  up  ex- 
penses and  first  year  income  guaranteed. 
Modern,  well-equipped  hospital  OB-GYN 
and  OR  facilities.  Excellent  physician  refer- 
ral base.  Call  (888)  484-3810. 


Turn  Key  opportunity  in  Houston,  Texas.  For 

Sale:  in  a modem  office  building,  a fully  equipped  el- 
egant new  office  with  three  examination  rooms  and  a 
minor  surgery  room  located  in  Houston,  Texas.  Call 
beeper  number  (800)  506-4074  and  contact  Box 
271139,  Houston,  Texas  77277. 


BUSINESS  AND 
FINANCIAL  SERVICES 


MEDICAL  TRANSCRlPTiON 


Express  Transcription  Services,  Inc.,  a physician- 
owned  company,  offers  services  to  Texas  health- 
care professionals.  Our  state-of-the-art  voice 
recorder  is  conveniently  available  to  you  for  dic- 
tation via  any  telephone,  24  hours/day,  every 
day.  Twenty-four  hour  turnaround  of  accurate 
transcription  by  experienced,  well-trained  per- 
sonnel. For  more  information  call  toll-free  1- 
888-799-1399. 


PUTYOUR  MEDICAL  PRACTICE  ON  THE 

WEB  — Complete  interactive  professional  WEB 
OFFICE  now  available  for  medical  professionals.  Visit 
our  onsite  demo:  http://awebstore.com/medical. 
Phone  (972)  840-3553  or  e-mail:  doctors® 
awebstore.com. 


LEGAL  SERVICES 

Immigration  Problems?  Employment  Authoriza- 
tion, Relative  Petitions,  Labor  Certifications,  Prefer- 
ence Petitions,  Temporary  Work  Permits, 
Naturalization,  and  Deponation  Proceedings. 

The  Law  Offices  of  G.  Wellington  Smith,  PC., 

702  Colorado  St.,  Suite  1.130,  Austin,  Texas  78701, 
(512)  476-7163,  www.ilw.com/smith,  e-mail: 
geewhiz@flash.net.  Board  certified,  Immigration  and 
!,  Texas  Board  of  Legal  Specialization. 

Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

‘Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Mationality  Law 


HEALTH 

CARE 

LAW 


Advertising  Rates  & Data  — Regular  classified  adver- 
tising sells  for  $2.00  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advenising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  91/2  inches  $85/inch 

10  to  19V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substi- 
tuted for  formal  addresses  upon  request  at  no  extra 
cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do 
so  has  been  given.  The  advertising  office  will  not  con- 
tact ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine,  401  West  15th,  Austin,  Texas  78701. 
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Educational  Opportunities 


1998  Fall  Meeting 


September  10th-12th 


Please  contact  the  Educational  and  Research 

Foundation  for  the  American  Academy  of 

Facial  Plastic  and  Reconstructive  Surgery 

310  S.  Henry  Street 

Alexandria,  VA  22314 

Phone  (703)  299-9291;  Fax  (703)  299-8898 

E-mail  (info@aafprs.org) 


► Masters  Seminars  feature  deep  plane  facelift,  laser  skin 
resurfacing,  finesse  blepharoplasty,  predictable  rhinoplasty  techniques, 
and  microvasculasr  surgery. 

► Scientific  Session  feature  10-minute  and  4-minute 
paper  presentations,  panel  discussions  on  revision  rhinoplasty,  head  and 
neck  burn  injuries,  and  the  patient’s  perspective  on  facial  plastic 
surgery. 

► Instruction  Courses  feature  oculoplastic  surgery, 
the  perfect  lift,  aesthetic  considerations  in  free  flap  surgery,  facial 
paralysis,  craniomaxillofacial  trauma,  coding  and  clinical  guidelines, 
and  behavioral  analysis  of  patients,  partners,  and  staff 

► Optional  AVorkshops  include  laser  surgery, 
contemporary  techniques  in  face  lifting,  skin  care,  public  relations,  and 
physicians  and  the  internet. 

The  meeting  headquarters  is  the  San  Antonio  Marriott  Rivercenter. 
Pre-registration  fees  are  available  through  August  14, 1998.  The 
AAFPRS  Foundation  is  accredited  by  the  ACCME  to  sponsor  continu- 
ing medical  education-up  to  25  CME  credits  are  designated  for  this 
educational  activity. 


Fourth  Annual  Advances  In  Breast  Care, 

August  22,  1998,  UT  Southwestern  Medical  Center, 
Dallas,  Texas.  A unique  update  for  primary  care 
physicians,  multi  disciplinary  approach  to  breast  care, 
cutting  edge  diagnosis  and  evaluation  techniques, 
hands-on  workshops  and  new  topics  including  High 
Dose  Chemotherapy,  Minimally  Invasive  Surgery,  Cost 
Effective  Cancer  Follow-up,  and  Male  Breast  Cancer. 
CME  credit  offered.  Course  Chair:  George  N.  Peters, 
M.D.;  Course  Directors  Eugene  Frenkel,  M.D.,  A. 
Marilyn  Leitch,  M.D.,  and  Rod  Rohrich,  M.D. 

Contact  Kathy  Matthews,  program  coordinator, 

(214)  648-2200. 

Sixth  Annual  Update  in  Emergency  Medicine, 

September  18,  1998,  UT  Southwestern  Medical  Cen- 
ter at  Dallas,  Simmons  Biomedical  Research  Building, 
Excellence  in  Education  Foundation  Auditorium. 
Course  Director;  Ronald  Charles,  M.D.  Contact  Stacey 
Novotny,  program  coordinator,  (214)  648-3784. 


2nd  Annual  Current  Issues  in  Long  Term  Care 
Facilities:  An  Update,  September  25,  UT  South- 
western Medical  Center  at  Dallas,  Simmons  Biomed- 
ical Research  Building,  Excellence  in  Education 
Foundation  Auditorium.  For  nursing  home  adminis- 
trators, medical  directors  and  long  term  care  Allied 
Health  professionals.  Course  Director:  Kevan  Namazi, 
Ph.D.  Contact  Jennifer  Quintanilla,  program  coordi- 
nator, (214)  648-7180. 

Zale  Lipshy  Advanced  Seminars:  Gastroen- 
terology Update:  A Didactic  & Skills  Sympo- 
sium for  the  Primary  Care  Physician,  September 
26,  UT  Southwestern  Medical  Center  at  Dallas,  Sim- 
mons Biomedical  Research  Building,  Excellence  in  Ed- 
ucation Foundation  Auditorium.  Course  Directors: 
John  M.  Dietschy,  M.D.,  and  Stuart  J.  Spechler,  M.D. 
Contact  Kathy  Matthews,  program  coordinator, 

(214)  648-2200. 


The  American  Academy  for  Cerebral  Palsy 
and  Developmental  Medicine  is  holding  its  52nd 
Annual  Meeting  in  San  Antonio,  Texas  September  17 
to  19,  1998.  This  multi-disciplinary  meeting  will  be 
of  benefit  to  the  pediatrician,  family  practitioner,  or- 
thopaedist, and  their  staffs.  For  information,  call 
(847)  698-1635. 

20th  Annual  Intensive  Review  of  Internal 

Medicine,  September  3-8,  Sponsored  by  UT’  South- 
western Medical  Center  at  Dallas  Department  of 
Internal  Medicine.  Le  Meredien  Hotel,  Dallas. 

Course  Director:  Norman  Kaplan,  M.D.  Contact 
Lisa  Dunleavy,  (214)  648-9201. 

Southwestern  Center  for  Minimally  Invasive 
Surgery;  Laparoscopic  Advances  in 
Colorectal  Surgery,  October  2-3,  UT  South- 
western Medical  Center  at  Dallas,  McDermott  Plaza, 
D1.600.  Course  Director:  Clifford  Simmang,  M.D. 
Contact  Jonya  Kelsey-Williams,  program  coordinator, 
(214)  648-3792. 
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Educational  Opportunities 


I 


ULTRASOUND  EDUCATION 


Radiology  (Abdominal) 

October  1-3 

OB/Gyn 

August  13-15 
October  15-17 

Family  Practice 

November  19-21 

Emergency  Medicine 

September  10-12 

Advanced  Emergency 
Medicine 

November  6-7 

OB/Gyn  (5  day) 

September  21-25 
October  26-30 

Echocardiography 

November  9-16 

Vascular  Ultrasound 

October  5-9 

Radiology 
(5-day  Abdorninal) 

September  14-18 
October  26-30 

Breast  Ultrasound 

August  29 

Prostate 

October  31 

Courses  listed  above  are  held  in  Houston,  TX.  Con- 
tract courses  can  be  brought  to  your  location,  mini- 
mum enrollment  required.  Call  (800)  239-1361  for 
more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


WWW. aheconline.com 


5th  Annual  Paul  Peters  Day  in  Urology,  October 
2-3,  UT  Southwestern  Medical  Center  at  Dallas,  Sim- 
mons Biomedical  Research  Building,  Excellence  in  Ed- 
ucation Foundation  Auditorium  Specifically  for 
Urologists.  Course  Director:  John  McConnell,  M.D. 
Contact  Jonya  Kelsey-Williams,  program  coordinator, 
(214)  648-3792. 


Contact:  Liz  Leonard  for  more  information. 

Texas  Society  of  Pathologists  (800)  880- 1 300,  ext.  1 52 1 


Focusing  on  Excellence  in  Medicine 

SINCE  1921 


Texas  Society  of  Pathologists 
1998  New  Issues  Forum 

Omni  Houston  Hotel 

September  12,  1998  in  Houston,  Texas 

Topics  will  include  compliance  issues,  CPT  coding, 
medicolegal  and  ethics  issues  in  pathology,  human 
error  in  pathology,  and  a legislative  update  on  state 
and  national  issues. 


The  Diagnosis  and  Management  of  Childhood 
Cancer  and  Hematologic  Disease,  October  31, 
Moore  Auditorium,  Children’s  Medical  Center  of  Dal- 
las. Course  Director:  G.  Buchanan,  M.D.  Contact  Leah 
Cannon,  program  coordinator,  (214)  648-3794. 


' New  Knowledge  Mini-Fellowship,  October  4-9, 
li  UT  Southwestern  Medical  Center  at  Dallas.  Course 
Director:  Willis  Maddrey,  M.D.  Contact  Connie  Hayes, 
program  director,  (214)  648-4852. 


Texas  Dermatological  Society  1998  Fall  Meet- 
ing, October  23-25,  in  Lubbock  at  the  Four  Points 
Hotel,  Call  (800)  880-1300,  ext.  1502,  for  more 
information. 


. Ophthalmology  Pearls  for  the  Primary  Care 
; Physician,  October  17.  UT  Southwestern  Medical 
Center  at  Dallas,  Simmons  Biomedical  Research 
'j  Building,  Excellence  in  Education  Foundation 
■ Auditorium.  Course  Director:  Karanjit  Kooner,  M.D. 

1 Contact  Stacey  Novotny,  program  coordinator, 
jj  (214)  648-3784. 

1 

: Contemporary  Issues  and  Practices  in 
j OB/GYN,  October  28-30,  Doubletree  Lincoln  Hotel, 
f Dallas.  Course  Directors:  Karen  Bradshaw,  M.D.,  and 
I,  Susan  Cox,  M.D.  Contact  Leah  Cannon,  program 
j coordinator,  (214)  648-3794. 


To  find  CME  opportunities  in  Texas,  go  to 

http://www.texmed.org/  and  click  on 
Education/CME,  Then  select  Continuing  Medical 
Education  or  call  (800)  880-1300,  ext.  1552,  or 
(512)  370-1552. 
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BackTalk 


Question 

What  do  you  think  is  the  reason 

for  the  tremendous  growth  of  alternative  therapies? 


14  Iternative  therapies  have  been  shown  by  scientific 
studies  to  be  effective.  People  are  more  aware  of 
them  because  of  access  to  the  Internet.  Allopathic  medicines, 
though  effective  quickly,  have  side  effects.” 

Daneshvari  R.  Solanki,  MD,  53 

anesthesiology,  Galveston 

ver  the  past  40  years,  the  clearly  unconstitutional  (see 
V^the  14th  Amendment),  cancerous  growth  of  a powerful 
federal  government  has  resulted  in  the  precipitous  decline  of  the 
American  republic,  in  which  ‘responsibility’  has  been  replaced  by 
‘rights,’  obligation,  and  entitlement.  Unnatural  government 
meddling  and  the  contingency-fee  legal  system,  along  with  en- 
trepreneurial greed  by  businesspeople  with  no  training  whatso- 
ever in  health  care,  have  converted  the  medical  profession  into 
the  health  care  industry,  reducing  professional  fees  to  insulting 
levels  while  redistributing  the  health  care  dollar  among  multi- 
plying legions  of  government  and  industrial  bureaucrats  who  re- 
ally do  nothing  for  the  patient.  Technological  marvels  have 
replaced  individual  diagnostic  skills,  and  politicians  have  de- 
fined a health  care  crisis  that  contributes  to  an  unreasonable  de- 
mand for  high-tech  diagnoses,  driving  the  cost  of  health  care  to 
levels  we  cannot  afford  individually  or  collectively.  Our  patients 
(and  ourselves)  seek  more  rational  (and  cheaper)  solutions.” 

Robert  F.  Winegar  II,  MD,  57 

diagnostic  radiology.  Marble  Falls 

oo  expensive  traditional  treatments,  and  bad  press 
I on  treatment  complications.” 

Robert  M.  Tartell,  MD,  50 

family  practice,  Houston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m mcever(gtexmed.org. 


D atients  are  more  educated  concerning  their  health, 
■ wish  to  take  personal  responsibility  for  their  health 
care,  are  worried  about  the  cost  of  therapies,  and  are  dis- 
trustful of  the  long-term  side  effects  of  medications.” 

Richard  J.  Wiseman,  MD,  54 

family  practice,  Austin 

14  ^^hysicians  don’t  talk  to  their  patients  anymore.  The 
I patients  are  given  a prescription  with  no  explana- 
tion, so  they  go  elsewhere  for  one.  Alternative  therapies  rely 
on  this  need.” 

Sandra  D.  Dickerson,  MD,  41 

general  surgery,  Lubbock 

4 4 I t’s  essentially  cargo  cult  medicine  — alternative  medi- 
I cine  provides  the  public  with  a sense  of  control  in  an  ' 
area  of  their  lives  that  has  become  increasingly  complicated,  j 
It  would  be  expedient  to  embrace  the  diversity  of  thought 
embodied  in  alternative  medicine.  Unfortunately,  frequently, 
it  also  would  be  a dereliction  of  duty.” 

Jeffrey  J.  Tarrand,  MD,  45 

medical  microbiology,  Houston 

4 4 Mk  Iternative  therapies  work  and  typically  are  quite  safe. 

Patients  are  looking  for  self-empowerment  and  are 
finding  it  in  a wide  range  of  complementary  and  alternative 
approaches,  whether  Ayurvedic  medicine,  traditional  Chinese 
medicine,  homeopathy,  energy  medicine,  naturopathic  medi- 
cine, herbal  medicine,  chiropractic  medicine,  yoga,  medita- 
tion, etc.” 

John  D.  Huff,  MD,  60 

ophthalmology.  Sugar  Land 
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The  governor  si^aks  • IRO  scorecard  • Y2 


J^ntoflex 
for  over  IS 


BHaatog  Has  tt^tenmg  to  pnysiaan's  ne 
yrars.  ^^iii  ii6  payment,  no  sectiri^ 

mcHrtfaiy  paytneili^i^  day  home/office  rtelivi 


Even  better,  |<TO're  literally  only  a'quitac  phone "^Ir^ay 
getting  that  new  car  delivered  to  your  door  tomo] 
Sound  easy?  Sound  exciti^g^rere’j^OTetmgp 


become  the  meffical  commurnty^  re^a^t  e^qP^I*^  autommile 
leasing.  Established  in  1982,  Autoflex  Leasing  IsjrecpgnH^  ; 

While  a 

programs,  Autoflex  Leasing  off^  yop  mcae 
Besides  searching 
nationwide,  we 

lease  and  combmelt^th  our  buying  ^wef%>  dffier  you  #e  *^ 
lowest  leasing  rates  available.  Who  do  you  think  can  taiy  a 
new  vehicle  for  less...  the  indiviAial  who  buys  a new  cgr 


As  thousands  of  youiv  col  leagues  already  know. 


the  exact  avehicle  that  y^^ '''^”0  ^^^y. 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 


Our  sheer  volume 


money  with , lower -rates.La' 


access  to  exclusive  lease  programs 


available  onlyto  Autoflex: 


Free 

DELIVERY 


Lower 

Monthly 

PAYMENTS 


.www.'autbfiex.com 


If  Medicare  alone  is 


and  adding  a Medicare  suppienient  plan  is 


then  having  the 

TMA-Endorsed  65+  Medical  Complement  Plan 

instead  could  be 


YOU  DECIDE. 

€>  Get  more  coverage  than  Medicare  and  a Medicare  supplement  plan 
can  give  you. 

€)  Have  the  freedom  to  use  the  doctors  and  hos|:)itals  you  want. 

€>  Get  up  to  $1,000, ()()()  in  eligible  benefits,  including  prescription  drugs. 
• Pay  less  than  the  leading  Medicare  supplement  plans.  See  for  yourself... 

ANNUAL  COST 

Nation’s  leading  program* — Plan  J:  $2,436 

TMA  — Area  1 : $1 ,740  a savings  of  $696 

TMA  — Area  2:  $1,932  a savings  of  $504 
TMA  — Area  3:  $2,124  a savings  of  $312 


You  automatically  cjualify  for  our 
65+  Medical  Complement  Plan  if  you’re  enrolled 
in  a TJV1A-Endt)rsed  Medical  Plan  when  you  turn  65. 


Call  1 800  880-8181,  Dept.  2209 

Weektiay.s  between  7:30  a m and  S:30  p.m. 


Kndorsed  by 


lexasMediciiJ 

A.s.soeiati(Mi 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Cl  Bated  and  endorsed  by  the  Texas  Medical  Association 

Big  ResponsihiUties. . Big  Decisions. . . 

Ciet  solid  financinl  protection  from  TMA. 


*1998  AARP  Member  rates,  state  of  Texas. 

Certain  limitations  and  exclusions  apply  Please  refer  to  your  certificate  of  insurance  for  mote  defails,  or  call  1 800  880-8181 
for  additional  information. 

Prudential  Healthcare  Traditional  Plan  (65-r  Medical  Complement  Plan)  is  underwritten  by  The  Prudential  Insurance  Company 
of  America.  Prudential  Healthcare  is  a brand  name  for  certain  benefit  products  underwritten  by  The  Prudential  Insurance 
Company  of  America  and  its  subsidiaries,  and  for  the  business  unit  that  administers  them.  (N98-1316)  Edition  date  7/98. 

The  Texas  Medical  Association  incurs  certain  administrative  expenses  in  connection  with  this  endorsed  Plan.  To  provide  and 
maintain  this  valuable  membership  benefit,  the  TMA  is  compensated  for  these  expenses. 


Cover  Story 

The  world  of  medicine 
in  Texas 

Texas  has  become  a melting  pot  for  physicians  as  interna- 
tional medical  school  graduates  come  here  to  establish 
their  practices.  But  doing  so  is  not  always  easy.  Some  IMGs 
say  licensing  requirements  are  too  stringent,  but  state  offi- 
cials say  they  are  just  trying  to  make  sure  that  only  quali- 
fied physicians  are  allowed  to  practice  medicine.  The 
Texas  Medical  Association,  meanwhile,  has  established  the 
International  Medical  Graduate  Section  to  offer  IMGs 
greater  opportunities  for  involvement  and  leadership  roles 
in  organized  medicine. 

By  Laurie  Stoneham 


The  Journal 
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Statewide  attitudes  and  behavior 
on  child  abuse  and  neglect  in  Texas 

By  Peggy  B.  Smith,  PhD;  Charles  Johnson, 
Janie  D.  Fields,  MPA;  Sarah  J.  Winkler 


PhD; 


Gastric  ulcer  presenting  as  gastroesophageal 
reflux  and  apnea  in  a term  neonate 

By  Shannon  Skinner,  MD;  Mubariz  Naqvi,  MD; 
Evantha  K.  Biskinis,  MD 


Texas  Medicine  Rounds  12 

AMA  doctors  in  the  House  • Reforming  the  system  • Leadership 
reminder  • Alliance  conference  • House  of  Delegates  preview  • 
Reliving  TexMed  ’98  • New  Editorial  Committee  members  • 
Targeting  tobacco  • Women  in  medicine  • Fighting  violence  • 
Pneumonia  vaccine  • Thalidomide  approved,  sort  of  • Kids  and 
camp  • Lots  of  doctors  • The  2 Baylors  • The  Brady  Bunch  was 
right  • Hello,  HMO?  Anyone  there?  • Merger  canceled  • HMO 
complaints  on  the  Web  • Y2K  help  • Informed  consent 
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Legislative  Affairs 

A conversation  with  the  governor  28 

The  chances  of  TEXPAC,  the  Texas  Medical  Association’s  political  arm,  endorsing 
Gov  George  W.  Bush  for  reelection  this  fall  didn’t  look  too  good  in  1995  when  the 
governor  vetoed  the  Patient  Protection  Act  TMA  worked  so  hard  to  pass.  But 
thanks  to  some  political  fence  mending  over  managed  care  reform  legislation  last 
year,  the  governor  has  won  back  TEXPAC  support.  Governor  Bush  recently  sat 
down  with  TMA  leaders  to  discuss  his  views  on  managed  care. 

By  Ken  Ortolon 


Law 

The  ultimate  litmus  test  41 

When  managed  care  reform  legislation  that  created  the  independent  review  or- 
ganization (IRO)  to  arbitrate  disputes  over  denials  of  care  was  passed  last  year, 
many  experts  predicted  a landslide  of  cases.  That  hasn’t  turned  out  to  be  the 
case.  Not  only  that,  but  the  decisions  of  the  IRO  physicians  who  painstakingly 
review  the  appeals  are  running  about  even  — half  in  favor  of  the  HMOs  and  half 
in  favor  of  patients. 

By  Teri  Moran 


Science  and  Education 

Millennium  meltdown  44 

Are  you  ready  for  the  year  2000  (Y2K)  and  the  nasty  little  bug  that  some  doom- 
sayers  warn  could  junk  everything  from  your  computer  system  to  your  medical 
equipment?  If  not,  you’d  better  start  working  now  to  avoid  Y2K  problems  both  in- 
ternally and  with  the  organizations  that  contribute  to  the  health  of  your  practice. 

By  Laurie  Stoneham 
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The  Big  Picture 

Stormy  sunset,  Grand  Cayman  Island,  by  Gary  L.  Malone,  MD,  Colley ville,  Tex 
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Letters 


Blue  Cross  Blue  Shield 
responds 


Dr  Robert  Tenery,  Jr,  raised  a num- 
ber of  issues  in  his  commentary 
(“Blue  Cross  Blue  Shield’s  Trou- 
bling New  Direction,”  July  Texas 
Medicine,  pp  45-46).  As  a senior 
officer  of  Blue  Cross  Blue  Shield  of 
Texas,  I agree  with  many  of  Dr  Tenery’s 
statements  about  our  history,  our  mis- 
sion, and  the  impact  of  the  changing 
health  care  environment,  and  I would 
like  to  provide  some  additional  insight. 

Blue  Cross  Blue  Shield  of  Texas,  the 
state’s  first  and  largest  nonprofit  health 
coverage  company,  proposed  a merger 
with  Blue  Cross  Blue  Shield  of  Illinois, 
a nonprofit  mutual  company,  more 
I than  2 years  ago.  The  rationale  behind 
the  combination  is  relatively  straight- 
' forward:  By  joining  the  2 like-minded, 
nonprofit  companies,  we  can  continue 
' providing  access  to  the  highest  quality 
of  care,  and  ensure  the  availability  of 
assets  to  meet  the  needs  of  our  policy- 
holders, without  compromising  the 
missions  upon  which  we  were  founded. 

Dr  Tenery  also  questioned  a poten- 
tial alliance  between  our  company  and 
Texas  Health  Resources  (THR).  While 
we  are  engaged  in  discussions,  neither 
the  form  of  a final  agreement  nor 
whether  a final  agreement  will  be 


reached  is  certain  at  this  point.  Dr  Ten- 
ery’s conclusion  that  the  alliance  will 
be  exclusive  or  otherwise  limit  the  ar- 
ray of  patient  choices  is  in  error. 

Finally,  Dr  Tenery  recognizes  that 
benefits  that  might  accrue  to  Blue 


Cross  Blue  Shield  of  Texas  are  passed  to 
policyholders  in  the  form  of  lower  pre- 
miums. Yet,  he  proposes  that,  in  the 
event  of  an  alliance  between  THR  and 
Blue  Cross  Blue  Shield  of  Texas,  the 
surplus  reserves  of  the  latter  should  “be 
placed  in  a foundation  similar  to  the 
one  established  for  BCBS  California.” 
This  misconstrues  the  nature  of  any  al- 
liance between  Blue  Cross  Blue  Shield 
of  Texas  and  THR,  where  there  would 
be  no  comparable  conversion  of  corpo- 
rate assets  to  a for-profit  status. 

Moreover,  he  fails  to  mention  that 
the  surplus  reserves  of  Blue  Cross  Blue 
Shield  of  Texas  protect  our  policyhold- 
ers and  transferring  them  to  a founda- 
tion would  force  the  company  to  go  out 
of  business  or  convert  to  a for-profit, 
publicly  traded  corporation.  Do  any  of 
us  really  want  a health  system  popu- 


lated solely  by  organizations  driven  by 
the  bottom  line? 

We  believe  it’s  important  in  the  midst 
of  the  historic  changes  taking  place  in 
health  care  that  the  influence  of  non- 
profit companies  be  allowed  to  continue. 


Dr  Tenery  called  us  “the  patients’ 
company.”  We  believe  we  have  earned 
that  reputation  through  nearly  60  years 
of  dedicated  customer  service,  afford- 
able prices,  and  superior  relationships 
with  physicians  and  hospitals. 

Michael  R.  Lewis 

Senior  Vice  President 
Blue  Cross  Blue  Shield  of  Texas,  Inc 
901  South  Central  Expressway 
Richardson,  TX  75080 

Advice  about  cognitive 
dysfunction 


Physicians  should  notice  when  a pa- 
tient who  has  functioned  well  be- 
comes mentally  impaired.  A 
workup  should  include  a serum 
calcium.  An  elevated  serum  cal- 
cium has  been  associated  with  cognitive 
impairment  and  is  easy  to  check.  The 
normal  calcium  range  is  9 to  1 1.5  mg  per 
100  cc.  It  has  been  my  experience  that 
values  greater  than  12  mg  per  100  cc  are 
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often  associated  with  impaired  brain 
function. 

Causes  of  hypercalcemia  include 
hyperparathyroidism,  humoral  hyper- 
calcemia of  malignancy,  familial  hypo- 
calciuric  hypercalcemia,  idiopathic 
hypercalcemia  of  infancy,  milk-alkali 
syndrome,  myeloma,  thyrotoxicosis, 
and  Addison’s  disease  {The  Merck  Man- 
ual. Rahway,  NJ:  Merck  & Co,  Inc; 
1996-1997). 

Calcium  is  often  prescribed  for  os- 
teoporosis. Also,  many  antacids  pre- 
scribed for  peptic  ulcer  disease  contain 
calcium.  Diuretics  are  often  prescribed 
for  high  blood  pressure. 

It  has  been  my  observation  that  the 
combination  of  a prescribed  diuretic 
with  prescribed  calcium  may  result  in 
hypercalcemia.  Being  aware  of  this  is 
impoitant  because  with  medical  man- 
agement, the  elevated  serum  calcium 
usually  can  be  returned  to  normal  lev- 
els, and  the  patient  can  return  to  normal 
function  and  avoid  psychiatric  hospital- 
ization or  nursing  home  placement. 

Horace  A.  DeFord,  MD 

PO  Box  29588 
Dallas,  TX  75229 


Texas  students  take 
initiative 


Did  you  know  the  medical  and 
public  health  professions  barely 
communicated  for  more  than 
100  years?  The  need  for  collabo- 
ration became  evident  as  man- 
aged care  began  to  gain  substantial 
ground  in  the  past  couple  of  decades. 
The  emphasis  of  prevention  and  well- 
being in  medical  care  drove  2 of  the 
largest  health  care  organizations  — the 
American  Medical  Association  and  the 
American  Public  Health  Association  — 
together  for  the  first  time. 

In  March  1994,  leaders  of  these  orga- 
nizations and  Stanley  Reiser,  MD,  MPA, 
PhD,  a professor  at  The  University  of 
Texas  Houston  Health  Science  Center, 
created  the  Medicine/Public  Health  Ini- 
tiative (MPHI).  Shortly  thereafter,  a na- 
tional congress,  which  currently  includes 
some  of  the  top  health  care  officials  in 


the  nation,  was  formed.  Included  in  this  | 
group  is  US  Surgeon  General  David 
Satcher,  MD.  The  initial  meetings  of  the  | 
MPHI  culminated  in  the  development  of; 
7 goals,  all  with  a locus  of  research,  edu-  i 
cation,  and  practice  of  the  reciprocal  in-  i 
fluence  of  the  2 professions.  j 

Students  at  the  University  of  North  | 
Texas  Health  Science  Center  at  Fort 
Worth  added  a new  dimension  to  the 
efforts  of  the  MPHI.  They  formed  the 
first  student  chapter  and  are  now  rec- 
ognized as  the  national  headquarters 
of  the  MPHI  student  movement. 

The  student  group  is  focused  on  3 
tasks.  One  is  to  implement  community! 
health  education  projects  in  conjunction 
with  existing  programs.  This  not  only 
promotes  the  importance  of  prevention 
to  members  of  the  communities,  but  also 
gives  the  opportunity  for  students  of  var- 
ious disciplines  to  work  together  and 
learn  more  about  each  other’s  careers. 
Second,  the  student  chapter  provides  a 
forum  of  discussion  and  interaction 
among  medical,  public  health,  and  bio- 
medical graduate  students.  Third,  the 
student  group  has  initiated  efforts  to  re- 
cruit other  institutions  to  form  similar 
student  chapters  of  the  MPHI. 

The  most  important  contribution 
that  students  provide  is  the  early  edu- 
cational collaboration  occurring  within 
institutions.  Medical  and  public  health 
students  will  inevitably  be  the  leaders 
and  practitioners  of  our  future  health 
care  system.  Therefore,  it  is  equally  im- 
portant for  medical  students  to  learn 
more  about  public  health  and  for  pub- 
lic health  students  to  learn  more  about 
medicine.  With  these  early  efforts  in 
training,  we  can  avoid  the  segregated 
nature  of  these  2 vital  professions. 

Roberto  Cardarelli,  MS  II 

University  of  North  Texas 
Health  Science  Center 
Student  Movement  of  the  MPHI 
3500  Camp  Bowie  Blvd 
Fort  Worth,  TX  76107 
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Newsmakers 


Houston  family  practitioner  Martin 
Basaldua,  MD,  was  appointed  chair  of 
a special  subcommittee  of  the  Texas 
Higher  Education  Board  to  review  the 
Hopwood  decision  and  how  it  will  af- 
fect higher  education  in  Texas. 

Houston  family  practitioner  Alan  Blum, 
MD,  received  the  Gleitsman  Foundation 
Activist  Award  for  founding  Doctors 
Ought  to  Care  in  1977  to  counteract  the 
use  of  tobacco  at  the  community  level. 

Austin  radiation  oncologist  Shannon 
Cox,  MD,  was  appointed  by  Gov 
George  W.  Bush  to  the  Texas  Board  of 
Licensure  for  Professional  Medical 
Physicists. 

Dallas  general  surgeon  David  Euhus, 
MD,  received  a Career  Development 
Award  from  the  American  Society  of 
Clinical  Oncology. 

Houston  neurologist  William  H.  Flem- 
ing III,  MD,  was  installed  as  president 
of  the  Federation  of  State  Medical 
Boards  (FSMB)  of  the  United  States, 
Inc.  New  members  of  the  FSMB  Board 
of  Directors  include  cardiovascular  sur- 
geon Thomas  D.  Kirksey,  MD,  and  le- 
gal medicine  specialist  Bruce  A.  Levy, 
MD,  JD,  both  of  Austin. 


Austin  internist  William  G.  Gamel,  MD, 
received  the  Ashbel  Snrith  Distin- 
guished Alumni  Award,  the  highest 
horror  given  to  alunrni  of  The  University 
of  Texas  Medical  Branch  at  Galveston. 

Officers  of  the  Texas  Transplantation 
Society  for  1998-1999  include  Kris- 
tene  Guyliuzza,  MD,  Galveston,  presi- 
dent; Hector  Diaz-Luna,  MD,  El  Paso, 
president  elect;  and  James  Clark  III, 
MD,  Houston,  secretat7-tteasurer. 

Pleasanton  fatrrily  practitioner  Leah 
Raye  Mabry,  MD,  was  appointed  to  the 
District  10  Regional  Board  of  Medical 
Fxanriners  by  Gov  George  W.  Bush. 

Basil  A.  Pruitt,  Jr,  MD,  San  Arrtonio, 
received  the  1998  American  Surgical 
Association’s  Medallion  for  Scientific 
Achievenrent. 


Deaths 


Roger  Case  Aertker,  MD,  49;  Austin; 
The  University  of  Texas  Medical  Br  anch 
at  Galveston,  1974;  died  June  9,  1998. 

David  Earl  Beesinger,  MD,  51;  Gollege 
Station;  Ihe  University  of  Texas  Med 
ical  School  at  San  Antonio,  1973;  died 
June  9,  1998. 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
section  areTMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Fraiike,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-rnail  johanna  f@texmed.oig. 


Shannon  Cox,  MD  David  Euhus,  MD 


Will  iarn  H.  Fleming  III,  MD  Thomas  D.  Kirksey,  MD 


Bruce  A.  Levy,  MD,  JD  Basil  A.  Pruitt,  Jr,  MD 


Melanie  Winifred  Belt-Hazzard,  MD, 

42;  Dallas;  The  University  of  Texas 
Medical  Branch  at  Galveston,  1981; 
died  June  18,  1998. 

Raymond  Cohen,  MD,  93;  Houston; 
Rush  Medical  College  of  Rush  Univer- 
sity, 1930;  died  June  18,  1998. 


Tel  800.880.1300 


Volume  94  * Number  9 


9 


People 


Processes  financial  payments  and  verifies 
eligibility  and  referrals  in  less  than  45  seconds! 

Benefits  of  the  Provider 
incentive  Program: 


Transaction  Terminal 
VeriFone  Omni  395 
512k  memory 


✓ Reduces  labor 

✓ Saves  money 

✓ Improves  cash  flow 

✓ Reduces  medical  liability  insurance 

✓ Line  of  credit  availability 

✓ Lets  you  concentrate  on  patient  care 

To  find  out  more  about  how 
Galaxy  Health  Network 
can  help  you  increase 
your  profits! 

CALL  TODAY! 

Mary  Pheanis  (512)  462-3092 
Janet  Hoelscher  (51 2)  41 9-7772 


I'lvvider  Incentive  Program 


db 


Galaxy^^Hea  1th 
Network 


MANACU)  CAMt  INC. 


P i)  Box  201425 
Arlington,  I’exus  70006-1425 


Brian  Henry  DeDecker,  MD,  44;  Austin; 
University  of  Illinois  College  of  Medi- 
cine, 1980;  died  June  5,  1998. 

George  Walton  Duncan,  MD,  83;  Hous- 
ton; Emory  University  School  of  Medi- 
cine, 1938;  died  June  18,  1998. 

Jared  Morice  Dunn,  MD,  69;  San  Anto- 
nio; University  of  Utah  School  of  Med- 
icine, 1959;  died  June  20,  1998. 

James  Clarence  Glenn,  MD,  80;  Amar- 
illo; University  of  Oklahoma  College  of 
Medicine,  1950;  died  June  17,  1998. 

Jacob  S.  Krakusin,  MD,  83;  Dallas; 
Northwestern  University  Medical  School, 
1952;  died  June  11,  1998. 

William  Maxwell  Thomas,  MD,  95; 

Dallas;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1927;  died  June 
28,  1998. 

William  Kemp  Wright,  MD,  81;  Hous- 
ton; Northwestern  University  Medical 
School,  1943;  died  June  11,  1998. 
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So  you  missed  a voyage  to  Space  Station  Mir,  a trek  up  Mt.  Everest, 
the  Bat  Run,  Hill  Country  hiking,  tenuis,  lly-hshing,  a tour  of  the  Lady  Bird 
Johnson  Wildflower  Center,  a riverboat  bat  cruise,  fun  family  time  ...  Ajid  all  the 
CME  and  scientific  symposia  you  could  lit  in  between  these  fun  activities? 

Don’t  worry.  TexMed  ’99  will  be  here  before  you  know  it! 


'fexlVled99 


sxssj”  Educational  Showcase  & Expo 


May  6-9,  1999  Dallas,  Texas 

For  more  information,  call  Paula  Rigling  at  (890)  880-1300,  ext.  1450, 
or  (512)  370-1450;  or  e-mail  paula_rCt^texmed.org. 


AMA  annual  meeting 

Delegates  opt  for  retooled  E/M  guidelines,  collective  bargaining 

By  Steve  Levine 


Medicare  documentation 
guidelines,  collective  bar- 
gaining for  physicians,  and 
the  first  debate  between 
candidates  for  president- 
elect stood  out  among  the 
hundreds  of  issues  dis- 
cussed and  debated  at  the 
annual  meeting  of  the  American  Med- 
ical Association  House  of  Delegates 
June  14—18  in  Chicago. 

More  than  50  Texas  physicians  joined 
colleagues  from  around  the  nation  at 
AMA’s  147th  annual  meeting.  The  House 
adopted  9 of  the  10  resolutions  carried 
by  the  Texas  Delegation,  including  sev- 
eral that  addressed  hot  Medicare  topics. 

Medicare  issues  top  debate 

The  Texas  Delegation  arrived  in  Chicago 
determined  to  prevent  Medicare’s  Docu- 
mentation Guidelines  for  Evaluation 
and  Management  (E/M)  Services  from 
turning  a patient’s  chart  into  a billing 
document  or  an  instrument  that  opens 
physicians’  offices  to  government  fraud 
and  abuse  investigations.  The  House 
distilled  the  Texas  plan  and  recommen- 
dations from  17  other  states  and  soci- 
eties into  a 19-point  resolution  on  E/M 
that  was  adopted  without  dissent.  The 
resolution  calls  on  AMA  to  work  with 
the  Health  Care  Financing  Administra- 
tion (HCEA)  to  develop  and  test  simpli- 


fied E/M  guidelines  that  comply  with 
those  principals. 

Delegates  voted  to  oppose  “any  doc- 
umentation system  that  requires  quan- 
titative formulas  or  assigns  numeric 
values  to  elements  in  the  medical 
record.”  HCEA  previously  had  an- 
nounced an  indefinite  delay  in  imple- 


menting the  1997  E/M  guidelines  that 
caused  the  nationwide  furor.  HCEA  of- 
ficials, however,  have  branded  the 
House’s  recommendations  “simply  not 
acceptable.” 

In  regard  to  Medicare  payment  poli- 
cies, the  House  voted  to  oppose 
strongly  the  imposition  of  any  “user 
fees,  provider  taxes,  access  fees,  or  bed 
taxes”  on  participating  physicians.  Del- 
egates directed  AMA  to  “take  specific 
legal  action”  unless  HCEA  rescinds 
within  90  days  its  recent  decision  to 
slow  down  payment  of  Medicare 
claims.  The  House  commended  Blue 
Cross  Blue  Shield  of  Texas  for  not  im- 
plementing a payment  delay  in  the  4 


Jurisdictions  for  which  it  serves  as  the 
Medicare  payment  intermediary. 

Sunbeam: 

“This  case  is  closed” 

Ihe  Texas  Delegation’s  first  breakfast 
meeting  in  Chicago  opened  with  back- 
to  back  presentations  from  Thomas 


Reardon,  MD,  chair  of  the  AMA  Board 
of  Trustees,  and  former  board  Chair 
Ray  Skalettar,  MD.  The  2 men,  who 
later  took  part  in  the  House’s  first  pres- 
idential debate,  opposed  each  other  in 
the  race  for  president-elect.  Their  dif- 
ferences directly  or  indirectly  were 
based  on  the  trustees’  knowledge  of 
and  response  to  the  AMA’s  aborted  Au- 
gust 1997  decision  to  enter  into  an  en- 
dorsement agreement  with  Sunbeam 
Corporation. 

Dr  Reardon’s  victory  and  the  House 
of  Delegates’  acceptance  of  the  report 
from  the  Ad  Hoc  Committee  to  Study 
the  Sunbeam  Matter  means  the  AMA 
should  not  continue  to  be  dogged  in- 


The  House  adopted  9 of  the  10  resolutions 
carried  hy  the  Texas  Delegation, 
including  several  that  addressed  hot  Medicare  topics. 
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Texan 

touts  reform 


ternally  liy  iIk'  contnjvcisy.  I'lic  acl  liot- 
coiiiinittoe’s  ieiK)rt  suppoi  teci  ihe 
inistoos’  rcsiK)nse  to  the  Siinl)cani 
agroeinent,  but  it  also  lOcoinnK'iulcd  a 
series  of  improvements  in  tlie  board’s 
operations  and  refinements  in  the  role 
of  the  Iroard  ehair.  K.  Rateliffe  “Andy” 
Anderson,  Jr,  Ml),  AMA’s  new  executive 
vice  president,  said  of  the  report, 
“That’s  good  enough  for  me.  I'his  case 
is  closed.” 

I Managed  care  response 

'Complaints  and  concerns  about  the 
growth  of  managed  care  did  not  domi- 
■ nate  discussions,  as  they  had  during  the 
I House’s  December  interim  meeting  in 
Dallas.  The  delegates  did,  however,  di- 
rect AMA  to  begin  immediately  to  de- 
, velop  a collective  bargaining  unit  for 
I members  “to  help  level  the  playing 
I field”  with  insurance  companies.  The 
resolution  states  the  negotiating  unit 
would  have  no  affiliation  with  national 
trade  unions,  but  delegates  did  not  rule 
out  formation  of  physician  unions  or  the 
use  of  tactics  such  as  work  slowdowns. 

Also  on  the  managed  care  front,  the 
House  reaffirmed  its  support  for  over- 
turning federal  laws  that  protect  man- 
aged care  organizations  from  liability 
for  negligent  medical  decisions  that 
harm  patients.  Delegates  also  stated 
that  medical  directors  of  managed  care 
organizations  should  be  subject  to  state 
medical  licensing  requirements,  medical 
board  review,  and  disciplinary  action. 

Other  issues  merit  action 

In  addition  to  Medicare,  Sunbeam,  and 
managed  care,  delegates  addressed 
various  economic,  legislative,  public 
health,  and  organizational  topics.  The 
House; 

: • Reaffirmed  AMA  support  for  I'he 
j University  of  Texas’  appeal  of  the 
j Hopwood  decision,  which  prohibits 
the  use  of  race  as  a factor  in  higher 
I education  admissions  standards; 

• Directed  AMA  and  state  societies  to 
oppose  expansion  of  the  scope  of 
practice  of  nonphysician  health  care 
providers; 

• Urged  all  medical  education  pro- 
i grams  to  develop  written  parental, 
I family,  and  medical  leave  policies 


The  face  of  US  medical  practice 
has  acquired  plenty  of  new  wrinkles 
in  the  5 years  since  a Texas  physi- 
cian last  served  as  president  of  the 
American  Medical  Association.  But 
Nancy  W.  Dickey,  MD  — College 
Station  family  practitioner,  latest  in 
a long  line  of  Texans  to  head  the  as- 
sociation, 1 of  the  AMA’s  youngest 
presidents,  and  its  first  woman 
president  — has  taken  office  with  a 
plan  to  iron  out  those  wrinkles  and 
soothe  the  brows  of  thousands  of  worried  physicians. 

Dr  Dickey  used  her  inauguration  to  unveil  a plan  she  says  has  been  in  the 
making  since  Houston  oncologist  Joseph  T.  Painter,  MD,  served  as  AMA 
president  in  1993.  “I  believe  our  AMA  holds  the  key  to  initiating  needed  and 
overdue  changes  in  our  current  health  care  system,"  Dr  Dickey  told  an  ap- 
preciative house  packed  with  family  and  friends  from  College  Station  and 
Richmond,  Tex,  and  physicians  from  all  across  the  Lone  Star  State. 

“We  have  a plan  for  transforming  the  current  delivery  system,  putting 
medical  decisions  back  where  they  belong,  in  the  hands  of  patients  and 
their  physicians,"  she  said.  “Our  House  has  been  developing  this  plan  for 
years.  Now,  I’m  asking  for  your  help  in  putting  the  plan  into  action.” 

The  reform  plan,  developed  in  part  by  the  AMA  Council  on  Medical  Ser- 
vice and  the  Board/Council  Task  Force  on  Private  Sector  Strategies,  com- 
prises 4 key  elements: 

• Expanded  consumer  choice  of  health  plans; 

• Defined  contributions  from  employers  regardless  of  employees’  health 
plan  choices; 

• Individually  owned  and  selected  insurance  coverage;  and 

• Innovative  policy  and  law  changes  — such  as  changes  in  tax  incentives 
or  stimulating  the  growth  of  insurance-buying  cooperatives  — to  bring 
the  plan  to  life. 

One  of  the  most  significant  changes  is  the  end  of  AMA’s  support  for 
mandating  employers  to  provide  insurance  benefits,  a necessary  change  to 
achieve  the  1996  policy  initiative  in  favor  of  individual  ownership  of  health 
insurance.  “As  long  as  the  employer  chooses  the  health  plans,  plans  don’t 
really  belong  to  our  patients,”  Dr  Dickey  said. 

AMA  leaders  say  the  elements  of  the  reform  plan  have  been  field-tested 
successfully  in  the  form  of  the  Federal  Employee  Benefits  Plan.  They  say 
the  new  Medicare+Choice  plan  also  is  organized  around  these  principals. 

Dr  Dickey  sees  health  system  reform  as  important  leverage  to  help  orga- 
nized medicine  win  numerous  other  victories  for  physicians  and  their  patients. 

“If  we’re  successful  in  this  1 endeavor,  then  so  many  of  the  issue-by-issue, 
reyulation-by-regulation  battles  that  we  currently  fight  and  that  consume  so 
much  of  our  time  and  energy  will  fall  by  the  wayside,"  she  said.  “They’ll  be- 
come non-issues  because  our  plan  will  give  patients  a voice  and  a choice  in 
their  health  care.  And  doing  that  is  a big  key  to  building  a responsive  and  re- 
sponsible health  care  delivery  system  that  works  well  for  everyone." 


Former  AMA  President  Joseph  1 Painter,  MO, 
gives  AMA  President  Nancy  W.  Dickey,  MD,  some 
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for  residents,  and  to  collect  data  on 
the  quality  of  student  services  of- 
fered in  medical  schools; 

• Urged  the  US  Department  of  Health 
and  Human  Services  and  the  United 
Network  for  Organ  Sharing  to  work 
together  to  “correct  the  disparities 
in  the  present  system  of  organ  dis- 
tribution and  allocation”; 

• Did  not  adopt  a controversial  report 
from  the  Council  on  Ethical  and  Ju- 
dicial Affairs  that  would  have 
deemed  it  unethical  for  physicians 
to  sell  nonprescription  health  prod- 
ucts from  their  offices  at  a profit; 

• Engaged  in  extensive  debate  over 
the  news  media’s  misleading  use  of 
physician  income  data  released  by 
the  AMA  and  directed  the  AMA  to 
conduct  “a  statistically  significant 
survey  of  compensation  of  all  physi- 
cians” for  the  past  10  years; 

• Made  no  change  in  the  AMA  dues 
structure  for  1999;  and 

• Encouraged  the  US  Food  and  Drug 
Administration  to  “assert  its  author- 
ity over  the  manufacture  of  tobacco 
products  to  reduce  their  addictive 
potential”  within  5 to  10  years. 

Action  on  Texas  resolutions 

In  addition  to  the  E/M  and  Medicare 
payment  delay  resolutions,  the  42- 
member  Texas  Delegation  carried  8 
other  resolutions  to  Chicago.  House  ac- 
tion taken  based  on  those  resolutions 
directs  the  AMA  to: 

• Advocate  for  medical  savings  ac- 
counts and  other  individually  owned 
and  purchased  health  care  plans  (see 
“Texan  Touts  Reform”  on  p 13); 

• Seek  continued  federal  funding  of 
and  physician  participation  in  the  US- 
Mexico  Border  Health  Commission; 

• Petition  HCFA  to  allow  physicians  to 
order  inexpensive  chemistry  panels 
without  having  to  submit  diagnostic 
codes  or  other  documentation  and 
“work  vigorously  with  Congress”  to 
permit  Medicare  reimbursement  for 
preventive  screening  tests; 

• Research  “recent  exorbitant  price  in- 
creases of  certain  generic  medica- 
tions;” 

• Urge  HCFA  to  permit  Medicare  reim- 
bursement of  skilled  nursing  ser- 


vices for  venipuncture  for  patients 
with  medically  complex  health  con- 
ditions; and 

• Inform  managed  care  organizations 
that  insurance  plans  should  reimburse 
for  physician-performed  microscopy 
conducted  with  skin-scraping  exams. 

The  House  did  not  approve  a Texas 
resolution  directing  AMA  to  pay  “a  per 


diem  plus  expenses”  to  physicians  who 
attend  weekday  meetings  of  AMA  coun- 
cils, committees,  and  other  work  groups. 

Texas  physicians  fill 
key  positions 

Several  Texas  physicians  earned  AMA 
leadership  roles  during  the  meeting. 
Temple  cardiologist  J.  James  Rohack, 
MD,  won  reelection  to  the  AMA  Coun- 
cil on  Medical  Education.  The  AMA 
Board  of  Trustees  appointed  Austin  in- 
ternist and  chair  of  the  TMA  Delega- 


tion to  AMA  William  G.  Camel,  MD,  to 
a second  1-year  term  on  the  Council  on 
Legislation.  Austin  anesthesiologist 
Joseph  P.  Annis,  MD,  was  1 of  7 candi- 
dates for  2 open  positions  on  the  Coun- 
cil on  Medical  Service.  Dr  Annis,  in  his 
first  bid  for  an  AMA  post,  lost  in  a close 
vote  in  a runoff  election. 

During  the  annual  meeting,  Albert  E 
Hendler,  MD,  a Dallas  internist,  served 


on  the  Reference  Committee  on  Amend- 
ments to  Constitution  and  Bylaws.  Josie 
R.  Williams,  MD,  an  Austin  gastroen- 
terologist, once  again  served  on  the  ref- 
erence committee  that  handled  the 
Sunbeam  endorsement  and  other  issues 
related  to  the  AMA  Board  of  Trustees. 

For  Houston  family  practitioner  Max 
C.  Butler,  MD,  the  Chicago  meeting 
was  his  last  as  a member  of  the  state’s 
delegation  to  the  AMA.  Dr  Butler,  a 
TMA  past  president,  has  served  on  the 
AMA  delegation  since  1986.  ★ 


Newly-installed  AMA  President  Nancy  W.  Dickey,  MD,  of  College  Station,  addresses  AMA'^ 
annual  meeting  attendees  in  June.  Dr  Dickey  is  the  first  woman  president  of  the  AMA. 


The  House  voted  to  seek  continued 
federal  funding  of  and  physician  participation  in 
the  US-Mexico  Border  Health  Commission. 
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Time  running  out  to 
preregister  for  fall 
leadership  conference 

I 

Learn  how  fellow  physicians  are 
providing  “Quality  in  the  l-'ace  of 
Change”  at  Texas  Medical  Associ- 
ation’s 1998  Fall  Leadership  Con- 
ference September  19  at  the 
Renaissance  Austin  Hotel. 

Speakers  scheduled  to  address  atten- 
dees include  American  Medical  Associa- 
tion President  Nancy  W,  Uickey,  MD,  of 
College  Station;  I'MA  President  John  P 


*AMA  EVP  E Ratcliffe 
l"Andy"  Anderson,  Jr,  MD 

i 

Ihovvc  111,  MU,  of  San  Antonio;  AMA  Ex- 
lecutive  Vice  President  E.  Ratcliffe  “Andy” 
jAnderson,  Jr,  MU;  Ira  R.  Byock,  MU,  di- 
ijrector  of  The  Palliative  Care  Service  in 
Missoula,  Mont;  US  Rep  Kay  Granger  (R- 
Fort  Worth);  and  Patricia  A.  Clark,  direc- 


tor of  Media/Speech  Training  Services 
for  AMA.  Texas  Gov  George  W.  Bush  h;is 
been  invited  to  speak  at  the  conference. 

A managed  care  contracting  “dawn 
duster”  session  will  kick  off  the  confer- 
ence on  Saturday  at  7 am.  Speakers  in- 
clude health  law  attorneys  Edna 
Ramon  Butts,  JU,  of  Hughes  and  Luce 
in  Austin,  and  Mary  Emma  Karum,  JU, 
who  works  in  the  Health  Care  and  Liti- 
gation sections  of  Jackson  Walker  in 
Uallas.  An  educational  forum  titled 
“New  Horizons  for  Quality  Care”  will 
be  held  from  2 to  4 pm  on  Saturday 


US  Rep  Kay  Granger  Ira  R.  Byock,  MD, 

(R-Fort  Worth)  director  of  The 

Palliative  Care  Service 

and  will  focus  on  the  most  recent  de- 
velopments in  quality  improvement. 

For  more  information,  call  TMA  spe- 
cial services  at  (800)  880-1300,  ext 
1346,  or  (512)  370-1346;  or  consult 
TMAs  Web  site  at  www.texmed.org.  ★ 


US  Rep  Kay  Granger 
(R-Fort  Worth) 


AMA  presidents  past  and  present 
headline  alliance  fall  conference 


American  Medical  Association  President  Nancy  W.  Dickey,  MD,  and  former 
AMA  President  Robert  E.  McAfee,  MD,  will  speak  at  InfoExpo  '98,  Texas 
Medical  Association  Alliance's  fall  conference  September  16-18  at  the  Re- 
naissance Austin  Hotel. 

Dr  Dickey  will  update  alliance  members  on  AMA  issues,  while  Dr 
McAfee,  AMA's  national  family  violence  spokesperson,  will  deliver  a pre- 
sentation titled  “Family  Violence  1998:  Have  We  Made  Progress?"  Another 
general  session  at  InfoExpo  '98  will  feature  Corpus  Christ!  alliance  member 
Lou  Kennedy,  who  will  discuss  business  presentations  and  personal  image. 

The  revamped  conference  will  be  the  alliance's  only  leadership  training 
session  before  TexMed  '99  in  Dallas.  Courses  on  medical  alliance  leader- 
ship, fundraising,  political  and  legislative  effectiveness,  parliamentary 
procedure,  healthy  lifestyles,  medical  jargon,  and  media  relations  will  be 
offered.  Alliance  committee,  council,  and  board  meetings  also  will  be  held 
during  the  conference.  For  more  information,  contact  Leslie  Tate  at  (800) 
880-1300,  ext  1328,  or  (512)  370-1328;  or  e-mail  leslie_t@texmed.org. 


Contract 

ii  ii  _ . 


Things  you 
need  to  know 


Before  you  consider  looking  at  a 
managed  care  contract,  you 
should  evaluate  the  managed 
care  organization's  (MCO's)  re- 
sponsiveness to  your  needs.  The 
following  questions  rarely  show 
up  in  a contract,  but  by  posing 
them  to  your  MCO  representa- 
tive, you  can  learn  how  physi- 
cian friendly  the  MCO  really  is. 

* Will  I have  a dedicated  repre- 
sentative who  will  know  my 
office  and  its  needs? 

• • How  often  can  I expect  to  see 
a representative  in  my  office? 

* How  easily  can  I reach  my 
representative  if  I have  a 
question  or  a problem? 

* Will  you  provide  me  with  a 
physician  manual  that  gives 
clear  instructions  and  re- 
source information  on  how 
my  office  staff  and  I will 
serve  your  members?  May  I 
review  a copy  of  this  manual? 


Source:  TMA's  Texas  Physician  Services  Or- 
ganization (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523-TPSO,  or  (512) 
370-1418;  or  e-mail  gina_k@texmed.org. 
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TALK  TO  TEJ^S 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  Visa  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Office  at 
(512)  370-1382 
Fax  (512)  370-1632. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 




Medical  Insurance  Services 


for  cukliliomil  information,  contact: 


Richard  Vento,  Executive  Vice  President 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  000  • Houston,  Texas  77056 


(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Croups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
AnibulatoiT  Care  Centers  • I'nique  Healthcare  Insurance  Re(|ucsts 


TMA  House  of  Delegates 
to  meet  in  November 


The  Texas  Medical  Associatiopi 
House  of  Delegates  will  meet  foii| 
interim  session  November  20-2 T 
in  Austin.  Handbook  reports  are 
due  September  21.  Resolutions 
to  be  included  in  the  initial  handbook 
are  due  October  2 and  may  be  submit  i 
ted  by  county  medical  societies  or  by, 
individual  delegates. 

During  the  meeting,  delegates  will 
consider  proposed  constitutional! 
amendments  dealing  with  the  establish- 
ment of  an  International  Medical  Grad-, 
uate  (IMG)  Section  by  the  House  in 
November  1997,  and  2 amendments' 
concerning  the  association’s  annual 
meeting.  The  IMG  amendment  estab-j 
lishes  the  section’s  representation  in  thej 
House.  The  annual  session  amendments! 
are  required  to  implement  the  TMA 
Board  of  Trustees’  recommendations  to 
eliminate  all  specific  references  to  scien- 
tific sections  from  the  TMA  Constitution 
and  Bylaws,  while  keeping  references  to 
annual  session  content  sufficiently 
broad  so  that  program  coordinators  can 
incorporate  general  topics  and  “hot”  is- 
sues into  their  presentations. 

The  following  is  the  IMG  amend- 
ment proposed  by  the  Council  on  Con- 
stitution and  Bylaws  (text  to  be  added 
is  underlined  and  text  to  be  removed  is 
crossed  through): 

Amend  Article  V,  House  of  Dele- 
gates, by  addition  as  follows: 

Sec.  2.  The  membership  of  the 
House  of  Delegates  shall  consist  of 
(1)  Delegates,  elected  in  accordance 
with  this  Constitution  and  Bylaws, 
and  ex  officio:  (2)  the  President  . . . 
11)  the  delegate  from  the  Interna- 
tional Medical  Graduate  Section: 
lAAf  (12)  delegates  from  the  Resi- 
dent Physician  Section;  4+3^  (13) 
delegates  representing  the  Medical 
Student  Section  from  each  approved 
and  active  Medical  Student  Section 
Chapter;  (14)  the  delegates  of 
medical  specialty  societies  . . . 

The  following  are  the  Board  of 
Trustees’  recommendations  related  to 
annual  session.  They  were  approved  by 
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New  publication  from  TMA! 


(the  House  with  referral  to  the  Council 
on  Constitution  and  Bylaws  (text  to  he 
added  is  underlined): 

I 

Recommendation  1:  Amend  Article  X, 
'Scientific  Sections,  by  deleting  the  sec- 

I 

ition  in  its  entirety  and  renumbering  the 
[remaining  articles  respectively. 

Recommendation  2:  Amend  Article  XI, 
Annual  Session,  by  addition  as  follows: 

The  Association  shall  hold  an  an- 
nual session  for  the  presentation  of 
general  and  scientific  programs. 

These  amendments  will  be  submit- 
ted for  final  approval  at  the  November 
interim  session.  For  more  information, 
^contact  Pam  Hale  at  (800)  880-1300, 
ext  1304,  or  (512)  370-1304,  or  e-mail 
pam_h@texmed.org.  ★ 


Scholarship  provides  medical, 
undergraduate  education 


Though  not  normally  affiliated, 
Baylor  College  of  Medicine  in 
Houston  and  Baylor  University 
in  Waco  have  teamed  up  to  cre- 
ate a scholarship  for  high  school 
students  that  would  cover  both  pre- 
medical and  medical  students. 

High  school  students  who  apply  for 
enrollment  in  premedical  studies  at 
Baylor  University  for  the  fall  1999  se- 
mester can  apply  for  the  new  scholar- 
ship, which  will  provide  recipients  up  to 
$10,000  per  year  for  8 years  - 4 at  Bay- 
lor University  and  4 at  Baylor  College  of 
Medicine  - as  long  as  all  requirements 
for  eligibility  are  met.  Baylor  University 
premed  students  must  be  enrolled  at 
Baylor  College  of  Medicine  to  apply  for 
the  last  4 years  of  the  scholarship. 

To  be  eligible  for  the  scholarship, 
high  school  students  must  have  a grade 
point  average  of  3.7  or  rank  in  the  top 
5%  of  their  classes,  and  score  at  least 
1,400  on  the  SAT  or  at  least  30  on  the 
ACT.  They  also  must  show  experience 
or  interest  in  medical  care  delivery. 
Scholarship  applications  can  be  re- 
quested from  J.R.  Schofield,  MD,  Bay- 
lor University,  PO  Box  97381,  Waco,  TX 
76798.  ★ 


STARTING  A MEDICAL  PRACTICE  IN  TEXAS 

by  Donald  P.  Wilcox,  JD  and  Christopher  K.  Davis,  JD 

how  fcdcrni  and  state  laws  regulate  the  practice  of  )nedichie  in  Texas, 
plus  practical  business,  legal,  tax,  and  managed  care  information  for  starting 
a practice! 

$19  - TMA  members 
$29  - Nonmembers 

To  order,  mail  payment  to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701; 
call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  fax  (512)  370-1632. 


E-mail 

BHT@HaysMcConn.com 


LEGAL  REPRESENTATION 

By  a Texas  Physician 


Brian  H.  Tew,  M.D.,  J.D. 

SHAREHOLDER 

Legal  representation  of  physicians 
involving:  Medical  Malpractice, 
Medical  Staff  Peer  Review, 
Texas  State  Board  of  Medical 
Examiners  (hearings,  settlement 
conferences  and  licensure). 
Economic  Credentialing, 
Managed  Care  Disputes. 

Not  hoard  certified  by  the  Texas  Board  of  Legal  Specialization 


Hays,  McConn,  Rice  &l  Pickering 

400  Two  Allen  Center  - 1200  Smith  St.  - Houston.  TX  77002 


o 


.<7. 


Direct  Line 
713-752-8311 


Tel  800.880.1300 


Texas  Medicine  Rounds 


17 


ciiecK 


World  of  Medicine 
at  Your  Fingertips. 

Librarians  travel  the  world  ot  medical  information  daily 
to  get  the  latest  knowledge  into  your  hands.  TMA  Library  staff 
use  clinical  databases,  the  Internet,  and  print  resources  to  search  for 
answers  to  your  clinical  questions.  What  do  you  need  to  know 
today?  Reference  services  are  a benefit  of  membership  and  are  free 
of  charge  to  TMA  members. 

For  more  information:  (800)  880-1300,  ext.  1550, 
or  (512)  370-1550,  tma_libmry@texmed.org. 


‘‘Insimnm  and  Risk  Managemeni  Serpkes  Since  2947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for; 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  • IPA's  • PHO^S  • MSO's  • 

# Multi-Specialty  Practices  ♦ 

for  Additimal  Informaimn,  CmMct 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Anfonio,  Texas  78230 
Telephone;  Tol!  Tree  888.SS8.282S 
or  210.561.7000 


Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  •Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Oo  ^ou  snioVe? 


Lnftdwt/Cow^  OMtni 
I no 

Ooes  anyone  yoH  live 

POEP,  BCBS  offer 
tobacco  detection  resources 


yes 


TMA’s  Physician  Oncology  Educa- 
tion Program  (POEP)  and  Blue 
Cross  Blue  Shield  (BCBS)  of 
Texas  are  teaming  up  to  make 
sure  you  have  the  resources  to 
prevent,  detect,  and  eliminate  tobacco 
use  in  your  patients,  especially  adoles- 
cents. With  the  dangers  of  teen  tobacco 
use  topping  news  stories  and  being  de- 
bated in  Congress,  more  and  more  pa- 
tients will  ask  you  for  help  to  break  this 
fatal  habit.  Those  patients  who  don’t 
ask  will  need  your  help,  too. 

This  year  POEP  and  BCBS  have 
equipped  physicians,  nurses,  dentists, 
and  dental  hygienists  across  the  state 
with  the  screening  techniques  they 
need  to  target  tobacco  use,  particularly 
smoking,  in  their  patients  through  a se- 
ries of  workshops  titled  “Smoking  Pre- 
vention and  Cessation  in  Adolescents: 
What  Clinicians  Need  to  Know.”  POEP, 
funded  by  the  Texas  Cancer  Council, 
also  provides  cancer  modules,  educa- 
tional literature  on  tobacco,  and  contin- 
uing medical  education  opportunities. 
Other  project  partners  include  the 
Nurse  Oncology  Education  Program, 
Dental  Oncology  Education  Program, 
American  Cancer  Society,  and  Texas  De- 
partment of  Health. 

TMA,  POEP,  and  BCBS  will  follow 
up  with  workshop  attendees  and  other 
health  care  providers  across  the  state 
with  surveys  on  tobacco  screening  in 
Texas.  For  more  information,  contact 
Megan  Haley  at  (800)  880-1300,  ext 
1464,  or  (512)  370-1464;  or  e-mail 
megan_h@texmed.org.  For  a listing  of 
POEP  products  and  workshops,  consult 
the  POEP  home  page  under  the  “Health 
& Science”  section  of  the  TMA  Web  site 
at  www.texmed.org.  ★ 
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Scott  & White  hires 
500th  physician 


With  the  recent  addition  of  its 
500th  physician,  Scott  & 
White  has  become  the  largest 
practicing  physician  group  in 
Texas  and  1 of  the  largest 
group  practices  in  the  United  States. 

The  Scott  & White  clinic,  hospital, 
and  health  plan  provide  health  care  for 
more  than  152,000  people  in  38  coun- 
ties within  a 27,000-square-mile  area  of 
Temple.  ★ 


Neotraditional  stepfamilies 
find  greater  success 


A 9-year  study  of  100  white,  mid- 
dle-class stepfamilies  and  100 
comparable  nondivorced  families 
has  identified  3 types  of  stepfam- 
ilies as  well  as  which  type  is  most 
successful.  The  study,  funded  by  the  Na- 
tional Institute  of  Child  Health  and  Hu- 
man Development,  was  conducted  by 
Dr  James  Bray,  a psychologist  at  Baylor 
College  of  Medicine  in  Houston. 

“Parenting  is  the  No.  1 stressor  in 
stepfamilies,”  Dr  Bray  said.  “It’s  more  of 
a challenge  to  nurture  marriages  in  step- 
families  because  children  are  present 
from  the  very  beginning.”  Dr  Bray  di- 
vided stepfamilies  into  3 types:  roman- 
tic, matriarchal,  and  neotraditional. 

The  romantic  couple  are  the  most 
divorce-prone  as  they  have  difficulty 
distinguishing  their  new  families  from 
traditional  families  and  giving  the  chil- 
dren time  to  get  to  know  the  steppar- 
ents. In  a matriarchal  couple,  the  wife 
has  custody  of  children  from  the  previ- 
ous marriage  and  runs  the  household 
and  raises  the  kids.  Problems  arise 
when  these  couples  have  children  of 
their  own,  and  the  husband  wants 
more  involvement  in  parenting  while 
the  wife  is  used  to  being  in  charge. 

Neotraditional  couples  work  the  best 
out  of  the  3 types  of  stepfamilies  because 
husbands  and  wives  view  the  stepfamily 
as  a partnership.  They  manage  the 
household  and  finances  together,  but  al- 
low at  least  a year  for  the  stepparent  to 
be  accepted  in  a parental  role.  ★ 


The  multibiilion-dollar  merger  be- 
tween Humana  and  United  Health- 
Care  was  canceled  abruptly  last 
month  when  United’s  stock  plum- 
meted after  it  reported  $900  million 
in  special  charges.  The  value  of 
United’s  stock  dropped  28%  the  day 
it  announced  the  charges  and  an- 
other 4.1%  the  following  day.  The 
planned  $5.5  billion  acquisition  of 
Humana  by  United  would  have  cre- 
ated the  largest  managed  care  com- 
pany in  the  United  States. 

But  there  is  good  news  for  Humana. 
It  has  completed  the  largest  phar- 
macy benefits  conversion  in  US  his- 
tory with  the  implementation  of  a 
plan  to  outsource  administration  of 
pharmacy  claims  to  PCS  Health 
Systems  of  Scottsdale,  Ariz.  PCS 
will  handle  an  estimated  40  million 
pharmacy  claims  a year. 

Falling  stock  prices  in  the  physician 
practice  management  industry  have 
prompted  2 Houston-based  compa- 
nies — American  Medical  Providers 
(AMP)  and  Physicians  Trust,  Inc  — 
to  put  their  initial  public  offerings  on 
hold.  AMP  says  it  is  now  considering 
a private  placement  of  merger  with 
another  company.  (Houston  Business 
Journal) 


Meanwhile,  FPA  Medical  Manage- 
ment, of  San  Diego,  Calif,  is  closing 
about  50  of  its  facilities  in  Nevada 
and  parts  of  Texas,  Arizona,  Califor- 
nia, North  Carolina,  and  Georgia. 
FPA  says  those  facilities  were  either 
unprofitable  or  outside  its  new  core 
business  area. 

Blue  Cross  Blue  Shield  of  Texas  has 

created  a new  health  plan  for  people 
without  insurance.  Blue  Cross  oflfi- 
cials  say  PPO  Select  Advantage 
will  offer  some  of  the  lowest  rates 
available  and  1 of  the  largest  health 
care  provider  networks  in  the  state. 
(Dallas  Business  Journal) 

Family  Hospice  Ltd,  of  Dallas,  and 
VistaCare,  of  Scottsdale,  Ariz,  have 
merged  to  form  the  nation’s  second 
largest  hospice  provider  with  com- 
bined revenues  of  more  than  $75 
million. 

Three  Austin  independent  physician 
groups  and  the  St  David’s  Health- 
care Partnership  have  merged  to 
form  QualityCare  Network.  The 
merger  with  Round  Rock  IPA,  Cap- 
ital Area  Physicians,  and  South 
Austin  IPA  forms  a network  of  more 
than  140  physicians  and  19,000  pa- 
tients. 


Submit  items  for  inclusion  in  this  column  to  Larry  BeSaw,  From  the  Field,  Texas  Medicine,  401  W 15th  St, 
Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


Tel  800.880.1300 
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The  Internet  is  bursting  at  the  seams  with  apocalyptic 
messages  about  the  year  2000  bug,  but  don’t  panic!  This 
month’s  “MedBytes”  delivers  some  sites  that  offer  practi- 
cal information  for  dealing  with  Y2K  problems  in  health 
care  and  other  industries. 

Health  care  Y2K  sites: 

• American  Medical  Association  (www.ama-assn.org/ 
not-mo/y2k/):  Designed  to  prepare  physicians  for  year 
2000,  the  AMA  site  contains  frequently  asked  questions 
(FAQs)  about  the  millennium  bug  and  a solution  center. 

• Healthcare’s  Year  2000  Information  Clearinghouse 
(www.rx2000.org):  Join  a Y2K  health  care  discussion  fo- 
rum, check  out  the  latest  schedule  for  the  Healthcare 
Year  2000  Special  Interest  Group,  and  explore  the  sec- 
tion titled  “Year  2000  Self  Help  for  Health  Care  Orga- 
nizations” on  this  site. 

• Y2Kinfo  (www.y2kinfo.com/y2khealth.htm):  This  site 
gives  examples  of  Y2K  liabilities  in  the  health  care  in- 
dustry. 

Other  Y2K  sites  of  interest: 

• AutoTester  Inc  (www.autotester.com):  On  this  site, 
you  can  explore  automated  testing  solutions  to  reduce 
the  amount  of  time  and  resources  required  to  ensure 
your  systems  work  for  the  millennium. 

• Comlinks.com  (www.comlinks.com):  Hosted  by  Alan 
Simpson,  a leading  spokesman  on  international  year 
2000  issues  since  1995,  the  Comlinks  site  houses  Y2K 
FAQs  and  press  coverage  summaries. 

• DFW  (Oallas-Fort  Worth)  Prep  2000  (www.dfwdama. 
org/html/prep2000.html):  DFW’s  Data  Management  As- 
sociation offers  examples  of  how  Texas  companies  are 


dealing  with  the  year  2000  problem  as  well  as  a calen- 
dar of  the  group’s  year  2000  meetings  on  this  site. 

• The  GartnerGroup  (gartner5.gartnerweb.com/gg/  sta- 
tic/itjournal/testimonyl.html):  Learn  how  the  Gart- 
nerGroup is  helping  Congress  tackle  the  year  2000  bug 
with  this  Web  report. 

• The  information  Technology  Association  of  America 
Year  2000  Task  Group  (www.itaa.org/yr2000bg.htm): 

This  site  houses  a buyer’s  guide  to  year  2000  conver- 
sion software. 

• The  Mother  of  All  Year  2000  Link  Centers  (pw2.netcom. 
com/~helliott/OO.htm):  The  name  says  it  all. 

• Texas  Year  2000  Working  Group  (www.dir.state.tx. 
us/y2k):  The  State  of  Texas  Y2K  site  offers  year  2000 
workshops  and  a state  agency  and  university  progress 
reporting  area. 

• 2000  legal.com  (www.2000legal.com):  This  site  contains 
legal  resources  to  avoid  year  2000  business  disruptions. 

• Westergaard  2000  (www.y2ktimebomb.com):  You  can 

register  for  a Y2K  daily  e-mail  alert  and  explore  the 
millennium  bug’s  effects  on  the  economy  and  technol- 
ogy on  Westergaard’s  site. 

• The  Y2K  Law  Site  (www.y2k.com):  This  site  has  been 
examining  the  legal  ramifications  of  the  year  2000 
problem  since  1996. 

• Year  2000  Information  Center  (www.year2000.com): 

Y2K  wire  reports,  conferences,  products,  tips,  links, 
cartoons,  and  even  stocks  pop  up  on  this  Web  site. 

• ZONet  Y2K  Survival  Kit  Column  (www.zdnet.com/ 
anchordesk/story/story_2318.html):  Jesse  Berst,  edito- 
rial director  of  the  ZDNet  AnchorDesk,  takes  you 
through  his  best  Y2K  tips  and  provides  more  Y2K  links. 


MedBytes  IS  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TM  A Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna  f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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iHCMS  physicians  help  kids 
attend  Scout  camp 


Houston  obstetrician-gynecologist 
Ferdinand  Plavidal,  MD,  a Scout 
leader  and  former  Boy  Scout, 
joined  other  Harris  County  Med- 
ical Society  (HCMS)  members  in 
[providing  free  physical  examinations  to 
j approximately  125  inner-city  boys  so 
ithey  can  attend  Boy  Scout  camp  this 
summer.  This  is  the  sixth  year  HCMS 
I has  partnered  with  the  Urban  Scouting 
I Division  to  perform  medical  exams  at 
'the  Sam  Houston  Area  Council.  “Scout- 
iing  can  be  such  a wholesome  influence 
ion  these  young  boys,”  said  Houston  in- 
ternist Carlos  R.  Hamilton,  Jr,  MD, 
chair  of  the  HCMS  Committee  for 
I Scouting  Physicals.  ★ 

I 

TexMed  ’98  general  session 
videotapes  available 

The  popularity  of  the  general  ses- 
sion at  TexMed  ’98  in  April  has  in- 
spired a videotape  that’s  available 
to  order.  Six  hundred  people  at- 
tended the  session  that  featured 
an  enthralling  account  by  Dallas  pathol- 
ogist Beck  Weathers,  MD,  of  his  near- 
death experience  on  Mount  Everest  in 
1996.  Also  included  on  the  2-cassette 
cased  set  are  presentations  by  Susan 
Kearns  Benner,  who  donated  a kidney  to 
a former  high  school  classmate  and  is 
sharing  her  organ  donation  story  with 


groups  across  the  country;  and  Laurence 
McCullough,  PhD,  of  Baylor  College  of 
Medicine’s  Center  for  Ethics  and  Public 
Health,  who  discussed  “The  Caring 
Physician:  A Moral  Life  of  Service  as  a 
Fiduciary  Professional.” 

The  videotape  set  costs  $34.95,  in- 
cluding tax  and  shipping.  To  order,  con- 
tact Jane  Butterfield  at  (800)  880-1300, 
ext  1452,  or  (512)  370-1452;  or  e-mail 
her  atjane_b@texmed.org.  ★ 

Drs  Costanzi,  Farmer  join 
editorial  committee 

John  Costanzi,  MD,  an  Austin  on- 
cologist, and  Lt  Col  Joseph 
Farmer,  MD,  chief  of  the  Direc- 
torate of  Emergency  Medicine, 
Critical  Care,  and  Inpatient  Ser- 
vices at  Wilford  Hall  Medical  Center  at 
Lackland  Air  Eorce  Base  in  San  Anto- 
nio, have  been  appointed  by  the  TMA 
Board  of  Trustees  to  the  Texas  Medicine 
Editorial  Committee.  Both  physicians 
will  serve  3-year  terms  on  the  14-mem- 
ber committee  that  sets  broad  policies 
for  Texas  Medicine  and  reviews  clinical 
articles  submitted  for  publication  in 
The  Journal  section  of  the  magazine. 

John  C.  Jennings,  MD,  director  of 
the  Residency  Program  in  the  Depart- 
ment of  Obstetrics  and  Gynecology  at 
The  University  of  Texas  Medical  Branch 
at  Galveston,  was  appointed  chair  of 
the  committee  by  the  board.  ★ 


Lines 


TMA  switchboard  (800)  880-1300 


Impaired  physicians  (800)  880-1640 


Call  this  24-hour  hotline  to  report 
information  concerning  physi- 
cians who  may  be  abusing  alcohol 
or  other  drugs,  or  who  may  be 
chemically  addicted,  psychiatri- 
cally  impaired,  or  have  other  prob- 
lems. All  calls  are  confidential. 


Insurance (800)  880-8181 


The  Texas  Medical  Association 
Insurance  Trust  offers  life, 
health,  disability,  office  over- 
head, personal  accident,  and 
other  insurance  plans  and  prod- 
ucts to  TMA  members,  their 
families,  and  office  staffs. 


TMA  offers  qualifraflRmedical 
students  and  residents  low-in- 
terest loans.  Call  for  general  re- 
quirements and.  application 
procedures. 


iTEXPAC  (800)  880-1300,  ext  1362 

. 


The  TM  A ‘ Political  ’Action  Com? 
mittee  speaks  on  behalf  of 
physicians  through  grassroots 
involvement,  personal  relation- 
ships with  elected  officials,  and 
political  campaign  participation 
and  contributions. 


TPSO  (800)  523-8776 


The  Texas  Physician  Services 
Organization  delivers  physicians 
and  physician  organizations  an 
array  of  products  and  services  to 
help  them  succeed  in  the  chang- 
ing medical  marketplace. 


Tel  800.880.1300 
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A lesson  in 
informed  consent 
By  Robert  LFineJD 


Case  Siudy 

The  nurse  asked  an  ethics  com- 
mittee member  to  speak  with 
the  angry  sister  of  a patient  with 
a brain  tumor.  “They’re  trying  to 
railroad  my  brother,”  yelled 
Jane,  the  patient’s  sister,  to  the  ethics 
consultant.  “They  say  he  agreed  to  all 
this  treatment,  but  he  doesn’t  know 
what’s  going  on.  I’m  his  only  living  rel- 
ative and  I’m  going  to  take  him  home,” 
Jane  demanded.  “You  doctors  just  want 
to  do  whatever  makes  money!” 

To  say  Jane  was  angry  was  an  un- 
derstatement. The  ethics  consultant 
knew  the  doctors  and  nurses  involved 
in  the  case  were  good  and  compassion- 
ate healers.  The  consultant  wondered 
what  could  have  occurred  to  provoke 
Jane’s  hostility  toward  the  hospital  and 
its  staff.  The  consultant  realized  he 
should  first  review  the  patient  chart 
and  speak  personally  with  involved 
parties,  including  the  patient. 

The  patient  was  a 64-year-old  male 
admitted  as  a transfer  from  another 
hospital  where  he  had  presented  with  a 
slow,  progressive  weakness  of  his  left 
arm  and  leg,  and  an  associated  unre- 
lenting headache.  MRI  tests  revealed 


changes  compatible  with  a large 
glioblastoma  multiforme  accompanied 
by  significant  midline  shift.  He  was 
treated  with  intravenous  decadron  and 
11  days  after  admission  underwent 
surgical  debulking.  Several  days  later 
the  patient  was  transferred  to  a skilled 
nursing  facility,  where  radiation  and 
oncology  specialists  examined  him.  It 


in  the  informed  consent  process  was  ob- 
vious, but  the  medical  progress  notes 
did  not  explain  why  she  was  asked.  Af- 
ter interviewing  Jane,  the  consultant 
determined  she  was  in  fact  angry,  but 
rational.  An  interview  with  the  patient 
confirmed  he  was  disoriented  about 
place  and  time.  He  told  the  consultant 
he  “understood”  his  situation;  however. 


Informed  consent  exists  for  a number  of  reasons  and 
serves  to  protect  the  patient,  practitioner,  and  hospital. 


was  at  this  point  that  Jane  expressed 
her  anger  about  the  physicians’  ap- 
proach to  her  brother’s  treatment. 

She  reported  her  brother  had  suf- 
fered from  significant  confusion  for  at 
least  a brief  time  before  this  hospitaliza- 
tion. She  stated  the  confusion  had  wors- 
ened and  he  had  no  understanding  of 
his  diagnosis,  prognosis,  or  treatment. 
Finally,  although  she  admitted  to  giving 
telephone  consent  for  her  brother’s  ini- 
tial surgery,  the  sister  reported  other 
treatment  options  were  not  described  to 
her,  nor  did  she  fully  comprehend  what 
she  had  agreed  to.  Now,  when  the  pa- 
tient’s doctors  requested  consent  for  ra- 
diation and  other  treatments,  the  sister 
was  no  longer  willing  to  comply. 

A review  of  the  patient’s  chart  sug- 
gested the  root  of  the  problem.  Al- 
though he  was  admitted  with  a 
neurologic  diagnosis,  there  were  no 
mental  status  exams  on  the  chart  from 
any  of  the  numerous  physicians  in- 
volved. There  were  no  statements  in  the 
chart  about  his  ability  to  comprehend 
his  situation  or  the  treatment  options. 
The  request  for  the  sister  to  participate 


he  could  not  describe  his  diagnosis,! 
prognosis,  or  treatment  options.  ' 

Discussion  i 

Had  this  patient  been  treated  appropri- 1 
ately?  The  ethics  consultant  believed  j 
so.  He  found  no  attempt  to  take  advan-  j 
tage  of  this  patient,  only  to  help  him. ; 
On  the  other  hand,  there  was  a mis- ! 
communication  in  the  process  of  in-  j 
formed  consent.  This  brief  vignette  | 
does  not  allow  for  detailed  discussion  j 
of  informed  consent,  but  a few  salient  J 
points  can  be  made.  i 

Informed  consent  exists  for  a num- 
ber of  reasons  and  serves  to  protect  the  i 
patient,  practitioner,  and  hospital.  If 
practiced  haphazardly,  the  protection 
for  all  parties  may  be  lost  with  Jeopardy 
to  all  involved.  Informed  consent  is 
much  more  than  a signed  paper.  It  is  a 
process  at  the  very  heart  of  the  physi- 


Robert  L.  Fine,  MD,  is  an  internist  and  chair  of  the  In- 
stitutional Ethics  Committee  at  Baylor  University 
Medical  Center  in  Dallas.  Reprinted  with  permission 
from  Baylor  University  Medical  Center. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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L'ian-patient  relationship.  This  process 
las  several  basic  elements,  including: 

• Assessment  of  patient  decision-mak- 
ing capacity, 

• Adequate  disclosure  of  information, 

• Understanding  of  information,  and 

• Documentation. 

In  this  case,  there  was  a questionable 
^assessment  of  the  patient’s  decision-mak- 
■ing  capacity  as  indicated  by  his  inability 
|to  demonstrate  a basic  understanding  of 
ihis  diagnosis,  prognosis,  or  treatment  op- 
Itions.  If  a patient  lacks  adequate  deci- 
sional capacity,  that  patient  cannot 
!consent  effectively  to  medical  treat- 
ments, and  a surrogate  must  be  involved. 

Assessing  decisional  capacity  usu- 
ally begins  with  a basic  assessment  of 
the  patient’s  mental  status.  Note  that 
many  serious  illnesses  lead  to  impaired 
mental  function  that  is  not  readily  ap- 
parent if  not  screened  through  a basic 
mental  status  exam.  Advancing  age 
also  is  a consideration.  Several  popula- 
tion studies  have  suggested  that  30% 
to  50%  of  community-dwelling  elderly 
persons  have  dementia  by  age  85.  Pa- 
tients with  basically  intact  mental  sta- 
tus also  should  be  able  to  demonstrate 
full  decision-making  capacity  by  ex- 
hibiting the  ability  to: 

• Communicate  reliably,  either  ver- 
bally or  nonverbally, 

• Understand  the  information  given 
and  the  options  available,  and 

• Relate  choices  to  personal  values 
and  goals. 

When  it  is  time  to  assess  under- 
standing, a little  common  sense  goes  a 
long  way.  Physicians  will  not  learn 
about  patient  understanding  by  asking 
the  patient,  “Do  you  understand?’’  In- 
stead, asking  patients  to  describe  in 
their  own  words  what  they  understand 
about  their  diagnosis,  prognosis,  and 
treatment  options  will  elicit  better  de- 
tails for  assessment.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


By  Melissa  McEver 


Thanks  to  the  Texas  Department  of  Insurance,  complaints  about  Texas 
HMOs  are  available  via  the  Internet.  TDI  has  launched  a Web  site  listing 
complaints  and  disciplinary  actions  against  insurers,  making  Texas  the  first 
state  to  provide  this  service.  The  Web  site  address  is  www.tdi.state.tx.us. 
(American  Medical  News,  6/29/98) 

Could  the  effectiveness  of  antidepressants  that  patients  report  be  caused 
by  a placebo  effect?  That’s  the  question  raised  recently  by  2 researchers  at 
the  University  of  Connecticut  and  Westwood  Lodge  Hospital  in  Needham, 
Mass.  They  analyzed  19  studies  of  antidepressants,  finding  the  drugs  were 
only  25%  more  effective  than  placebos.  The  controversial  report  also  sug- 
gests the  reported  25%  effectiveness  could  be  caused  by  patient  optimism 
at  being  treated.  (New  Scientist,  7/11/98) 

We  know  gum  disease  can  cause  pain  and  tooth  loss.  But  new  analysis  of 
recent  research  suggests  periodontal  infection  may  contribute  to  heart  dis- 
ease, increased  risk  of  premature  births,  and  also  may  cause  serious  prob- 
lems for  people  with  diabetes  and  respiratory  diseases.  The  American 
Academy  of  Periodontology  analyzed  several  scientists'  findings  and 
found  compelling  evidence  for  a link  between  oral  infections  and  many  con- 
ditions. (Journal  of  Periodontology,  7/98) 

A North  Carolina  federal  judge  has  decided  a 1993  Environmental  Protec- 
tion Agency  (EPA)  report  probably  overstated  the  effects  of  secondhand 
smoke.  The  judge  ruled  the  EPA  made  scientific  and  procedural  errors  in  its 
study,  which  declared  secondhand  smoke  caused  up  to  3,000  nonsmoker 
deaths  a year.  The  tobacco  industry  filed  the  lawsuit  to  have  the  report  de- 
clared invalid.  (The  Wall  Street  Journal,  6/20/98) 

Some  occupations  may  be  hazardous  to  women’s  health,  new  National 
Cancer  Institute  findings  suggest.  Researchers  in  Spain  and  Maryland  ex- 
amined death  certificates  from  24  US  states  from  1984  to  1993  and  found  a 
link  between  professional  or  administrative  occupations  and  increased 
mortality  from  endometrial  and  ovarian  cancer.  They  also  observed  a link 
between  manufacturing,  personal  services,  and  nursing  aide  occupations 
and  cervical  cancer  mortality.  The  researchers  think  the  relationship  may 
result  from  delayed  childbearing  by  professional  women  and  chemical  ex- 
posure among  the  blue-collar  workers.  Socioeconomic  risk  factors  also 
could  play  a role.  (Journal  of  Occupational  Medicine,  7/98) 
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A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professionai  iiability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financiafly  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Frontier  has  been  providing 
medical  professionaf  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas,  i Frontier’s 

financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Pating  of 
A-T'  (Exceilent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Fuli'time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.I  In  addition  to  medicat 

expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  olaims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-'as  well  as  discounts  for  new 
doctors,  part''time  physicians,  foss4ree 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  27S«3873.  If  calling 
from  Houston  (713)  461«1804. 


830  GESSNER,  SUITE  1200 
HOUSTON, TEXAS  T7024 
FAX:  713-467-8031 


A Market  LeatSer  in  Prates$ional  Liability  Insurance 


Celebrate  Women  in 
Medicine  Month 


Two  books  and  an  exhibit  on  dis- 
play at  TMA  offer  3 ways  to  trace 
the  history  of  women  in  Texas 
medicine  and  observe  Women  in 
Medicine  Month  throughout 
September. 

In  Women  Pioneers  in  Texas  Medicine, 
published  in  1997  by  Texas  A&M  Uni- 
versity Press,  authors  Elizabeth  Silver- 
thorne  and  Geneva  Ftilgham  report  the 


826-891 1.  Contact  Dr  Bain  by  mail  at  35 
Woodstone  Sc|,  Austin,  I'X  78703  for  a 
$25  co|)y  of  Doors  Will  Open  for  You. 

For  a more  up-close  and  personal  trip 
through  the  history  of  lextis  women  in 
medicine,  drop  by  the  first-floor  lobby  of 
the  TMA  building  at  401  W 15th  St  in 
Austin  before  October  28.  I he  I'MA  His- 
tory of  Medicine  exhibit  on  display  of- 
fers an  overview  of  some  of  the 
outstanding  pioneer  women  physicians, 
educators,  researchers,  and  nurses  from 
Texas  and  the  United  States.  The  exhibit 


The  TMA  History  of  Medicine  exhibit  on  display 
offers  an  overview  of  some  of  the  outstanding 
pioneer  women  physicians,  educators,  researchers, 
and  nurses  from  Texas  and  the  United  States. 


public  service  announcements  and 
more  than  2 million  direct  mail  pieces 
to  approximately  550,000  Medicare 
beneficiaries  in  44  Texas  counties. 

This  initiative  is  sponsored  by  the 
lexas  Medical  Foundation  (TMF), 
Texas  Department  of  Health  (TDH), 
Texas  Department  on  Aging,  Texas  De- 
partment of  Human  Services  Division 
of  Long  Term  Care,  Ark -Tex  Council  of 
Governments,  Deep  East  Texas  Council 
of  Governments,  East  Texas  Council  of 
Governments,  area  agencies  on  aging, 
and  local  health  departments. 

For  more  information  about  this  cam- 
paign, contact  TMF’s  Manny  Rodriguez 
at  (512)  329-6610,  or  TDH’s  Paul  Mc- 
Gaha,  DO,  MPH,  at  (903)  533-5264.  ★ 


Violence  intervention  center 
to  open  at  Parkland 


I stories  of  women  who  have  served  in 
I traditional  roles  such  as  native  herbalists 
^ and  midwives,  as  well  as  women  who 
I have  become  contemporary  pioneers  in 
i fields  such  as  genetics  and  nuclear  med- 
icine. The  book  features  Marie  Dietzel, 
MD,  who  became  Texas’  first  woman 
medical  school  graduate  in  1897,  and 
May  Owen,  MD,  who  was  elected  the 
first  woman  TMA  president  in  1960, 
among  other  women  who  defied  stereo- 
types and  confronted  adamant  antifemi- 
nism to  become  physicians. 

Doors  Will  Open  for  You:  Memorable 
Experiences  in  My  Life  as  a Doctor,  an 
autobiography  by  former  TMA  Presi- 
dent Ruth  M.  Bain,  MD,  recounts  the 
challenges  and  triumphs  she  experi- 
enced on  her  way  to  personal  satisfac- 
tion in  her  life  and  career.  In  this  book, 
which  was  written  with  Marilyn  Miller 
Baker  and  published  in  1997  by  Texas 
Woman’s  University  Printing  Services, 
Dr  Bain  stresses  the  importance  of  fam- 
ily support  in  achieving  success. 

Both  books  are  available  in  the  TMA 
Library,  which  can  be  reached  by  calling 
(800)  880-1300,  ext  1550,  ot  (512)  370- 
1550;  or  by  e-mailing  tma_library@ 
texmed.org.  Women  Pioneers  in  Texas 
Medicine  costs  $24.95  and  can  be  put- 
chased  at  bookstores  or  through  Texas 
A&M  University  Press  by  calling  (800) 


can  be  viewed  from  8:15  am  to  7 pm, 
Monday  through  Friday,  and  9 am  to  1 
pm  on  Saturdays.  The  TMA  building  is 
closed  on  major  holidays.  For  informa- 
tion on  the  exhibit,  contact  Patty 
Mullins,  special  collections  coordinator, 
in  the  TMA  Library  at  (800)  880-1300, 
ext  1552,  ot  (512)  370-1552;  or  e-mail 
patty_m@texmed.org.  ★ 

Campaign  targets 
Medicare  beneficiaries 


Of  the  500,000  pneumococcal  cases 
reported  in  the  United  States  each 
year,  many  could  be  prevented 
with  pneumococcal  polysaccha- 
ride vaccine  (PPV),  which  is  cov- 
ered by  both  Medicaid  and  Medicare. 
Those  aged  65  and  older  as  well  as  those 
with  chronic  medical  conditions  should 
be  vaccinated  for  pneumococcal  dis- 
eases. Only  42.7%  of  these  individuals 
have  taken  advantage  of  this  protection. 

Texas  health  care  groups  are  dissem- 
inating this  message  through  a cam- 
paign encompassing  38  counties  in 
East  Texas  as  well  as  the  El  Paso,  Cor- 
pus Christi,  Laredo,  Brownsville,  Har- 
lingen, and  Houston  areas.  Important 
information  on  PPV  will  be  distributed 
widely  through  radio  and  television 


Parkland  Health  & Hospital  Sys- 
tem will  provide  Dallas  County 
victims  of  violence  and  their 
families  a chance  to  “bteak  the 
cycle  of  violence”  with  the  estab- 
lishment of  the  Violence  Intervention 
and  Prevention  Center. 

The  center,  funded  by  a $495,000- 
per-year  pledge  for  the  next  2 years 
from  the  Harold  Simmons  Foundation, 
offers  a single  point  of  access  to  medical 
and  psychological  assessments,  medical 
follow-up,  intervention  and  prevention 
services,  and  legal  advocacy. 

“We  don’t  think  there’s  another  cen- 
ter like  this  anywhere,”  said  Ellen  Tali- 
aferro, MD,  a faculty  physician  in 
Parkland  Memorial  Hospital’s  Emer- 
gency Department  who  will  direct  the 
center’s  activities. 

Dr  Taliaferro,  a member  of  TMA’s 
Blue  Ribbon  Panel  on  Family  Violence 
and  cofounder  of  Physicians  for  a Vio- 
lence Free  Society,  said,  “Victims  of  vio- 
lence have  very  complicated  problems. 
Only  by  focusing  on  providing  total  care 
aimed  at  breaking  the  cycle  of  violence 
can  we  truly  make  a difference.” 

Some  of  the  center’s  resources  will 
be  available  to  victims  of  violence  and 
their  families  starting  next  month. 

Fot  more  information,  contact  Dr 
Taliaferro  at  (214)  648-2904.  ★ 
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Transitions:  Legal  Considerations  in  ^ 
Selling  or  Closing  a Medical  Practice 

by  Hugh  M.  Barton,  JD 

If  you  are  retiring,  selling  your  practice,  or  joining  a new  practice  setting,  you 
will  want  to  read  Texas  Medical  Association’s  newest  Strategy  Series  publication. 
TMA  members  - $19  Nonmembers  - $29 
Mail  payment  or  credit  card  information  to  TMA  Bookstore, 

401  W.  15th  St.,  Austin,  TX  78701-1680;  fax  credit  card  order 
to  (512)  370-1635;  call  (800)  880-1300,  ext.  1423. 


Protecting  Yours 

We  know  Malpractice  Insurance 

Wood/Menna  & Company  has  built  a reputation  on  integrity  and 
knowledge  of  the  current  medical  malpractice  insurance  marketplace! 


Wood/Menna  & Company: 

• Represents  the  majority  of  carriers  writing  malpractice  insurance  in  Texas. 

• Provides  insurance  solutions  for  both  solo  and  group  practice  physicians. 

• Locates  the  best  protection  at  the  lowest  cost  regardless  of  your  specialty 
or  loss  history. 


Individual  and  Group  Physicians  and  Surgeons,  Clinics,  Surgery 
Centers,  Hospitals,  IPA’s,  SOl’s,  MSO’s,  Multiple  Specialty  Practices, 
Individual  and  Group  Disability  Insurance 


FDA  takes  precautions 
with  thalidomide 


The  Food  and  Drug  Administra- 
tion (FDA)  is  imposing  unprece- 
dented restrictions  on  the 
distribution  of  the  drug  thalido- 
mide, which  the  FDA  approved 
in  July  as  a treatment  for  erythema  no- 
dosum leprosum  (ENL),  a serious  in- 
flammatory condition  in  patients  with 
Hansen’s  disease. 

Thalidomide  was  marketed  outside 
the  United  States  as  a sedative  during 
the  1950s  and  early  1960s,  when  it  was 
linked  to  severe  birth  defects.  The  drug, 
which  will  be  sold  under  the  name 
Thalomid,  also  has  been  associated  with 
peripheral  neuropathy.  After  examining 
historical  information,  including  the 
success  of  thalidomide  therapy  in  treat- 
ing ENL  skin  lesions  for  more  than  30 
years,  the  FDA  approved  the  use  of  the 
drug  with  strict  rules  developed  by  the 
drug’s  manufacturer  Celgene. 

Only  physicians  who  are  registered 
with  Celgene’s  System  for  Thalidomide 
Education  and  Prescribing  Safety  pro- 
gram may  prescribe  the  drug  to  pa- 
tients. Both  male  and  female  patients 
must  comply  with  mandatory  contra- 
ceptive measures,  patient  registration, 
and  patient  surveys.  Female  patients’ 
prescriptions  will  not  be  filled  without 
medical  documentation  of  a negative 
pregnancy  test  within  24  hours  of  start- 
ing thalidomide  therapy.  Women  must 
use  2 reliable  forms  of  contraception 
and  continue  to  take  pregnancy  tests 
throughout  the  therapy.  Researchers  do 
not  know  if  thalidomide  is  present  in 
sperm  or  semen  or  whether  its  presence 
there  would  affect  fetal  development.  ★ 


Woad/IVIeniia  & Campany 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 
www.insurance@malpractice.com 
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Thanks  for  showing  me  the  ropes! 


Through  service 
as  preceptors  in 
their  communities, 
these  physicians 
are  shaping 
the  future  of 
Texas  medicine 
and  introducing 
Texas  medical 
students  to  careers 
in  general  interna] 
medicine. 


For  more 
information  on 
how  you  can 
become 
a physician 
preceptor,  call 

(800)  880-1300, 

ext.  loSl,  or 

(512)  370-1531. 


Ambrose  Aboud,  MD 
Frank  Adams,  DO 
jaffer  Ajani,  MD 
Susan  Andrew,  MD 
Robert  Arkus,  MD 
Elaine  Barron,  MD 
Gregory  Bartha,  MD 
Sara  Bartos,  MD 
Robert  Bayer,  MD 
Samuel  Bennett,  MD 
Mark  Bing,  MD 
Steven  Bowers,  MD 
Edward  Brown,  MD 
Fred  Campbell,  MD 
)ohn  Casey,  MD 
Yong  Chang,  MD 
Timothy  Chappell,  MD 
Ulupi  Choksi,  MD 
Pamela  Clanton,  MD 
Sue  Crow,  MD 
Scott  Daniel,  MD 
Nalini  Dave,  MD 
John  Dickson,  MD 
Eleanora  Duke,  MD 
Pamela  Edwards,  MD 
Timothy  Ellington,  MD 
Naveed  Farooq,  MD 
Robert  Fine,  MD 
Paul  Forth,  MD 
Robert  Frets,  MD 
Frederick  Fung,  MD 
Kimberly  Galusha,  DO 
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A conversation  with  the  governor 

George  W.  Bush  is  committed  to  giving  Texas  managed  care  reforms  a chance 


Photos  / Mark  Swendner 


Governor  George  W.  Bush  appears 
poised  to  become  the  first  Texas 
II  governor  elected  to  back-to-back 
I terms  since  gubernatorial  terms 
I were  expanded  from  2 to  4 years 
I during  the  1970s.  Entering  the 
_ fall  campaign,  Governor  Bush  en- 
joys a 50-point  lead  in  the  polls  over  De- 
mocratic challenger  Garry  Mauro  and  is 
the  hands-down  favorite  to  win  reelection. 

But  had  you  told  Texas  physicians  in 
1995  their  political  action  committee 
would  endorse  Governor  Bush  for  reelec- 
tion in  1998,  they  would  have  rolled 
their  eyes  heavenward  and  waited  for  the 
punchline.  At  that  point,  the  governor 
had  just  vetoed  the  1995  Patient  Protec- 
tion Act,  which  the  Texas  Medical  Associ- 
ation had  worked  hard  to  enact,  and 
physicians  were  looking  for  a rope.  > > 


By  Ken  Ortolon,  Associate  editor 
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Officials  of  the  Texas  Medical  Associa- 
tion Political  Action  Committee  (TFX 
PAG),  however,  s;iy  that  reaction  may 
have  been  too  hasty.  “'I'his  highly  charged 
issue  required  more  time  to  develojr,” 
said  Mouston  internist  Carlos  Hamilton, 
Jr,  MD,  who  chaired  TEXPAC  during  the 
last  legislative  cycle.  “As  is  frequently  the 
case,  public  and  political  opinion  began 
to  merge,  and  the  governor’s  wisdom  to 
move  more  carefully  inevitably  paid  huge 
dividends  for  patients’  rights.” 

In  the  3 years  since  the  Patient  Pro- 
tection Act  veto,  Governor  Bush  has 
played  a key  role  in  the  passage  of 
Texas  Department  of  Insurance  regula- 
tions and  new  state  laws  that  take  pa- 
tient protections  farther  than  the 
original  reforms.  They  include  a first- 
in-the-nation  law  holding  managed 
care  plans  accountable  for  medical  ne- 
cessity decisions  that  harm  patients. 
Based  on  that  record,  TEXPAC  en- 
dorsed the  governor  for  reelection. 

Congress  now  is  embroiled  in  a par- 
I tisan  battle  over  managed  care  reforms, 

I and  Texas  reforms  are  central  to  the  de- 
^ bate.  And,  managed  care  has  emerged 
as  a major  campaign  theme  up  and 
down  the  ballot.  Land  Commissioner 
Mauro  invoked  patient  protections 
early  on  in  his  campaign  against  Gover- 
I nor  Bush,  and  Democrats  are  expected 
I to  use  it  as  a major  weapon  against  con- 
gressional Republicans  in  the  fall  if  sub- 
stantive reforms  aren’t  passed  this  year. 

Against  that  backdrop.  Governor 
Bush  recently  sat  down  with  TMA  Presi- 
dent John  P.  Howe  III,  MD,  San  Antonio; 

' Dr  Hamilton;  and  State  Rep  Kyle  Janek, 

I MD,  (R-Houston)  to  discuss  the  Texas 
reforms  and  the  future  of  managed  care. 

I 

i Dr  Howe:  Governor,  I’d  like  to  start  off 
by  thanking  you  for  the  opportunity  to 
visit  with  you  and  for  your  leadership 
in  the  enactment  of  the  most  compre- 
hensive set  of  managed  care  reforms  in 
the  nation. 

Governor  Bush:  I think  the  state  leader- 
ship deserves  credit.  I think  [Insurance 
Commissioner]  Elton  Bomer  deserves  a 
' lot  of  credit.  I think  [House  Public 
Health  Committee  Chair]  Hugo 
Berlanga  deserves  credit.  I know  [state 
' Sen]  David  Sibley  [the  primary  bill  spon- 
sor] deserves  credit.  TMA  deserves 


credit.  I rlon’t  think  anytliing  ever  gets 
done  by  1 person  in  the  iroliticttl  process. 

In  1995,  1 vetoed  a liill  the  TMA  sup- 
ported strongly.  My  many  great  physi- 
cian friends  — many  of  whom  backed 
me  during  my  campaign  and  were 
close  personal  friends  — didn’t  under- 
stand the  rationale  behind  the  deci- 
sion. 1 made  that  decision  because  1 
didn’t  like  the  way  certain  HMOs  were 
treated  relative  to  other  HMOs.  With- 
out naming  names,  there  were  2 rather 
significant  HMOs  completely  excluded 


gained,  it  is  the  result  of  Elton  and  my 
working  together  with  you  all  to  pro- 
vide a reasonable  .set  of  guidelines. 

Dr  Hamilton:  You  did  the  right  thing 
and,  in  hindsight,  it  worked  out  far,  far 
better  for  our  patients. 

Governor  Bush:  I keep  saying  ‘reason- 
able’ because  oftentimes  public  policy 
can  lurch  too  far  and  we  can  have  un- 
intended consequences.  One  of  my  jobs 
as  governor  is  to  make  sure  there  aren’t 


But  over  time,  people  have  come  to  realize  that  what 
Texas  has  done  is  very  unique  to  the  rest  of  the  nation. 


from  any  rules  — our  Department  of 
Insurance  has  since  fined  1 HMO  very 
significantly.  I think  it’s  bad  public  pol- 
icy to  treat  a group  of  people  one  way 
and  another  group  within  the  same  in- 
dustry another  way. 

Dr  Howe:  But  you  then  came  to  TMA 
with  your  insurance  commissioner,  El- 
ton Bomer,  and  talked  candidly  about 
your  decision. 

Governor  Bush:  At  the  time  I vetoed 
the  bill,  I knew  there  would  be  some 
consternation  amongst  the  natural  al- 
lies. Thanks  to  Kim  Ross  [TMA  vice 
president  for  public  policy]  and  others 
within  TMA,  I was  invited  to  talk  at  the 
TMA  Fall  Leadership  Conference 
shortly  after  the  end  of  the  session.  I 
was  most  grateful  to  be  invited  and  my 
comments  were  well  received,  for 
which  I also  was  grateful.  It  gave  me  a 
chance  to  explain  the  decision  I made. 
It  also  gave  me  a chance  to  tell  my 
friends,  the  doctors,  that  Elton  and  I 
would  propose  a set  of  rules  that  would 
be  patient-oriented  and  physician-cen- 
tered, that  would  be  meaningful  and 
substantial,  that  would  become  the 
regulation  of  the  state  until  such  time 
the  legislature  was  able  to  meet  and 
codify  the  law.  And  I think  those  pa- 
tient protection  and  provider  protec- 
tion laws  — ranging  from  emergency 
department  care,  to  gag  orders,  to 
HMO  accountability  standards  — lead 
the  nation.  If  there  is  to  be  credit 


unintended  consequences. 

It  took  some  time.  Elton,  to  his 
credit,  traveled  the  state  of  Texas  to  dif- 
ferent TMA  groups  to  ask  questions,  ex- 
plain what  was  being  done,  and  lay  out 
what  the  state  intended  to  do.  I’m  sure 
there  was  some  skepticism  at  first  be- 
cause hopes  were  dashed  by  the  veto, 
and  I understand  that.  But  over  time, 
people  have  come  to  realize  that  what 
Texas  has  done  is  very  unique  to  the 
rest  of  the  nation. 

Dr  Hamilion:  That  is  absolutely  true. 
Texas’  laws  literally  have  driven  the  na- 
tional debate.  We  are  the  envy  of  every 
medical  association  in  the  country  and 
the  subject  of  a lot  of  national  press. 

Governor  Bush:  I think  most  people  in 
Texas  — certainly  most  doctors  and 
professionals  — are  so  busy  with  their 
work,  so  busy  with  their  families  they 
really  don’t  understand  the  significance 
of  what  happened.  Now  that  all  of  a 
sudden  the  debate  is  on  national  TV 
and  on  rules  we  already  have  in  place 
in  Texas,  I think  they’re  seeing  we  are 
ahead  of  the  power  curve.  I’m  pleased 
with  what  we  did. 
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Thorny  issues 

Dr  Howe:  The  most  important  and 
most  controversial  issue  — first  in 
Austin  and  now  in  Washington  — was 
holding  managed  care  organizations 
responsible  for  their  actions. 

Governor  Bush:  Actually  we  have  2 le- 
gal issues  in  place  in  Texas.  The  first  1 
that  people  gloss  over,  but  which  was  a 
major  reform,  is  medical  malpractice 
reform,  which  was  part  of  my  first  leg- 


islative session  as  governor.  This  is  a 
significant  piece  of  legislation  that  3 
years  later  everyone  takes  for  granted. 
But  1 remember  when  Carlos  [Hamil- 
ton] came  to  me  and  described  the  re- 
duction in  premiums  he  and  his 
practice  were  paying,  which  was  the 
tangible  result  of  meaningful  tort  re- 
form. The  TMA  to  its  credit,  and  the 
doctors  to  their  credit,  worked  closely 
with  tort  reformers  and  this  office  to 
get  meaningful  relief. 

The  other,  of  course,  is  the  capacity 
of  people  to  sue  an  HMO.  As  you  know, 
I was  an  active  participant  in  the  de- 
bate. I was  nervous  about  creating  new 
causes  of  action.  On  one  hand,  we’d 


just  reduced  doctors’  exposure  to  the 
law,  and  my  hope  was  that  we  didn’t  in- 
crease doctors’  exposure  to  the  law.  So  I 
was  reluctant.  My  friend  Senator  Sibley 
and  I had  many  discussions  because  I 
was  on  the  doctors’  side  from  the  per- 
spective that  1 don’t  want  to  see  our 
doctors  dragged  into  court  and  1 don’t 
want  to  see  our  doctors  needlessly 
wasting  time  in  the  courthouse  when 
they  should  be  in  the  operating  rooms 
or  in  the  medical  examining  rooms. 


I was  convinced  there  ought  to  be 
accountability  in  the  system,  that  if  1 
decision-maker  can  be  held  account- 
able, then  all  decision-makers  should 
be  held  accountable.  So  I agreed  with 
the  premise  of  providers  and  doctors 
who  were  concerned  there  were  some 
people  in  the  medical  marketplace  who 
were  making  decisions  and  yet  were 
scot-free  — there  were  no  conse- 
quences to  their  decisions.  I completely 
agreed  with  that  aspect  of  the  debate. 

As  the  debate  wore  on,  I became 
convinced  the  independent  review  or- 
ganizations made  imminent  sense  for 
all  parties  involved.  That’s  what  even- 
tually got  me  to  support  the  bill,  the 


fact  that  the  independent  review  orga- 
nization is  a mechanism  that  hopefully 
will  keep  doctors  out  of  the  courthouse 
and  will  resolve  as  expeditiously  and 
inexpensively  as  possible  the  inevitable! 
disputes  that  arise. 

A few  doctors  asked  why  I didn’t  sign 
that  bill.  It’s  because  I wanted  to  make 
it  clear  this  bill  may  need  some  fine-! 
tuning  and  I want  to  be  able  to  justify  it 
if  that’s  the  case.  I don’t  believe  the  bill 
needs  fine-tuning  in  this  coming  session 
because  the  bill  is  just  beginning  to  get 
tested.  Most  of  the  cases  have  been  re- 
solved through  the  independent  review 
organization,  which  is  precisely  what  I 
hoped  would  happen.  See  “The  Ulti- 
mate Litmus  Test,”  pp  41-43.  j 

I 

Acting  responsibly 

Representative  Janek:  I stumbled  into  a 
conversation  in  the  doctors’  lounge  be- 
tween surgeries.  An  OB/Gyn  said  to  1 of 
her  colleagues,  ‘I  can’t  understand  it.  I’m 
not  spending  any  time  on  the  phone  get- 
ting preauthorization  for  surgery  any- 
more. The  HMOs  are  letting  everybody 
have  the  surgery  I say  they  need.’  She 
continued,  ‘I  went  to  my  office  manager 
and  asked,  what  are  you  doing  differ- 
ently? All  of  a sudden,  you  all  are  doing  a 
fabulous  job.’  The  office  manager  said, 
‘It’s  not  us.  It’s  that  new  law  that  makes 
the  HMOs  responsible  for  their  decisions.’ 
I’ve  been  spot-checking  a lot  of  doctors 
and  they’re  all  telling  me  the  same  thing. 


I don’t  believe  the  bill  needs  (ine-tuning  in  this  coming 
session  because  the  bill  is  just  beginning  to  get  tested. 


Governor  George  W.  Bush  discusses  his  views  on  managed  care  reforms  in  Texas  in  his  State  Capitol  office  with  Carlos  Hamilton, 
Jr,  MD,  left,  and  TMA  President  John  P Howe  III,  MD,  right. 
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Governor  Bush:  I think  the  other  effect 
Ithat’s  interesting,  and  it’s  hard  to  qiian- 
Itify,  is  how  many  decisions  are  now  ho- 
ling made  with  the  understanding 
Ithere’s  an  accountability  standard  in 
Texas,  flas  the  decision-making  process 
ichanged?  I suspect  it  has. 

Representative  Janek:  It  makes  per- 
ifect  sense.  Once  responsible  for  their 
(actions,  they  will  act  more  responsibly. 

Governor  Bush:  I hope  this  legislation, 
though,  is  not  eroded  by  federal  rules, 
d’ve  always  said  Texans  can  run  Texas, 
and  I think  what  we’ve  got  in  place  is  a 
good  set  of  standards.  I’d  like  to  see 
them  have  a chance  to  work  before  fed- 
leral  law  preempts  what  we  have  done. 
If  I get  any  sense  that  federal  law  will 
undermine  what  we’ve  done  or  erode 
what  we’ve  done.  I’ll  speak  up  pretty 
'mightily  on  that. 

;Dr  Hamilton:  That’s  one  of  the  major 
. concerns  we  have  because  some  of  the 
legislation  that  has  been  proposed  has 
the  potential  of  doing  just  exactly  that. 

(Governor  Bush:  I,  of  course,  would  be 
' against  that  on  any  issue.  The  products 
, liability  bill  that  was  beginning  to  work 
its  way  through  Congress  but  died  in  the 
Senate  was  one  that  could  have  under- 
: mined  our  punitive  damage  cap  law  in 
[ Texas.  That  would  not  have  been  good. 
Hopefully  the  legislators  will  understand 
that  in  Texas  we  have  the  capacity  to  set 
our  standards.  I’m  always  worried  about 
the  federal  government  superceding 
Texas  law.  I’ve  just  got  this  confidence  in 
our  capacity  to  govern  ourselves. 

I Dr  Hamilton:  Texas  is  the  first  state 
j that  has  had  any  sort  of  program  that 
really  does  hold  managed  care  organi- 
zations responsible  for  their  decisions 
[ like  every  other  segment  of  the  health 
care  industry.  That  is  something  we 
think  is  extremely  valuable.  That  is  ex- 
actly what  Congress  is  debating  as  we 
speak.  We  are  very  concerned  that  this 
law  has  been  in  place  less  than  12 
months  and  that  federal  legislation  will 
preempt  it  before  we  have  a chance  to 
see  how  it  works. 
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Governor  Bush:  I’m  concerned  about' 
it,  too.  TMA  is  doing  a pretty  good  job 
of  quarterbacking  much  of  the  debate. ; 
We  will  know  faster  than  anybody  else , 
will,  and  I’d  be  glad  to  contact  mem- 
bers of  the  House  and  Senate  if  it  looks 
like  it’s  going  to  be  preempted. 

My  doctor,  my  choice 

Dr  Howe:  As  you  travel  across  the 
state,  what  are  you  hearing  from  Tex-  ' 
ans  about  these  issues? 

Governor  Bush:  I’m  often  asked  what’s 
next.  I think  obviously  we  have  to  ob- 
serve the  law  we  have  in  place  to  make , 
sure  the  consequences  are  what  we  in-' 
tended  them  to  be.  I think  it  may  be  too| 
soon  to  determine  whether  a lot  of  these  j 
measures  we  put  into  law  may  need  toj 
be  fine-tuned.  So  we  Just  watch  carefully. ! 

In  my  judgment,  the  next  phase  for 
medicine  will  go  from  cost  containment 
to  quality  of  care.  The  quality  of  care 
debate  is  based  on  a lot  of  issues,  such 
as  ‘Shouldn’t  I be  able  to  choose  my 
own  doctor?’  which  in  my  veto  message 
on  the  Patient  Protection  Act  I said,  ‘Yes, 

I think  that’s  the  best  feature  of  the  bill.’ 
My  only  concern  is  people  ought  to  be 
able  to  pay  to  see  their  own  doctors  so 
long  as  it  does  not  cause  their  neigh- 
bors’ costs  to  increase.  If  I’m  in  a man- 
aged care  plan,  which  I am,  and  I wanti 
to  pay  extra,  I ought  to  be  able  to  do  soi 
as  long  as  it  doesn’t  increase  your  costs.  | 
I think  that’s  an  important  feature  and' 
it’s  something  I’d  like  to  work  with  if. 
that’s  possible  to  structure. 

It  should  not  surprise  you  that  the| 
focus  of  the  debate  now  is  on  quality  is-j 
sues.  You  no  longer  hear  the  cost  is-i 
sues.  It  was  not  that  long  ago  that  the; 
only  thing  people  talked  about  was  cost 
of  medical  care,  and  guess  whom  it  was| 
aimed  at.  You.  These  issues  can  evolve,  i 
I really  believe  that  if  we  can  structure! 
the  tax  codes  right  at  the  federal  level 
and  provide  incentives  for  people  to; 
watch  their  health,  it  really  would 
change  the  dynamics  of  the  debate. 

On  a national  basis,  I think  it  is  rea- 
sonable for  the  federal  government  to 
try  to  figure  out  how  to  make  medical, 
savings  accounts  a more  viable  option 
for  patients.  A medical  savings  account' 
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j achieves  much  of  what  doctors  want, 

I which  is  patients  being  able  to  choose 
j their  own  doctors.  A medical  savings 
I account  really  provides  an  incentive  for 
1 prevention  and  at  the  same  time  gives 
i more  flexibility  to  the  patient.  I hope 
j Congress  is  able  to  figure  out  a viable 
( way  to  encourage  the  growth  of  med- 
ical savings  accounts. 

j 

[ Dr  Hamilton:  There  are  changes  that 
have  been  proposed  to  address  all  that 
: and  we  are  very  supportive  of  them. 

i 

I Governor  Bush:  I think  from  your  per- 
I spective,  the  more  that  individuals 
. have  a say  within  the  confines  of  cost 
i and  quality,  the  better  off  you  are. 

I Competition  is  important.  I have  al- 
i ways  felt  that  doctors  ought  to  be  al- 
i lowed  to  form  their  own  organizations, 

I without  having  an  HMO  or  insurance 
company  as  the  middleman.  I strongly 
believe  in  competition  and  that  doctors 
ought  to  be  allowed  to  have  a stake  in 
the  entity  that  is  competing. 

It  matters  not  to  me  who  owns  the  en- 
tity. What  matters  is  that  there  is  choice 
; because  I believe  over  time  patients  are 
not  going  to  put  up  with  practices  that 
are  not  qualitative  in  their  minds.  So 
■ you’re  beginning  to  see  some  adjust- 
i ment.  The  marketplace  is  beginning  to 
j demand  change,  frankly,  to  the  doctors’ 
j benefit.  There  is  more  flexibility  in  the 
I system.  There  are  now  more  managed 
care  programs  that  do  give  people  the 
right  to  choose  their  own  doctors  outside 
the  system,  more  than  ever  before.  I 
think  a lot  of  ±at  has  to  do  with  doctors, 
as  well  as  patients,  saying,  ‘I  don’t  like 
the  structure  of  the  current  system.’ 
i I think  you  will  see  it.  I’m  hopeful  the 
market  will  adjust.  The  market  tends  to 
adjust  based  upon  consumer  demand, 
i So  long  as  there  are  protections  in  place 
I and  laws  and  regulations  that  don’t  pre- 
i vent  that  internal  reform  from  taking 
I place,  I think  Texas  is  better  off  for  it.  ★ 
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A native  of  India,  Vijay  N.  Koli,  MD,  wants  more  interna- 
tional voices  to  be  heard  in  organized  medicine.  Having  stud- 
ied in  the  Soviet  Union  and  having  completed  residency 
training  in  England,  the  San  Antonio  internist  says  he  un- 
derstands what  it  feels  like  to  be  an  outsider.  And  he  believes 
“many  international  medical  graduates  (IMGs)  don’t  partici- 
pate because  they  don’t  feel  like  a part  of  the  systems.” 


formed  International  Medical  Graduate  Section  was  estab- 
lished to  provide  those  kinds  of  opportunities. 

Physicians  who  were  educated  in  foreign  medical  schools 
make  up  about  20%  of  all  licensed  physicians  in  Texas.  For 
some  of  the  state’s  practicing  physicians,  IMGs  are  adding  to 
what  may  fast  become  an  overcrowded  marketplace. 


Physicians  who  were  educated  in  foreign  medical 
schools  make  up  about  20%  of  all  licensed 
physicians  in  Texas  [and]  are  adding  to  what  may 
fast  become  an  overcrowded  marketplace. 


while  admitting  that  “the  bread-and-butter  issue  for  IMGs 
is  discrimination,”  Dr  Koli,  vice  president  of  the  Bexar 
County  Medical  Society,  believes  the  only  way  to  address 
such  issues  is  for  IMGs  to  become  more  visible  and  assume 
more  leadership  roles.  The  Texas  Medical  Association’s  newly 


Testing  requirements  for 
international  medical  graduates 


Testing  differences 

The  pathway  to  practicing  medicine 
in  Texas  is  arduous  for  students  who 
went  to  medical  schools  in  foreign 
countries.  Once  they  receive  permis- 
sion from  the  federal  government  to 
enter  the  country,  they  face  the  test- 
ing requirements.  An  IMG  must  re- 
ceive an  Educational  Commission  for 
Foreign  Medical  Graduates  (ECFMG) 
certificate  (see  “Testing  Requirements 
for  International  Medical  Graduates”  below).  This  involves 
taking  steps  1 and  2 of  the  United  States  Medical  Licensing 
Examination  (USMLE),  the  same  tests  US  medical  gradu- 
ates must  pass.  IMGs  also  are  required  to  take  the  English 
test,  which  is  given  in  conjunction  with  Step  2.  These  4 


Test 

Components 

Length 

Knowledge/ 

Skills  Covered 

Cost 

Location 

Frequency 

ECFMG* 

certification 

USMLEt  Step  1 

2 days 

Biomedical 

science 

$495 

79  worldwide 

centers 

2 times  per  year 

USMLEt  Step  2 

2 days 

Medical  knowledge; 

clinical  sciences 

$495 

79  worldwide 

centers 

2 times  per  year 

English  test 

1 hour 

$40 

79  worldwide 

centers 

2 times  per  year 

Clinical  skills 

assessment 

5 hours 

Hands-on  clinical  and 

patient  interaction  skills 

$1,200 

Philadelphia 

Daily 

Texas  license 

Jurisprudence  test 

V4  hours 

Knowledge  of  laws  that 
affect  physicians  in 
the  state 

$800t 

Austin 

Daily 

USMLEt  Steps 

2 days 

Clinical  knowledge 

Houston,  2 times  per  year 

Dallas-Fort  Worth, 

San  Antonio 

* Educational  Commission  for  Foreign  Medical  Graduates 

^ United  States  Medical  Licensing  Examination,  vixhich  US  medical  graduates  also  must  pass 
^Total  application  fee,  including  license  application,  USMLE  Step  3,  and  jurisprudence  test 
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days  of  testing  are  held  at  79  centers  around  the  world  and 
cost  about  $1,000. 

On  July  1,  the  ECFMG  inipleniented  a new  hands-on  clin- 
ical skills  assessment  examination  IMGs  must  pass.  The  5- 
hour  exam  is  held  only  in  Philadelphia  and  costs  $1,200.  I'he 
test  uses  laypersons  trained  to  portray  typical  patients,  allow- 
ing examiners  to  evaluate  the  doctor’s  oral  communication  ef- 
fectiveness as  well  as  clinical  skills. 

Dr  Koli  charges  that  “it’s  a very  dis- 
criminatory type  of  practice  because 
those  who  are  applying  have  already 
completed  medical  courses  in  India  or 
wherever  and  they  have  passed  USMLE 
steps  1 and  2.  That  should  be  adequate 
to  get  into  a residency  program.” 

Rodolfo  Fierro-Stevens,  MD,  a pe- 
diatric neurologist  in  El  Paso,  thinks 
that  if  foreign  medical  graduates  are 
going  to  be  tested,  then  US  graduates  should  be  required  to 
take  the  same  exam.  “And  if  that’s  not  going  to  change,”  he 
continued,  “then  we  have  to  have  that  testing  done  in  many 
other  centers.”  A graduate  of  a Mexican  medical  school.  Dr 
Fierro-Stevens  adds  that  while  going  to  Philadelphia  from 
Texas  or  even  Mexico  is  not  prohibitively  expensive,  travel 
arrangements  from  India  or  Korea  would  be  a very  differ- 
ent story. 

Officials  with  the  National  Board  of  Medical  Examiners 
currently  are  studying  whether  such  an  exam  should  be 
given  to  American  medical  graduates.  A decision  is  expected 
to  be  made  in  1999. 

Bruce  A.  Levy,  MD,  JD,  executive  director  of  the  Texas 
State  Board  of  Medical  Examiners  (TSBMEJ,  emphasizes  that 
the  additional  testing  requirements  exist  because  there  is  no 
international  accrediting  body  for  foreign  medical  schools. 
It’s  essential,  he  says,  that  students  from  these  schools  be 
tested  in  their  knowledge  and  application  of  US  medical 
standards  and  systems. 

Jim  Rohack,  MD,  associate  medical  director  for  medical 
operations  of  the  Scott  & White  Health  Plan  in  Temple  and 
chair  of  the  American  Medical  Association  Council  on  Med- 
ical Education,  agrees.  “We’ve  got  a standard  in  this  country 
that  everyone  has  to  meet,  and  the  Federation  of  State  Med- 
ical Boards  has  an  obligation  to  protect  the  public.  We’ve  de- 
signed the  program  to  ensure  that  those  wanting  to  come  to 
this  country  and  practice  medicine  meet  certain  levels  be- 
cause they  can’t  be  monitored  any  other  way.” 

Residency  gaps 

After  the  initial  testing  is  completed,  the  next  step  involves 
getting  accepted  into  a residency  program.  According  to  Dr 
Koli,  “You  may  not  even  be  sent  an  application  if  you  have  a 
foreign  name.  We  have  documented  such  cases.” 

There  are  more  residency  slots  in  this  country  and  in 
Texas  than  are  filled  by  domestic  graduates.  According  to  a 
TMA  analysis  of  AMA  data,  approximately  134  residency  va- 


cancies exist  for  every  100  US  medictil  school  graduates 
each  yetii.  Textis  has  about  9%  more  openings  in  residency 
progiiims  than  meditil  school  gr;idu;ites.  I'his  lettves  |)lenty 
of  o|)p()rtunities  for  students  from  other  countries. 

Dr  Koli  says  IMGs  usually  accept  the  positions  US  gradu- 
ates don’t  w;mt.  Dr  Fierro  Stevens,  who  inc|uired  about  more 
than  200  programs  and  received  75  tipplications,  agrees. 


“We’ve  got  a standard  in  this  country 
that  everyone  has  to  meet, 
and  the  Federation  of  State  Medical  Boards 
has  an  obligation  to  protect  the  public.’’ 


“There  was  an  inherent  message  from  the  programs  that  they 
all  wanted  to  attract  American  medical  graduates,”  Dr 
Fierro-Stevens  said.  “Certainly  it  was  more  prestigious  for  a 
program  to  have  a higher  percentage  of  American  medical 
grads  than  IMGs.  But  that’s  understandable  — we’re  in  the 
United  States.” 

In  Texas,  IMGs  hlled  1,192  of  the  total  6,107  residencies 
available,  or  about  19%  of  the  postgraduate  training  slots 
available  in  1997.  At  The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  there  are  more  international  students 
pursuing  subspecialty  training.  Marvin  Borland,  MD,  professor 
of  medicine  and  associate  dean  for  clinical  affairs,  reports  an 
overall  plateau  in  the  number  of  people  entering  basic  training. 


International 

TMA  membership 

International  medical  graduates  make  up  about  17%  of 

the  Texas  Medical  Association  membership.  Here  are  the 

leading  countries  where  these  members  were  educated. 

Country 

No.  of  Members 

India 

1,046 

Mexico 

990 

Canada 

462 

Philippines 

425 

Pakistan 

243 

Colombia 

173 

South  Africa 

142 

Argentina 

125 

Egypt  (United  Arab  Republic) 

118 

Cuba 

106 

Spain 

105 
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He  adds  that  while  IMGs  account  for  about  12%  of  basic  resi- 
dencies at  his  school,  they  fill  nearly  half  of  all  fellowship  slots. 

Dr  Forland  thinks  this  is  a national  trend  for  a couple  of 
reasons.  “Many  of  our  American  graduates  are  concerned 
about  overcrowding  in  the  subspecialty  areas,  are  carrying 
very  large  debt  burdens,  and  are  anxious  to  begin  earning  a 
living  so  they  can  repay  their  debts.” 


Oversupply  side  economics 

Overcrowding  is  a concern  that’s  not  exclusive  to  the  sub- 
specialties. In  its  late  1996  report,  the  TMA-created  Special 
Committee  on  the  Texas  Physician  Workforce  suggested 
that  Texas  is  headed  for  an  oversupply  of  physicians.  While 
recognizing  changing  demographic  and  productivity 
trends,  along  with  geographic  and  specialty  maldistribu- 
tion within  the  health  workforce,  the  committee  reviewed 
Texas  and  national  data.  As  of  1996,  the  physician-to-pop- 
ulation  ratio  was  158  per  100,000,  a figure  determined  to 
adequately  serve  the  state’s  medical  needs.  At  that  time, 
Texas  was  licensing  about  2,300  physicians  a year,  500  of 
whom  were  IMGs.  After  attrition,  the  net  annual  gain  is 
about  750. 

If  all  these  trends  were  to  remain  in  effect,  the  committee 
projected  an  oversupply  beginning  to  appear  by  the  year 
2000  and  increasing  steadily.  By  2010,  the  ratio  would  in- 
crease from  158  to  168  physicians  serving  the  medical  needs 
of  every  100,000  persons  in  the  state. 

Tom  B.  Hancher,  MD,  speaker  of  the  TMA  House  of  Dele- 
gates, chaired  the  committee.  “It  wouldn’t  serve  our  patients 
well,  because  once  you  have  a glut  on  the  market  of  any  pro- 


TIaVa  a d\'':iiri  ciGt-;- 

Governing  council  to  meet 


The  Governing  Council  of  the  International 
Medical  Graduate  Section  will  meet  for  the 
first  time  during  the  Texas  Medical  Associ- 
ation Fall  Leadership  Conference,  September  18-19, 
in  Austin.  For  more  information  on  the  section  and  its 
activities,  contact  Marcia  Collins  at  (800)  880-1300,  ext 
1451,  or  (512)  370-1451,  or  you  may  e-mail  her  at  marcia_ 
c@texmed.org. 


fession  then  you  have  some  things  happening  in  that  profes- 
sion that  are  not  good  for  the  consumer.” 

Realigning  the  numbers 

In  their  Consensus  Statement  on  Physician  Workforce,  the 
American  Association  of  Colleges  of  Osteopathic  Medicine, 
the  American  Medical  Association,  the  American  Osteopathic 
Association,  the  Association  of  Ameri- 
can Medical  Colleges,  the  Association 
of  Academic  Health  Centers,  and  the 
National  Medical  Association  also 
warned  of  a looming  national  oversup- 
ply of  physicians.  Along  with  other  rec- 
ommendations, the  groups  suggested 
aligning  the  graduate  medical  educa- 
tion (GME)  system  more  closely  with 
the  number  of  graduates  from  accred- 
ited US  medical  schools.  This  would  be 
achieved  by  limiting  federal  funding  of  GME  positions,  which 
are  largely  financed  by  the  Medicare  budget. 

Dr  Rohack  sounds  a note  of  caution  about  this  idea.  “This 
is  where  the  domestic  students  become  extremely  concerned, 
because  they  feel  that  the  education  of  medicine  in  the 
United  States  is  a continuum.  It  shouldn’t  be  limited  Just  to 
medical  school  and  then  cut  off  because,  of  course,  if  one 
can’t  do  a residency,  one  can’t  get  a license.” 

According  to  the  Texas  Higher  Education  Coordinating 
Board,  the  state  of  Texas  invests  between  $212,000  and 
$285,000  per  student  for  a 4-year  medical  education.  The 
state  also  contributes  some  $50  million  toward  primary  care 
residency  programs.  “So  there’s  an  issue  that  not  only  do  we 
have  a vested  interest  in  the  students  we  train  here,  but  we 
feel  like  there’s  quality  control  in  our  US  schools  that’s  very 
important  in  the  process  of  accepting  individuals  for  resi- 
dency programs,”  Dr  Hancher  said. 

Dr  Koli  looks  at  this  issue  from  a different  point  of  view. 
“The  state  of  Texas  hasn’t  paid  a dime  toward  their  [IMGs’] 
medical  education,  and  this  point  is  conveniently  ignored  by 
many  politicians.  In  my  opinion,  that’s  an  asset.” 

Unfair  exchanges 

Wm  Gordon  McGee,  MD,  an  El  Paso  pathologist,  is  disturbed 
by  the  seeming  lack  of  control  over  another  program  that  al- 
lows overseas  students  to  train  in  this  country  before  return- 
ing to  their  native  countries.  The  J-1  Exchange  Visitor 
Program  lets  foreign  students  live  in  this  country  during  their 
residencies,  but  then  they  must  return  home  for  at  least  2 
years  before  returning  to  the  United  States.  However,  under 
a special  waiver  program,  these  individuals  can  apply  to  stay 
in  this  country  if  they  practice  primary  care  medicine  in  ar- 
eas deemed  “medically  underserved.” 

In  some  areas  of  Texas,  including  El  Paso  and  the  Rio 
Grande  Valley,  this  program  has  been  abused,  according  to 
Dr  McGee.  “What’s  got  us  angry  is  they’re  not  abiding  by  the 
contract.  The  government  isn’t  enforcing  it  and  the  people 


“The  state  ofTexas  hasn’t  paid  a dime 
toward  their  [IMGs’]  medical  education, 
and  this  point  is  conveniently  ignored  by  many 
politicians.  In  my  opinion,  that’s  an  asset.’’ 
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aren’t  abiding  by  it.  These  doctors  are  just  being  turned  loose 
on  the  public  by  the  federal  government,  literally.” 

Dr  Levy  says  that  program  is  controlled  by  federal  agen- 
cies and  his  organization  has  no  jurisdiction  over  what  has 
occurred.  He  says  he  thinks  the  waivers  are  “decreasing  be- 
cause they  haven’t  proved  fruitful  in  keeping  physicians  in 
medically  underserved  areas.” 

Although  the  problem  has  not  per- 
sonally impacted  Dr  McGee’s  practice, 
the  former  president  of  TMA  is  vehe- 
ment in  his  opposition.  “If  you  think 
I’m  upset  about  this,  you’re  damn  right 
I am.  You  don’t  understand  until 
[you’ve  lost  your  job  or  you’re  not  mak- 
ing a living,  and  it’s  because  someone 
was  brought  in  from  another  country 
by  the  federal  government  under  a 
: program  it  doesn’t  enforce.” 


work  about  10  fewer  hours  per  week  than  their  male  coun- 
terparts. And  women  make  up  about  40%  of  the  students  en- 
tering medical  schools  these  days.” 

The  emerging  generational  trends  could  have  a significant 
impact  on  the  health  workforce.  Dr  Rohack  says.  The  most 
obvious  is  tbe  aging  baby  boomer  generation,  which  will  re- 
quire increased  utilization  of  services.  Second,  and  not  read- 


“They’re not  abiding  by  the  contractJhe  government 
isn’t  enforcing  it  and  the  people  aren’t  abiding  by  it. 
These  doctors  are  ust  being  turned  loose  on  the 
public  by  the  federal  government,  literally.” 


Future  demands 

Dr  Rohack  points  out  that  the  question  of  physician  supply 
has  not  been  defined  scientifically.  “We  in  the  medical  pro- 
I fession  have  never  decided  what  a full-time  equivalent  physi- 
jcian  is,  what  is  expected  from  a contact  hour,  how  many 
' patients  you  should  see,  etc.”  He  said,  “Studies  collecting 
self-reported  data  show  that  female  physicians,  on  aggregate. 


New  section  to 
focus  on  unity 


GuruT.  Reddy,  MD,  hopes  he  won’t  remain  in  his  newly  ap- 
pointed leadership  position  for  long.  As  chair  of  the  new 
International  Medical  Graduate  Section,  he  said,  “I  think 
the  main  goal  of  this  section  is  to  not  remain  a section  for- 
ever, but  just  until  some  of  these  issues  are  well  addressed 
and  people  get  a sense  of  belonging,  to  work  hand  in  glove 
with  the  rest  of  the  Texas  Medical  Association.” 

The  section,  created  last  November,  will  carry  on  the 
work  of  a standing  Committee  on  International  Medical 
Graduate  Issues  formed  in  1995.  Dr  Reddy  said,  “The  in- 
tent of  this  section  and  the  committee  before  it  has  been 
to  identify  the  cultural  diversity,  goals,  and  objectives  of 
international  medical  graduates  [IMGs]  and  try  to  bring 
them  into  the  mainstream  of  TMA.” 

More  specifically,  according  to  Dr  Reddy,  a Houston 
gastroenterologist  and  clinical  assistant  professor  at 
Baylor  College  of  Medicine,  the  objective  of  the  section 
is  “to  make  sure  there  is  no  discrimination  against  IMGs, 
particularly  pertaining  to  licensing  in  the  state  of  Texas.” 

During  its  tenure,  the  committee  focused  on  IMG  licen- 
sure in  Texas  and  the  3-year  mandatory  residency  require- 
ment. Other  issues  such  as  managed  care  deselection. 


ily  acknowledged,  is  the  number  of  young  people  — 70 
million  under  age  18  — in  this  country.  Dr  Rohack  calls  that 
“another  blip  population”  similar  to,  but  larger  than,  the 
baby  boomers. 

Tough  in  Texas 

Texas  is  1 of  the  nation’s  most  rigorous  states  in  granting 
medical  licenses.  Dr  Levy  said,  “We  have  to  make  sure  that 


hospital  privileges,  and  specialty  and  subspecialty  train- 
ing opportunities  also  were  addressed. 

Perhaps  the  most  meaningful  forums  were  those  held 
with  the  Texas  State  Board  of  Medical  Examiners.  The 
candid  and  sometimes  heated  question-and-answer  ses- 
sions about  licensing  served  to  create  an  open  dialogue 
with  the  board  and  foster  greater  understanding  among 
all  parties. 

Section  member  Vijay  Koli,  MD,  hopes  the  section  will 
encourage  IMGs  to  participate  in  the  inner  workings  of 
TMA.  “By  creating  this  section,  TMA  is  recognizing  the 
special  needs  of  IMGs  in  Texas.  A section  puts  us  on  a 
different  footing.  It  will  promote  the  IMG  presence  in  the 
TMA  culture  and  may  lead  to  further  integration  in  the 
governance  and  policy-making  of  the  organization.”  The 
San  Antonio  internist  continued,  “Once  IMGs  learn  about 
this  positive  change,  an  increase  in  the  membership  will 
take  care  of  itself.” 

Phil  Berry,  MD,  was  president  of  TMA  when  the  sec- 
tion was  formed.  “This  is  a dedicated  group  of  physicians, 
and  I feel  sure  their  work  will  contribute  tremendously  to 
the  overall  effectiveness  of  TMA,”  Dr  Berry  said. 
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every  physician  is  qualified,  whether  he  or  she  is  an  interna- 
tional medical  graduate  or  a domestic  graduate.” 

To  be  licensed  in  Texas,  an  IMG  must  have  an  ECFMG  cer- 
tificate to  begin  residency.  Then  he  or  she  must  complete  3 
years  of  residency  training,  while  American  students  need  1 
year  before  applying  for  a license.  This  is  irksome  to  some 


IMGs.  However,  Dr  Forland  points  out  that  while  American 
students  technically  can  be  licensed  after  1 year,  most  resi- 
dency programs  are  at  least  3 years  long.  And  while  some  ob- 
tain licenses  in  order  to  moonlight,  he  says,  “it’s  exceedingly 
rare”  for  them  to  begin  practicing  full-time  before  finishing 
the  entire  residency  program. 

Dr  Levy  said  the  residency  has  to  be  an  “acceptable  program” 
anywhere  in  the  United  States  or  Canada  “that  shows  progres- 
sion of  medical  education.”  He  continued,  “The  board  requires 
that  these  residents  have  3 years  in  a consistent  pathway  to 
show  they’ve  progressed  to  be  in  positions  of  responsibility.” 

Individuals  also  must  be  eligible  to  be  licensed  in  the 
countries  where  they  studied.  The  rationale  behind  that  is 
simple,  according  to  Dr  Levy.  “If  the  countries  in  which  they 
trained  won’t  let  them  practice,  why  should  they  be  allowed 
to  practice  in  Texas?” 

Additionally,  Dr  Levy  says  all  applicants  are  screened  thor- 
oughly. “We  check  to  see  not  only  if  they  are  qualified,  but 
whether  they  have  drug,  alcohol,  or  significant  psychiatric 
problems,  whether  they  can  get  along  with  people,  and 
whether  they  have  difficulty  maintaining  positions.  We  in- 
vestigate them  thoroughly,  but  we  investigate  all  folks,  not 
just  international  medical  grads.” 

The  TMA  world 

Slightly  more  than  9,000  IMGs  practice  in  Texas,  and  nearly 
6,000  are  members  of  TMA.  To  address  the  unique  concerns 
of  this  group,  the  TMA  House  of  Delegates  established  a 
standing  Committee  on  International  Medical  Graduate  Is- 
sues in  May  1995.  The  committee  was  formed  to  identify  leg- 
islative, socioeconomic,  and  other  factors  affecting  training, 
licensure,  and  practice  opportunities  for  IMGs. 

During  its  November  1997  interim  session,  the  House  of 
Delegates  voted  to  replace  the  committee  with  the  Interna- 
tional Medical  Graduate  Section.  Guru  T.  Reddy,  MD,  Hous- 
ton gastroenterologist,  was  appointed  chair  of  the  new 
section.  He  says  the  section’s  goal  is  to  give  “a  sense  of  be- 
longing ...  to  work  hand  in  glove  with  the  rest  of  TMA.” 


Besides  addressing  issues  specific  to  physicians  who  re- 
ceived training  outside  the  United  States,  Dr  Reddy  wants  to 
open  leadership  opportunities.  “When  you  take  into  consid- 
eration the  percentage  of  IMGs  — 20%  to  21%  in  Texas  — 
the  number  of  people  in  the  responsible  positions  in  orga- 
nized medicine  is  very  small.  So  this  has  always  been  both- 
ersome. Hopefully,  the  section  will 
pave  the  way  down  the  road  to  recog- 
nize these  members,  enable  them  to 
participate  at  different  levels,  and  to 
be  one  amongst  everyone.” 

Another  key  goal  of  the  IMG  section 
will  be  to  recruit  new  international 
members,  who  now  make  up  roughly 
17%  of  the  TMA  membership.  Dr 
Reddy  said,  “One  of  the  major  advan- 
tages of  the  section  is  to  increase  the 
membership.  In  12  states  that  have  created  IMG  sections, 
there  has  been  anywhere  from  a 10%  to  25%  increase  in  the 
overall  membership.” 

Call  for  unity 

“My  message  is  very  simple,”  said  Dr  Koli.  “I  think  we  need 
to  stop  addressing  ‘we’  and  ‘they.’  Texas  is  home  for  us.  This 
is  where  we  have  lived  the  best  parts  of  our  lives,  and  this  is 
where  we’re  going  to  die.  This  is  where  our  children  are  go- 
ing to  raise  their  families,  so  we’re  like  a first  or  second  gen- 
eration. As  I look  at  it,  I am  a Texas  physician,  and  TMA  is 
my  association.” 

Dr  Hancher  echoed  that  sentiment,  “IMGs  who  practice 
here  in  the  United  States  are  a vital  part  of  our  organization 
of  the  TMA,  and  we  feel  that  they  are  making  valuable  con- 
tributions to  the  health  care  delivery  within  our  state  and 
within  our  nation,  and  we  value  them  as  partners.” 

In  perspective 

Dr  Koli  admitted  that  “there  is  much  less  discrimination  here 
than  I have  seen  anywhere  else.”  He  went  on  to  say,  “We 
need  to  make  TMA  strong,  and  TMA  can  only  be  strong  if  it 
can  speak  for  all  physicians,  because  we  are  all  in  this  to- 
gether.” 

Dr  Rohack  added,  “You  know  there  will  always  be  disease, 
especially  in  Gentral  Texas  where  you  gauge  the  town  by  the 
quality  of  its  barbecue.  So  in  terms  of  cardiovascular  disease, 
I know  I’ll  always  have  a job  because  there’s  enough  disease 
out  there  for  everybody!”  ★ 


“There  is  much  less  discrimination  here  than  I have 
seen  anywhere  else.  We  need  to  make  TMA  strong, 
and  TMA  can  only  be  strong  if  it  can  speak  for  al 
physicians,  because  we  are  all  in  this  together.” 
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The  ultimate  litmus  test 

New  review  program  of  HMO  denials  lets  physicians  decide 


he  last  months  of  the  young 
man’s  life  could  have  passed  for  a 
chilling  episode  of  Twilight  Zone. 
Dennis  Silva  fell  at  work,  broke 
his  leg,  and  was  diagnosed  with 
bone  cancer.  Until  the  day  he 
died,  his  health  maintenance  or- 
ganization (HMO)  used  every  excuse  in  the 
book  to  refuse  his  requests  for  treatment. 

No,  it  wouldn’t  pay  for  his  emergency  de- 
partment visit  because  he  had  gone  to  an 
out-of-network  hospital.  No,  it  wouldn’t  pay 
for  his  leg  amputation  or  chemotherapy  be- 
cause he  had  fallen  at  work  and  worker’s 
compensation  insurance  should  pay  for  it. 
No,  it  wouldn’t  pay  for  an  MRI,  x-rays,  hos- 
pital expenses,  lung  surgery,  medications  of 
any  kind,  or  even  hospice  care. 

Dennis  Silva’s  parents  buried  him,  and 
soon  after  telling  his  story  to  a Senate 
committee,  the  Texas  Legislature  passed 
landmark  managed  care  reforms.  > > 


By  Teri  Moran,  Senior  editor 
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Senate  Bill  386,  the  most  well- 
known  of  the  reform  bills  and  the  first 
of  its  kind  in  the  country,  said  patients 
could  sue  their  managed  care  plans  for 
negligent  decisions  that  harmed  them. 

An  amendment  to  SB  386,  which 
the  HMO  industry  supported,  created  a 
new  way  for  patients  to  challenge  man- 
aged care  denials.  Patients  now  may  re- 
quest a state-certified  independent 
review  organization  (IRO)  to  deter- 
mine whether  their  health  plans  must 
provide  the  care  denied  them.  Legisla- 
tors believed  IROs  might  mitigate  an 
onslaught  of  lawsuits  against  HMOs. 

No  sooner  had  the  ink  on  SB  386 
dried  last  year  when  Aetna  Health 
Plans  sued  Texas,  claiming  a federal 
loophole  should  shield  most  health 
plans  from  patients’  lawsuits. 

Meanwhile,  the  new  IRO  process 
has  proceeded  with  surprising  results. 

Just  a trickle 

The  No.  1 surprise  has  been  the  low 
number  of  requests  for  reviews.  Experts 
had  anticipated  thousands,  but  as  of 
late  July,  only  164  requests  had  been 
submitted  to  the  Texas  Department  of 
Insurance  (TDI),  the  program  adminis- 
trator. TDI  had  predicted  it  would  re- 
ceive some  4,400  cases  per  year. 

At  press  time,  the  only  IRO  certified 
by  the  Texas  Department  of  Insurance 
was  the  Texas  Medical  Foundation 
(TMF),  a private,  nonprofit  group  of  li- 
censed physicians.  TMF’s  cadre  of  physi- 
cian reviewers  evaluates  managed  care 
denials  based  solely  on  medical  neces- 
sity, and  its  decisions  are  binding  on  the 
managed  care  plan. 

Commissioner  of  Insurance  Elton 
Bomer  said  in  July  he  was  notifying 
health  insurance  plans  that  they  must 
inform  enrollees  twice  about  the  right 
to  access  independent  review.  “We 
aren’t  sure  why  so  few  patients  are  seek- 
ing independent  review,”  Mr  Bomer 
told  the  Houston  Chronicle.  “We  hope 
it’s  because  managed  care  plans  are  be- 

Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor- 
mation on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 
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ing  much  more  careful  in  their  decision- 
making. Another  possibility  is  that  pa- 
tients aren’t  getting  the  word.  I want  to 
make  sure  the  HMOs  . . . understand 
that  they  are  responsible  for  telling  pa- 
tients about  this  important  new  right.” 

About  50-50  so  far 

For  consumer  groups  and  professional 
associations  of  health  care  providers. 


the  surprise  has  been  the  IRO  pro- 
gram’s outcomes.  Of  the  148  case  re- 
views of  managed  care  denials  TMF 
had  completed  at  press  time,  72  were 
reversed  in  the  patient’s  favor  and  69 
were  upheld  in  favor  of  the  managed 
care  organization. 

Dallas  oncologist  Joseph  Bailes,  MD, 
who  chaired  TMA’s  Council  on  Legisla- 
tion when  SB  386  was  passed,  says 
these  data  indicate  the  system  is  fair. 
“It  certainly  shows  that  the  process  is 
not  biased  one  way  or  the  other  and 
that  the  decisions  are  truly  being  made 
on  clinical  grounds.” 

Dr  Bailes  also  believes  the  results 
confirm  physicians’  concerns  about 
managed  care  — that  some  medically 
necessary  care  or  services  are  being  de- 
nied. “The  IRO  program  is  necessary  to 
make  certain  an  individual  has  a rapid 
review  of  care  denial  by  an  outside  en- 
tity not  associated  with  the  managed 
care  plan,”  he  said. 

Those  who  pushed  for  the  program 
in  the  Texas  Legislature  probably  ex- 
pected more  decisions  to  come  down  in 
favor  of  patients,  says  Phil  Dunne, 
TMF’s  chief  executive  officer.  He  says 


he  has  received  some  feedback  of  dis- 
appointment because  of  the  almost  SO- 
SO results.  “But  TMF  has  been  in  thisi 
business  a long  time,  and  the  way  we 
look  at  it  is  this:  For  those  72  cases  we 
reversed,  had  this  process  not  been 
available,  those  72  patients  would  not 
be  receiving  the  care  they  and  their 
physicians  believed  was  necessary.” 

Of  those  72  reversals,  Mr  Dunne  says' 


the  HMO  or  utilization  review  agent 
(URA)  in  several  cases  may  have  denied 
the  care  based  on  insufficient  informa- 
tion. “What  we  have  found  is  that  the  in- 
formation the  HMO  or  URA  provided  did 
not  represent  the  total  available  informa- 
tion that  could  have  been  used  to  make 
the  decision.”  Once  all  the  pertinent  pa- 
tient information  was  collected,  TMF 
physician  reviewers  got  a complete  pic- 
ture that  the  HMO  or  URA  did  not  see. 

If  HMOs  or  URAs  don’t  have  complete 
information  and  don’t  use  matched  physi- 
cian peers  in  their  reviews,  Mr  Dunne 
says,  they’re  more  likely  to  make  wrong 
decisions  with  which  TMF  physician  re- 
viewers would  disagree.  “We  have  board- 
certified  physicians  in  active  practice  with 
unrestricted  licenses  who  provide  the 
same  type  of  care  and  take  care  of  the 
same  types  of  patients  as  seen  in  the  cases 
under  review.”  He  describes  TMF’s  review 
process  as  the  ultimate  litmus  test. 

As  for  managed  care  denials  TMF  has 
upheld,  some  have  been  requests  for  cos- 
metic surgery,  Mr  Dunne  says,  and  some 
have  been  for  care  that  is  truly  experi- 
mental. One  patient  with  breast  cancer 
asked  to  be  included  in  an  ongoing  din- 


Texas  Department  of  Insurance 
IRO  information  line 
(888)TDI-2IRO  (834-2476) 
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.ical  trial  on  the  Hast  Coast.  TMh'  found 
ithat  not  only  was  the  clinical  trial  closed, 
jit  was  not  for  the  type  of  cancer  the 
woman  had. 

I In  other  denials  d’MF  has  upheld,  pa- 
itients  have  asked  for  a certain  kind  of 
Icare  before  undergoing  the  proper  pre- 
diminary  tests  and  treatments,  Mr 
Dunne  says.  “We  tend  to  see  some  cases 
where  the  patients  have  not  gone 
through  what  our  physicians  believe  is 
the  normal  progression  of  care  for  get- 
ting the  treatment  they  have  requested.” 

Case  characteristics 

Patients  are  supposed  to  complete  their 
plan’s  internal  review  process  before  re- 
questing an  IRO  review,  but  Geoff 
Wurzel,  executive  director  of  the  Texas 
Association  of  Health  Plans  (formerly 
leaded  the  Texas  HMO  Association), 
says  he  believes  some  HMOs  have  cho- 
sen to  go  straight  to  the  IRO.  “I  think 
that’s  one  of  the  things  elevating  the 
number  of  cases  overturned.” 


Some  18%  of  IRO  requests  have  in- 
volved preauthorization  for  rept)rtedly 
life-threatening  circumstances,  accord 
ing  to  Mr  Dunne.  In  about  40%  of  all  the 
cases  TMF  has  completed,  the  patients 
already  have  received  the  care  but  the 
HMO  does  not  want  to  pay  for  it. 

Denials  of  psychiatric  and  mental 
health-related  care  have  topped  the  list 
of  kinds  of  cases  TMF  has  received,  fol- 


lowed by  oncology,  pain  management, 
and  orthopedics. 

TMF  and  TDI  have  had  to  work  out 
a few  kinks  in  the  program.  For  in- 
stance, early  on,  some  patients  would 
check  the  box  on  the  request  forms  in- 
dicating their  cases  were  life  threaten- 
ing when  they  weren’t.  TMF  also  has 


reviewed  some  cases  involving  benefits 
disputes,  rather  than  conflicts  concern- 
ing medical  necessity. 

While  I MF’s  physician  reviewers  are 
charged  with  evaluating  individual 
cases,  behind  the  scenes,  Mr  Dunne  and 
his  staff  have  noticed  certain  trends. 
“For  example,  we  have  reversed  80%  of 
one  organization’s  denials  and  upheld 
only  20%, ” Mr  Dunne  said.  TMF  reports 


its  trending  information  to  TDI. 

Mr  Dunne  welcomes  physicians  to 
call  TMF  and  join,  saying  there  is  always 
room  for  more  physician  reviewers,  es- 
pecially in  psychiatry,  pain  manage- 
ment, and  orthopedics.  “The  system  will 
work  only  as  long  as  the  professionals 
are  willing  to  support  it.”  ★ 


“The  system  will  work  only  as  long  as  the 
professionals  are  willing  to  support  it.” 


How  the 

IRO  process  works 


Only  treatment  denials  made  on  or  after  September  1, 
1997,  may  be  submitted  for  review  by  an  independent  re- 
view organization  (IRO),  and  there  is  no  time  limit  for  re- 
questing an  IRO  review  after  treatment  has  been  denied. 
The  IRO  process  applies  only  to  treatment  denials  based 
on  medically  necessary  or  appropriate  health  care  deci- 
sions. Medicare  and  Medicaid  beneficiaries  do  not  qual- 
ify for  the  IRO  program. 

Patients  must  first  complete  the  review  process  of  the 
health  plan  or  utilization  review  agent  (URA).  Only  pa- 
tients may  sign  their  medical  release  forms,  but  anyone 
acting  on  behalf  of  a patient  may  initiate  an  IRO  request. 

Patients  do  not  pay  for  an  IRO  review  — their  health 
plans  must  pay  for  it.  It  is  the  responsibility  of  the  health 
plan  or  URA  to  provide  patients  with  information  about 
the  IRO  process  and  the  necessary  forms  for  a review. 
Once  the  necessary  forms  are  completed,  the  following 
time  line  applies: 

• The  health  plan  or  URA  immediately  notifies  the 
Texas  Department  of  Insurance  (TDI)  of  the  patient’s 
IRO  request. 

* After  TDI  receives  a patient’s  forms,  it  will  assign  an 
IRO  to  the  case  within  1 business  day  (between  7 am  and 


6 pm,  Monday  through  Friday,  except  for  state  holidays). 

• The  health  plan  or  URA  has  3 business  days  after  re- 
ceiving a patient’s  request  for  a review  to  supply  the 
IRO  with  the  information  it  needs  to  reach  a decision. 

• The  IRO  must  release  a decision  within  14  business 
days  after  receiving  the  case  information  or  20  busi- 
ness days  after  receiving  a request  from  TDI.  For  life- 
threatening  cases,  the  IRO  has  8 calendar  days  to 
reach  a decision. 

ABOUTTHE  IRO’S  DECISION 

If  the  IRO  determines  a patient’s  request  is  medically  nec- 
essary, the  health  plan  must  pay  for  it.  Whether  the  IRO 

reverses  or  upholds  a health  plan’s  denial,  it  will  send  the 

patient  a detailed  explanation  of  its  decision,  including: 

• The  clinical  basis  for  its  decision; 

• A description  and  source  of  the  screening  criteria 
used  as  guidelines  in  making  its  decision; 

• A list  of  qualifications  of  the  IRO  physicians  who  re- 
viewed the  case;  and 

• A certification  stating  that  no  confict  of  interest  ex- 
ists between  the  IRO  and  the  patient’s  health  plan. 

Source:  Texas  Department  of  Insurance 
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Millennium  meltdown 

lurn-of-tlie-Gentury  technology  issues  could  impact  your  practice 


m 

P ^ Ki  \ W 


o listen  to  some  doomsayers,  life 
as  we  know  it  will  go  haywire 
right  after  the  ball  drops  in 
Times  Square  to  herald  in  the 
new  century.  While  it  may  not 
be  necessary  to  begin  storing 
food  and  water,  year  2000  ex- 
perts at  the  Rx2000  Institute  say  physi- 
cians and  the  entire  health  care  industry 
need  to  adopt  an  attitude  of  “prudent 
paranoia.”  Serious  - and  perhaps  grave  - 
consequences  are  on  the  horizon  if  action 
is  not  taken  quickly  to  assess  and  correct 
the  very  real  risks  a looming  and  mam- 
moth technological  glitch  presents.  > > 


Regan  Dunnick 


By  Laurie  Stoneham,  Associate  editor 
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I'he  concern  is  how  billions  of  coin- 
iiputer  chips  that  were  programmed  to 
t'represent  years  with  2-digit  codes  (ie, 
-198  versus  1998)  will  behave  when  pre- 
jiisented  with  “00”  designating  the  year 
2000.  Some  of  the  chips  will  interpret 
I'that  code  as  1900  instead  of  2000, 
liicausing  the  systems  to  fail  or  to  pro- 
I duce  erroneous  information. 

(According  to  the  research  firm  The 
Gartner  Group  of  Stamford,  Conn,  ad- 
j dressing  the  so-called  millennium  bug 
iwill  be  a $300-$600  billion  undertak- 
ing; the  health  care  industry  as  a whole 
is  near  the  bottom  of  the  list  in  terms  of 
iyear  2000  (Y2K)  readiness  efforts. 

^Original  glitch 

jHow  can  this  be  happening?  In  the 
early  days  of  computer  programming, 
-storage  was  expensive  and  program- 
mers did  everything  feasible  to  mini- 
'mize  the  amount  of  data  stored  in  files 
land  programs.  One  tactic  was  to  drop 
the  century  portion  of  the  date.  The 
problem  is  many  computer  systems 
used  by  both  government  and  private 
industries  still  have  a bulk  of  their  busi- 
ness operating  with  20-  to  30-year-old 
programs.  What’s  worse,  even  relatively 
new  computers  and  software  manufac- 
tured only  a few  years  ago  are  not  nec- 
essarily compliant  with  year  2000. 

What  you  need  to  be 
concerned  about 

what  will  be  affected?  Here  are  the 
most  obvious  things; 

• All  computer  hardware:  the  actual 
machines,  including  large  main- 
frame systems,  personal  computers, 
and  modems. 

• All  computer  software:  operating 
! systems  (ie,  Windows  95,  UNIX,  and 
I NT);  application  programs  that  per- 
j form  accounting,  payroll,  and  word 
processing  functions;  communica- 
tions software  that  allows  for  data 
transmission;  and  compression  soft- 
ware to  make  files  smaller. 

, Becky  Magee,  practice  director  with 
^ First  Consulting  Group,  Inc,  in  Dallas, 
points  out  that  a physician’s  practice 
has  to  consider  a great  deal  more  than 
computers.  She  said,  “All  of  the  physio- 
monitoring and  diagnostic  equipment. 


more  times  than  not,  contains  micro- 
comptiter  chips.  These  are  inodiicts 
that  have  so-called  ‘embedded  chips.’ 
It’s  important  that  the  physician’s  prac- 
tice look  at  biomedical  ec|tiipment,  in 
eluding  IV  pumps,  heart  defibrillators, 
pacemakers,  CT  scans,  dialysis,  and  so 
on  to  ensure  that  the  manufacturers  or 
vendors  can  upgrade  the  equipment.” 
If  upgrades  are  not  possible,  Ms  Magee 
says,  how  the  equipment  can  and  will 
be  replaced  needs  to  be  determined. 

There’s  more.  Ms  Magee  is  working 
with  the  Texas  Medical  Association  to 
develop  a manual.  How  to  Select  a Prac- 
tice Management  Information  System, 
which  will  include  suggested  contract 
language  to  ensure  that  the  entire  sys- 
tem and  all  components  meet  Y2K 
standards.  Beyond  computers,  though, 
she  cautions  that  physicians  need  to  as- 


sess the  readiness  of  assets  stich  as 
lelecomnumication  equipment,  which 
contains  embedded  chips  as  well. 

Ms  Magee  also  advises  that  if  you 
own  the  building  that  houses  yotir  prac- 
tice, “all  the  monitoring  and  control 
systetns,  inchtding  environmental  and 
safety  equipment  stich  as  hre  alarms 
and  energy  management,  lighting  con- 
trol, and  emergency  lighting  control 
systems,  need  to  be  checked  out.” 

Outside  your  office 

“As  difficult  as  it  may  sound  to  deal 
with  the  internal  issues,  there  are  other 
issues,  external  to  the  practice,  over 
which  there  is  even  less  control,”  said 
Joel  Ackerman,  executive  director  of 
Rx2000  Institute,  an  organization  ded- 
icated to  helping  the  health  care  indus- 
try cure  the  millennium  bug.  “These 


Y2K 

myths  and  facts 


Myths 

• WE  JUST  INSTALLED  OUR  SYSTEM;  IT’S  COMPLIANT.  Not  necessarily.  It 
needs  to  be  checked,  too. 

• CAN’T  WE  BUY  A SOFTWARE  UPGRADE  TO  TAKE  CARE  OF  THE  PROBLEM?  Not 
enough.  In  addition  to  ensuring  your  hardware  is  compliant,  you  must 
make  sure  the  upgrade  is  compliant;  the  old  data  will  be  usable  in  the  up- 
graded version;  and  any  customization  you  did  to  the  old  version  is  not 
lost  when  you  upgrade.  Test  the  system  after  the  conversion  is  completed. 

• WE’LL  JUST  DOWNLOAD  Y2K  SOLUTIONS  FROM  THE  INTERNET  OR  BUY  THEM 
OFFTHE  SHELF.  Buyer/downloader,  beware  — these  solutions  may  or  may 
not  fix  your  problem. 

• YEAR  2000  IS  16  MONTHS  OFF;  WE  HAVE  PLENTY  OFTIME.  No,  you  don’t.  Now’s 
the  time  to  begin  evaluating  and  finding  solutions  for  existing  and  po- 
tential Y2K  problems. 

• OUR  COMPUTER  GUY  CAN  FIX  IT;  I DON’T  NEEDTO  WORRY  ABOUT  IT.  This  sit- 
uation could  affect  everything  from  your  cash  flow  to  your  legal  liability. 
A plan  should  be  implemented  and  budgeted,  and  it's  an  issue/effort  you 
will  want  to  become  familiar  with  and  manage  to  ensure  you  and  your 
practice  are  protected. 

Facts 

Macintosh  computers  are  Y2K  compliant. 

An  estimated  80  million  personal  computers  won’t  operate  properly  in 
the  new  millennium. 

Windows  95  and  NT  are  not  fully  Y2K  compliant. 

Some  equipment  that  has  embedded  chips  will  not  be  affected.  For  ex- 
ample, according  to  leading  manufacturers,  elevators  don’t  need  to 
know  what  day  it  is  to  move  up  and  down. 
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Community  Health 
Choice  is  an  HMO. 
w holly  owned  by  the 
Harris  County 
Hospital  District, 
offering  a commercial 
product  to  its 
employees  and  a 
Medicaid  product  to 
its  patient  population. 


6Jommuntt\  Health  Choice  presents  a 

challenging  and  rewarding  environment 
to  create  a model  for  managed  Medicaid. 


Are  you  equal  to  the 

CHALLENGE? 

MEDICAL 

DIRECTOR 

This  experienced  professional  will 
interact  with  physicians,  ensure  quality 
of  care,  share  responsibility  for 
utilization  niaiuigement/Q.l.  initiatives 
and  develop  guidelines  and  protocol. 

Enhance  our  program  with  your 
e.xpertise  as  you  assist  in  the  contracting 
of  hospitals,  physicians,  and  ancillaiy 
providers:  develop  credentialing  criteria 
for  participating  physicians;  and  act  as 
the  HMO  liaison  to  the  professional 
medical  community. 

The  M.D.  we  choose  will  be  licensed  to 
practice  in  the  state  of  Te.xas  with  a 
primaiy  care  specialty  and  have  a 
minimum  of  1 year  experience  in  a 
managed  care  setting.  Medical 
administrative  e.xperience  as  a plan 
Medical  Director,  in  management  of  a 
private  group  practice  or  as  a member  of 
a hospital  medical  hoard,  is  essential. 
MHA  or  MBA  preferred. 

We  offer  a competitive  salary  and 
benefits  package.  Interested  candidates 
may  send  their  resumes  to: 

EMPLOYMENT  & 

RECRUITMENT  DIVISION 

2525  Holly  Hall 

Houston,  Texas  77054 

Fax:  (713)  746-6431 

Phone:  (713)  746-6408  or  out  of  town 

call  (800)  996-HCHD  (4243) 

E-mail:  recruiter@hchd.tmc.edu 
Visit  our  website  at 
http://www.tmc.edu/hchd 

An  Equal  Opportunity  Employer 
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include  the  potential  Y2K  problems  at 
suppliers,  payers,  utilities,  transporta- 
tion, etc.”  There  is  significant  potential 
that  even  if  your  own  house  is  in  order, 


you  may  run  into  everything  from  pay-i 
ment  problems  to  supply  interruptions 
if  other  companies  you  do  business 
with  are  not  equally  well  prepared. 


A 10-step  Y2K 
self-help  program 


1.  Assign  1 person  to  head  up  the  team  and  oversee  your  year  2000  project. 

2.  Begin  to  make  everyone  in  your  organization  aware  of  key  issues  and 
what  plans  are  under  way  to  assess  and  correct  the  problems. 

3.  Take  a complete  inventory  of  all  computer  software  and  hardware. 

4.  Continue  to  inventory  all  systems  that  may  be  controlled  by  a computer 
chip,  ie,  modem,  fax  machine,  lighting  systems,  etc. 

5.  Contact  your  systems  manufacturers,  suppliers,  vendors,  and  business 
partners  for  written  assurance  that  their  products  are  compliant  and  that 
deliveries  will  continue.  If  products  are  not  compliant,  learn  what  reme- 
dial options  are  available. 

6.  Assess  which  systems  are  critical  to  the  operation  of  your  practice  and 
prioritize  when  they  will  be  addressed. 

7.  Test  your  systems.  In  some  cases,  you  can  do  this  in-house.  Check  the 
American  Medical  Association  Web  site  for  a simple  testing  procedure, 
and  see  “Additional  Resources”  below.  Software  is  available  to  test  var- 
ious computer  systems  and  software.  Or  you  may  need  to  contact  a con- 
sultant or  have  your  vendor  conduct  the  testing. 

8.  Develop  a plan,  with  specific  deadlines,  for  taking  whatever  corrective 
action  is  necessary. 

9.  Implement  the  plan,  and  test  the  systems  after  the  upgrade  or  correc- 
tions have  been  made. 

10.  Prepare  contingency  plans  for  handling  your  business  if  systems  are  not 
brought  up  to  date. 


Additional 

resources 


SYSTEM  DIAGNOSTICS:  The  following  programs  can  be  downloaded 
from  the  Internet  to  check  your  full  system,  including  BIOS,  operating  sys- 
tem, and  software  applications:  www.rightime.com; www.sbhs.com/y2k/ 
index.htm;  and  www.datespy.com.  These  programs  are  for  testing  only  and 
are  not  for  solving  Y2K  problems. 

MORE  INFORMATION:  The  American  Medical  Association  has  made  this  a 
priority.  Under  its  program  Moving  Medicine  Into  the  New  Millennium;  Meet- 
ing the  Year  2000  Challenge,  the  AM  A is  printing  articles  and  developing  alert 
pamphlets.  It  will  be  holding  seminars  throughout  the  country  and  producing 
a Y2K  solutions  manual.  The  central  clearinghouse  for  these  various  materi- 
als is  the  AMA  Y2K  Web  site  at  www.ama-assn.org/not-mo/y2k, 

WEB  SITES:  See  “MedBytes”  on  p 20  for  a comprehensive  listing  of  Y2K  In- 
ternet addresses  that  contain  additional  information. 
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Briant  Sikorski,  director  of  Inisiness 
idevelopment  with  Keane,  Inc,  a con- 
sulting firm  finding  Y2K  solutions  for 
Seton  flealthcare  Network  in  Austin 
and  Scott  & White  Hospital  in  Temple, 
explains  that  these  external  relation- 
ships include  any  organization  with 
which  you  exchange  information  or 
data.  These  may  include  the  federal 
government,  private  insurers,  hospitals 
and  clinics,  testing  laboratories,  banks 
and  credit  card  companies,  vendors 
that  provide  supplies,  and  companies 
that  dispense  prescriptive  drugs. 

Impact  on  cash  flow 

One  of  the  most  serious  threats  centers 
around  reports  that  the  Health  Care  Fi- 
nancing Administration  (HCFA),  which 
will  process  some  $288  billion  in 
Medicare  claims  in  the  year  2000,  is 
woefully  behind  in  its  Y2K  efforts.  The 
situation  is  so  dire,  in  fact,  that  Bal- 
anced Budget  Act  changes  will  be  post- 
poned to  allow  the  agency  to  focus  on 
compliance-related  issues.  “We  had  to 
balance  the  risk  that  we  wouldn’t  be 
paying  claims  at  all  with  the  desire  to 
implement  the  changes  in  the  Balanced 
Budget  Act,”  HCFA  Administrator 
Nancy-Ann  Min  DeParle  told  lawmak- 
ers at  a House  of  Representatives  hear- 
ing in  July.  Those  changes,  which  trim 
the  Medicare  budget,  will  require  still 
more  computer  reprogramming. 

Late  last  year,  HCFA  mandated  that 
Medicare  carriers  be  year  2000  compli- 
ant by  December  31,  1998,  or  face  a 
breach  of  contract.  Blue  Cross  Blue 
Shield  of  Texas  sent  out  a letter  to 
12,000  of  its  electronic  data  inter- 
change trading  partners  announcing 
that  its  “millennium  projects  are  well 
under  way,  and  our  goal  is  to  ensure 
uninterrupted  data  processing  services 
through  the  year  2000  and  into  the 
21st  century.” 

Jeff  Kamil,  vice  president  for  quality 
management  with  WellPoint  Health 
Networks,  Inc,  the  parent  company  of 
UNICARE,  with  267,500  covered  lives 
in  Texas,  said  compliance  issues  are  “a 
major  priority”  for  that  company.  The 
push  is  on  to  adapt  all  the  “systems  in- 
frastructure which  drives  the  com- 
pany,” he  said,  including  membership. 
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hy  Mickiel  J.  Smith,  MS.  MBA,  CPA,  CPC,  CFP,  QPA 

* I have  been  hearing  a lot  about  deferred  compensation  plans  lately. 

How  do  these  differ  from  my  retirement  plan,  and  are  there  any  advati' 
tages  for  my  professiorud  corporation^ 

* Deferred  compensation  plans  are  quite  different  from  your  qualified  pen- 
sion and  profit  sharing  plan,  if  a retirement  plan  meets  the  requirements 
listed  in  the  Internal  Revenue  Code,  it  is  granted  special  tax  benefits, 
including  deductibility  of  contributions  and  tax-deferred  earnings  (tax- 
able only  when  actually  distributed  from  the  plan). 

Deferred  compensation  plans,  on  the  other  hand,  do  not  meet  the  code’s 
requirements  and  are  considered  non-qualihed.  This  means  there  is  no 
deduction  allowed  for  contributions,  and  earnings  are  subject  to  income 
tax.  The  recipient  is  normally  taxed  when  the  distribution  is  actually 
made.  At  that  time,  the  sponsor  gets  a tax  deduction  for  compensation. 
Distributions  are  also  subject  to  Social  Security  and  Medicare  taxes, 
unlike  those  from  a qualified  plan. 

The  deferred  compensation  agreement  is  simply  a promise  to  pay  an 
employee  a certain  sum  of  money  after  a certain  period  of  time  or  upon 
the  completion  of  a certain  task.  The  plan  may  be  “funded”  or  “un-fund- 
ed.”  A funded  plan  is  one  for  which  the  sponsor  actually  places  funds  in  a 
trust  or  in  a separate  account  for  the  employee.  The  funds  remain  an  asset 
of  the  sponsor  until  they  are  distributed  to  the  employee. 

As  a practical  matter,  these  plans  do  not  work  for  small  professional  cor- 
porations. The  following  illustrates  the  problem:  Assume  the  professional 
corporation  (PC)  has  $50,000  net  income  before  any  payments  to  a 
deferred  compensation  plan.  The  sponsor  wants  to  fund  a deferred  com- 
pensation trust  for  the  key  employee.  Since  the  $50,000  contribution  is 
not  deductible,  the  PC  has  net  income  of  $50,000,  which  is  taxed  at 
35%,  producing  a corporate  income  tax  of  $17,500.  The  earnings  on  the 
investment  are  also  subject  to  income  tax  at  35%.  Finally,  when  the  funds 
are  actually  distributed,  the  key  employee  pays  personal  income  tax,  plus 
Social  Security  and  Medicare  tax  on  the  distribution.  This  strategy  could 
easily  produce  an  effective  tax  rate  of  over  70%! 

Mic/uit'l  J.  Smith  li  the'  Murwger  uf  Aduirned  Sen'kies  at  McTcn  (ttiM  Adt'Wiri  (M(JA)  MGA  tle^igm  /iruincwi  yilutunb  Uj  tuldrdis  the  uiui]u<; 
iteedi  ofdiKUns  uiid  t/w'ir/oiTuitc’s.  Iis/nidiicuii  planners  oiv  fn- atr/xn'au.’-lw.sed  peniitm,  trust,  acarunting,  and  lau’ experts , and  then  /ee- 

rmiv  iiu’estment  inanagenient  smices  gwv  nuiii’idiuti  mwsujrs  oecess  irj  the  cost  and  tax  hene/its  of  nisuiutunkd  fwuL  Tu  reach  MUA.  toll  Utli'/ree. 
(800)  8S)8'^M(jA,  (IT  I'isu  their  uvh  site  at  uv-u'.mgodiisin'.s.ei/m.  These  hvptJtheUtoi  ^lestinm  andamu'ers  are  jmn'uLtd  for  eduaiiunuii  puiposes 
imlv  ViAtT  citl uinsiance.s  mav  vary  Thus,  et/nsuh  a/moncial  and/m  legal  (mdessumai  bejt/re  inaknig  these  types  of  decisunis. 
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Medicine  as  a Profession 
in  This  Age  of 
Managed  Care 

Henry  S.  Perkins,  MD 
(This  session  meets  the  one- 
hour  ethics  requirement  for 
medical  license  renewal.) 

The  Fraud  & Abuse  Threat; 
Swimming  in  Stark  infested 
Waters  while  Focusing  on 
Practicing  Good  Medicine 

Michael  E.  Clark,  JD 


clinical  updates  on 
hormone  replacement 
therapy,  HIV,  osteoporosis, 
endocrinology,  and  more! 

Offering  up  to  9 hours  in 
Category  1 credit  toward  the 
AMA  Physician's  Recognition 
Award.  Jointly  sponsored  with 
the  University  of  Texas  Medical 
Branch  at  Galveston. 

For  a brochure  or  registration 
information  call  UTMB  office  of 
Continuing  Ed  (409)  772-7834. 
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eligibility,  utilization,  claims  payment 
systems,  and  others. 

What  you  can  do 

Mr  Sikorski  says  most  practices  will 
benefit  from  taking  a 5-step  approach 
to  the  millennium  challenge. 

1.  Develop  awareness  — personally 
and  among  your  office  staff; 

2.  Assemble  a project  team  — people 
who  will  be  responsible  for  carrying 
out  the  plan; 

3.  Assess  and  document  the  risks  — to 
those  areas  of  your  practice  that  are 
most  vulnerable; 

4.  Identify  those  risks  to  mitigate  — 
define  a remedial  action  plan;  and 

5.  Complete  the  plan  — establish  dates 
and  get  it  done. 

Your  Y2K  activities  obviously  will 
vary  depending  on  the  level  of  techno- 
logical sophistication  and  size  of  your 
practice.  Listed  on  p 46  are  more  de- 
tailed action  plans  and  sources  of  addi- 
tional information. 

Finally,  Ms  Magee  strongly  urges  that 
legal  counsel  be  consulted  to  determine 
Y2K  liabilities.  If  necessary,  have  your 
general  counsel  be  in  touch  with  a firm 
or  individual  who  understands  the  legal 
intricacies  of  this  issue. 

Mr  Ackerman  also  says  it’s  essential 
to  stay  on  top  of  the  situation.  “Every- 
body’s learning  on  the  fly  and  finding 
out  that  it’s  a bigger  problem  than  they 
initially  thought.  So  the  answers  you 
get  today  won’t  necessarily  be  relevant 
3 months  from  now.” 

This  techno-mess  has  an  ironic- 
twist.  As  Ron  Bass,  a screenwriter  spin- 
ning a Hollywood  tale  centered  on  the 
year  2000  transition  puts  it,  “This  crisis 
has  arisen  out  of  the  hilarious  incom- 
petence of  the  computer  geniuses 
who’ve  made  us  dependent  upon  their 
inventions.”  ★ 


research' 

Researchers  at  The  University  of 
Texas  Medical  Branch  at  Galves- 
ton have  found  that  smoking  mar- 
ijuana, like  tobacco,  damages 
DNA  and  can  lead  to  cancer,  birth 
defects,  and  other  ailments.  The 
results  of  this  study,  1 of  the  most 
rigorous  to  test  the  effects  of  mar- 
ijuana on  cells’  genetic  blueprint, 
were  published  in  the  July  1998 
issue  of  Mutation  Research. 

One  of  the  founders  of  the  Texas 
College  of  Osteopathic  Medicine, 
Carl  E.  Everett,  DO,  has  established 
a trust  that  will  fund  research  to 
study  the  effectiveness  and  aware- 
ness of  osteopathic  medical  proce- 
dures for  the  next  10  years. 

The  pediatric  pharmacology  labo- 
ratory at  The  University  of  Texas 
Southwestern  Medical  Center  at 
Dallas  has  acquired  an  advanced 
time-of-flight  mass  spectrometer 
to  conduct  research  on  the  side 
effects  of  chemotherapy  used  to 
treat  children  with  leukemia. 

Scientists  at  the  Huffington  Cen- 
ter on  Aging  at  Baylor  College  of 
Medicine  in  Houston  are  experi- 
menting with  transplanting  cells 
to  study  cellular  changes  result- 
ing from  the  aging  process.  The 
study  has  the  potential  to  impact 
treatment  of  age-related  diseases 
such  as  osteoporosis,  Parkinson’s 
disease,  adult-onset  diabetes,  and 
Alzheimer’s  disease. 

A computer  program  developed  at 
The  University  of  Texas  South- 
western Medical  Center  at  Dallas 
has  identified  the  markers  on  all 
DNA  sequenced  so  far  in  the  inter- 
national Human  Genome  Project. 
The  list  is  now  available  on  the  In- 
ternet at  pompous.swmed.edu/. 
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To  better  understand  and  prevent  child 
abuse  and  neglect,  a Texas  statewide  tele- 
phone survey  was  undertaken  to  measure 
the  knowledge,  attitudes,  beliefs,  and 
practices  with  respect  to  child  rearing  and 
public  policies  for  child  protection.  We 
conducted  2720  telephone  interviews 
with  a representative  sample  of  Texas  par- 
ents and  nonparents.  The  target  popula- 
tions were  parents  of  children  younger 
than  6 years,  parents  of  children  aged 
from  6 to  18  years,  and  people  without 
children  younger  than  18  years.  Each  of 
these-  strata  was  divided  further  into 
racial  and  ethnic  groups.  Questions  re- 
lated to  children  and  parenting.  Specifi- 
cally, respondents  were  asked  their  views 
on  child  rearing,  child  health  and  safety, 
child  nurturing,  parental  stress,  discipline 
techniques,  and  various  policy  issues. 

Seventy-five  percent  of  Texans  were 
poorly  informed  as  to  the  prevalence  of 
child  abuse  and  neglect;  42%  of  those 
surveyed  were  not  aware  that  a law  ex- 
ists requiring  people  to  report  observed 
child  abuse.  Sixty-four  percent  were  un- 
aware that  if  they  report  a case,  they  are 
protected  from  a lawsuit.  One  in  4 Texas 
adults  had  witnessed  an  incident  of 
abuse  or  neglect  in  the  past  year.  Consis- 
tent with  national  rates,  1 out  of  5 
adults  in  Texas  indicated  having  been 
abused  or  neglected  as  children.  Women 
were  somewhat  more  likely  (8%)  to  re- 
port being  abused  than  were  men,  par- 
ticularly regarding  sexual  abuse  (38%). 
People  reporting  they  had  been  abused 
were  more  likely  to  be  divorced  and  to  re- 
port that  their  own  children  had  been 
abused  or  neglected. 


Dr  Smith,  professor,  Population  Program,  Baylor 
College  of  Medicine,  Houston,  Tex;  Dr  Johnson, 
director.  Public  Policy  Research  Institute,  Texas 
A&M  University,  College  Station,  Tex;  Ms  Fields, 
executive  director,  and  Ms  Winkler,  manager  of 
public  education  and  programs.  Children’s  Trust 
Fund  of  Texas  Council,  Austin,  Tex.  Send  reprint 
requests  to  Dr  Smith,  Teen  Health  Clinic,  Ben  Taub 
Hospital,  1504  Taub  Loop,  Houston,  TX  77030. 
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Statewide  attitudes  and  behavior  on  child  abuse  and  ' 
neglect  in  Texas 


PEGGY  B.  SMITH,  PHD 
CHARLES  JOHNSON,  PHD 


INTRODUCTION 

Following  the  trend  of  increasing 
social  violence  in  the  United 
States,  abuse  and  neglect  of  chil- 
dren nearly  doubled  from  1986 
through  1993.  A study,  issued  in 
September  1996  by  the  Department  of 
Health  and  Human  Services  (1),  indi- 
cated that  the  estimated  number  of  chil- 
dren abused  and  neglected  rose  to  2.81 
million  in  1993  — up  98%  from  1.42 
million  in  1986  when  the  last  report  was 
published.  The  study  found  also  that  the 
number  of  confirmed  victims  of  child 
abuse  rose  107%  from  an  estimated 
590,800  to  1.22  million;  the  estimated 
number  of  neglected  children  rose  114% 
from  917,200  to  1.96  million.  Moreover, 
children  of  single  parents  had  a 77% 
greater  risk  of  being  harmed  by  physical 
abuse,  an  87%  greater  risk  of  being 
harmed  by  physical  neglect,  and  an  80% 
greater  risk  of  suffering  serious  injury  or 
harm  from  abuse  or  neglect  than  did 
children  living  with  both  parents.  In- 
come also  seemed  to  have  an  effect  with 
children  from  families  earning  less  than 
$15,000  being  22  times  more  likely  to 
suffer  maltreatment  than  were  children 
from  families  with  incomes  above 
$30,000.  These  children  were  18  times 
more  likely  to  be  sexually  abused  and  22 
times  more  likely  to  be  seriously  injured. 

In  1995,  we  saw  98  children  die  in 
Texas  as  a result  of  child  abuse  and  ne- 
glect, and  50,746  Texas  children,  from 
birth  through  age  17  years,  confirmed 
as  victims  of  abuse  and/or  neglect.  The 
total  reported  number  of  Texas  family 
violence  incidents  in  1994  was 
163,223.  5everal  thousand  children 
were  listed  in  these  incidents  — chil- 
dren who  suffer  the  consequences  of 
family  violence. 

Because  of  the  changing  prevalence  of 
child  abuse  and  neglect  nationally  and  in 
Texas,  we  conducted  a survey  to  measure 
the  prevailing  knowledge,  attitudes,  be- 
liefs, and  practices  of  Texans  with  respect 
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to  child  rearing  and  public  policies  re-  I 
lated  to  child  protection  and  well-being. 
In  addition,  this  assessment  attempted  to 
identify  key  measurement  variables  for 
child  abuse  and  neglect,  and  to  develop 
a valid  and  reliable  instrument  to  assess 
child  abuse  and  neglect  variables.  5uch 
public  opinion  is  important  because  it  be- 
comes the  informational  cornerstone 
used  by  policymakers  to  legislate  inter- 
ventions and  allocate  public  and  private 
resources  in  the  area  of  child  abuse  and 
neglect  prevention. 

METHOD5 

The  literature  on  emerging  child  abuse  > 
and  neglect  issues  was  reviewed  (2-A),  jj 
and  series  of  questions  from  existing  in-  ji 
struments  were  used  or  adapted.  New  i 
questions  were  devised  where  adequate  i 
items  did  not  already  exist.  The  instru- 
ment was  pretested  in  mock  interviews  j 
conducted  by  the  survey  laboratory  su-  | 
pervisors  with  survey  staff  serving  as  re-  i 
spondents.  Pretests  were  used  to ; 
evaluate  questionnaire  flow  and  timing,  I 
question  comprehension,  overall  con- 
tent, and  efficacy  of  the  introductory  ' 
procedures.  Formal  pilot  testing  of  the  i 
instrument  and  interviewing  proce- 
dures involved  interviews  with  respon-  ! 
dents  selected  to  represent  the  range  of 
participants  likely  to  be  encountered  in 
the  statewide  survey.  To  pretest  the  i 
5panish  language  instrument,  geo- 
graphic areas  known  to  have  a high  in- 
cidence of  Spanish-speaking  individuals  | 
were  sampled.  Pretest  interviews  were 
monitored  by  senior  staff  and  con- 
ducted by  the  same  3 interviewers  who 
had  practiced  the  survey  during  the 
mock  interview  phase. 

Sample  design 

The  target  population  included  parents 
of  younger  children  (6  years  and 
younger),  parents  of  older  children 
(older  than  6 years),  and  people  with- 
out children  under  age  18  years.  To  al- 

www.texmed.org 


I 


! 


low  for  intergroiip  comparisons,  the 
(sample  included  a large  cohort  of  An- 
;glo,  African  American,  and  Hispanic 
parents  of  older  and  younger  children. 
iXhe  plan  called  for  sampling  approxi- 
mately 200  parents  in  each  of  6 combi- 
. nations  of  age  and  ethnic  groups,  at 
least  400  Anglo  nonparents,  and  300 
Hispanic  and  African  American  non- 
, parents.  Weights  were  computed  to  al- 
dow  the  stratified  sample  to  represent 
the  total  population  of  Texas. 

The  sample  was  selected  by  using 
(random  digit  dialing  to  telephone 
households  statewide.  Most  of  the  sam- 
iple  (2475)  was  selected  from  among  all 
{telephone  households  in  Texas.  The  re- 
jmaining  sample  (245)  was  selected 
•from  areas  estimated  to  have  a density 
lof  African  Americans  approaching  30%. 
!a  key  feature  of  this  strategy  was  the 
{opportunity  to  select  unlisted  numbers. 

I 

Survey  administration 
To  ensure  proper  administration  of  the 
! survey,  interviewers  received  8 hours  of 
supervised  interview  training.  The 
I monitored  telephone  surveys  were  con- 
I ducted  from  April  through  July  1995, 

I and  calls  were  made  on  weekdays  be- 
tween the  hours  of  8 am  and  5 pm,  and 
from  6:30  to  9:30  pm  during  evenings. 
On  weekends,  calling  occurred  from  10 
am  to  6:30  pm  on  Saturday,  and  from  1 
to  9:30  pm  on  Sunday. 

To  reach  a potential  respondent,  a 
call  was  made  during  each  of  5 differ- 
ent shifts  throughout  the  week,  includ- 
ing evening  or  weekend  hours  when 
■ respondents  were  most  likely  to  be  at 
j home.  Numbers  that  were  apparently 
; disconnected  were  tried  twice.  Busy 
numbers  were  tried  twice  during  the 
: same  shift  and  repeated  attempts  were 
made  during  5 other  shifts.  Spanish  in- 
terviews were  conducted  by  bilingual 
' interviewers  who  composed  approxi- 
mately 20%  of  the  interviewing  staff. 

Maintaining  confidentiality  and 
anonymity  was  a major  concern  of  the 


survey.  The  question  on  respondents’ 
awareness  of  specific  incidents  of  child 
abuse  raised  specific  legal  problems.  To 
guarantee  confidentiality  under  law  re- 
quired having  no  possible  way  to  iden- 
tify the  telephone  number  called. 
Special  procedures  were  developed  to 
remove  the  phone  number  from  the 
system  and  the  backup  file  as  soon  as 
the  abuse  question  was  asked. 

RESULTS 

Characteristics  of  the  respondents 
The  sample  consisted  of  60.3%  Anglos, 
11.2%  African  Americans,  24.6%  His- 
panics,  and  3.9%  of  respondents  classi- 
fied as  “Other.”  The  gender  distribution 
was  52.9%  female  and  47.1%  male. 
The  ages  of  respondents  ranged  from 
18  to  95  years,  with  the  median  age  be- 
ing 38  years.  Approximately  one  quar- 
ter of  the  respondents  (26.6%)  had 
completed  high  school,  28.5%  had  re- 
ceived a college  degree,  another  28.9% 
had  attended  college,  and  15.7%  indi- 
cated that  they  had  not  graduated  from 
high  school. 

About  two  thirds  (61.6%)  of  respon- 
dents were  married,  while  14.9%  were 
either  currently  divorced  or  separated. 
Respondents  who  had  never  been  mar- 
ried composed  17.3%  of  the  sample, 
and  an  additional  6.1%  were  widowed. 

The  median  family  income  was  ap- 
proximately $25,000.  About  one  quar- 
ter (25.7%)  of  respondents  reported 
their  income  to  be  less  than  $20,000. 
Slightly  less  than  one  half  (46.9%)  of 
respondents  reported  family  incomes 
between  $20,000  and  $60,000  and 
16.4%  indicated  their  family  income 
was  greater  than  $60,000.  Eleven  per- 
cent did  not  respond. 

Respondents’  experiences  with 
abuse/neglect 

A total  of  18.9%  of  the  respondents  re- 
ported that  they  had  been  abused  or  ne- 


glected as  children.  In  terms  of  the  4 ma- 
jor forms  of  abuse,  9.5%  of  respondents 
had  experienced  physical  abuse,  6.0% 
had  experienced  sexual  abuse,  12.5% 
had  experienced  emotional  abuse,  and 
4.7%  had  experienced  neglect  as  a child. 
Among  those  who  reported  that  they  had 
been  abused  or  neglected  as  children,  the 
abuse  was  reported  to  someone  in  23.9% 
of  the  cases. 

Of  the  respondents  who  indicated 
that  they  had  children,  5.5%  reported 
that  at  least  1 of  their  children  had 
been  abused  or  neglected.  Emotional 
abuse  was  the  most  common  form  of 
abuse  reported.  Three  percent  of  par- 
ents reported  that  at  least  1 of  their 
children  had  experienced  emotional 
abuse,  2.1%  had  experienced  neglect, 
1.6%  had  experienced  sexual  abuse, 
and  1.3%  reported  that  at  least  1 of 
their  children  had  experienced  physical 
abuse.  Eifty-two  percent  of  these  par- 
ents said  the  abuse  was  reported  to 
someone.  One  in  every  4 respondents 
(25.3%)  reported  being  a witness  to 
what  they  considered  to  be  abuse  or 
neglect  in  the  last  year.  The  most  com- 
monly reported  forms  of  abuse  were 
neglect  and  physical  abuse. 

The  most  frequently  used  discipli- 
nary methods  were  yelling  in  anger  at 
the  child  and  withdrawing  privileges 
such  as  television.  These  2 forms  of 
discipline  were  used  by  the  parent  at 
least  once  in  the  last  month  by  53.5% 
and  51.2%  of  the  respondents,  respec- 
tively. Sending  the  child  to  his  or  her 
room  as  punishment  was  used  by 
44.3%  of  respondents;  spanking,  by 
29.2%;  and  insulting  or  swearing  at 
the  child,  by  12.8%.  Pushing,  grabbing, 
or  shoving  a child  as  a disciplinary 
method  was  reported  by  12.7%  of  re- 
spondents, while  12.3%  said  they  had 
threatened  to  hit  or  throw  something  at 
the  child,  and  4.8%  reported  actually 
throwing  something  at  the  child.  Slap- 
ping the  child  as  a disciplinary  method 
was  reported  by  3.4%  of  respondents, 
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while  0.3%  said  they  had  kept  a child 
from  eating  as  a form  of  discipline. 

Witness  to  violence  and/or  alcohol 
or  drug  use 

Parents  also  were  asked  how  often  their 
children  witnessed  each  of  a series  of 
events  in  the  home  or  at  school.  Nine- 
teen percent  of  respondents  reported 
that  their  children  had  witnessed  vio- 
lence at  their  schools  or  in  their  neigh- 
borhoods at  least  once  during  the  past 
month.  Thirty-five  percent  reported 
that  their  children  had  witnessed  argu- 
ments between  the  parents,  and  3.2% 
said  the  child  had  seen  hitting  between 
parents.  The  child  was  reported  to  have 
witnessed  someone  drunk  in  the  home 
in  8.5%  of  the  households  and  to  have 
witnessed  drug  abuse  in  the  home  in 
1%  of  the  households. 

Corporal  punishment  in  the  schools 
and  at  home 

The  respondents  were  asked  a series  of 
questions  concerning  their  opinions  on 
the  use  of  corporal  punishment.  Forty- 
nine  percent  opposed  the  use  of  corpo- 
ral punishment  in  schools,  43% 
supported  it,  and  8%  had  no  comment 
on  the  issue. 

Respondents  were  asked  if  they  ap- 
proved of  parents  using  corporal  pun- 
ishment on  their  own  children. 
Sixty-two  percent  of  the  respondents 
believed  that  parents  should  be  al- 
lowed to  use  corporal  punishment, 
29%  believed  that  parents  should  not 
be  allowed  to  use  corporal  punish- 
ment, and  8.4%  had  no  comment. 

Support  for  prevention,  knowledge  of 
available  resources,  and  other  issues 
Almost  all  respondents  (97.3%)  be- 
lieved that  the  prevention  of  child 
abuse  and  neglect  should  be  an  impor- 
tant issue  in  Texas.  A large  proportion 
(73%)  believed  also  that  Texas  should 
spend  more  money  on  child  abuse  and 
neglect  prevention  programs,  even  if  it 


results  in  higher  taxes.  Nearly  3 of  4 re- 
spondents (73%)  believed  that  effec- 
tive services  or  programs  are  available 
to  prevent  child  abuse  and  neglect. 

A little  more  than  half  (55.5%)  of 
the  respondents  indicated  that  they 
know  where  to  go  to  get  help  with  par- 
enting problems,  and  80.4%  reported 
that  they  know  how  to  get  help  or  to 
report  abuse.  Only  58%  of  the  respon- 
dents were  aware  of  the  Texas  state  law 
requiring  a person  to  report  suspected 
child  abuse,  and  36.3%  believed  that  if 
a person  reports  a suspected  child 
abuse  or  neglect  case  he  or  she  is  pro- 
tected from  lawsuits. 

Sociodemographic  characteristics 
associated  with  abused  and  neglected 
children 

In  terms  of  marital  status,  statistically 
only  divorced  persons  differ  signih- 
cantly  from  married  persons,  being 
more  likely  to  report  abuse  or  neglect 
of  their  children.  Separated  persons 
would  appear  to  be  more  likely  to  re- 
port abuse  or  neglect,  but  this  tendency 
fails  to  achieve  a conventionally  ac- 
cepted level  of  statistical  significance. 
Among  the  6 educational  categories 
into  which  respondents  were  divided, 
only  persons  with  some  postcollege  ed- 
ucation differed  statistically  from  our 
baseline  of  high  school  graduates. 

Older  respondents,  African  Ameri- 
cans, Hispanics,  and  men  were  all  less 
likely  to  report  having  been  abused  or 
neglected  as  children.  The  effect  for 
African  Americans  is  the  strongest 
among  the  statistically  significant  re- 
sults. No  relationship  was  found  be- 
tween reports  of  being  abused  or 
neglected  and  being  a native  Texan  or 
any  variables  reflecting  the  respon- 
dents’ religion. 

DISCUSSION 

Data  generated  from  prior  research  in 
the  area  of  child  abuse  and  neglect  have 


been  corroborated  and  expanded  by 
our  statewide  survey.  Being  abused  as  a 
child  (5),  inappropriate  expectations  of 
children  (6-8),  and  the  inability  to 
manage  stress  (9)  are  common  charac- 
teristics found  among  abusive  parents. 
Similar  to  Gallup  Poll  results  (5),  our 
survey  confirmed  that  various  pressures 
and  attitudes  in  the  family  affect  how 
children  are  raised.  Factors  associated 
with  stress  and  limited  economic  status 
continue  to  stand  out.  For  example,  the 
rates  of  abuse  nationally  and  statewide 
are  about  3 times  higher  in  1 -parent 
homes  than  in  2-parent  homes  (5). 
Child  neglect  is  associated  also  with  the 
stress  of  social  isolation  and  involve- 
ment with  deviant  peers  (4). 

The  hndings  of  our  Texas  telephone 
survey  underscore  the  growing  impor- 
tance of  education  in  preventing  child 
abuse  and  neglect.  First,  whether  be- 
cause of  increased  awareness  or  actual 
increased  prevalence,  the  issue  of  child 
abuse  and  neglect  is  recognized  by 
more  Texans,  and  subsequent  reporting 
of  related  behaviors  has  increased.  Sec- 
ond, data  from  our  survey  on  such  in- 
formation underscore  the  need  for 
more  education  in  Texas  both  from  a 
statutory  as  well  as  a preventive  point 
of  view.  Forty-two  percent  of  respon- 
dents were  unaware  of  a law  requiring 
the  reporting  of  suspected  child  abuse 
or  neglect.  Sixty-four  percent  were  un- 
aware of  the  fact  that  a person  is  pro- 
tected from  a lawsuit  when  reporting 
suspected  child  abuse  or  neglect.  Broad 
support  among  Texans  for  teaching  life 
skills  and  safety  in  school  was  also 
found  among  individuals  surveyed. 
Ninety-seven  percent  of  respondents 
endorsed  such  preventive  curricula. 
Nevertheless,  corporal  punishment  in 
the  home  is  still  linked  to  incorrect  in- 
formation. Our  data  suggest  parents 
who  agreed  that  children  who  are 
hugged  too  often  grow  up  to  be  spoiled 
were  significantly  more  likely  to  report 
that  they  use  physical  punishment. 
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Comparison  with  previous  initiatives 
I (10)  undertaken  in  1991,  however, 

: demonstrates  some  signihcant  knowl- 
*edge  shifts  in  the  domain  of  corporal 
I punishment.  For  example,  the  percent 
of  respondents  who  said  that  they  ap- 
' proved  use  of  corporal  punishment  by 
parents  decreased  from  71%  in  1991  to 
62%  in  1995.  Nevertheless,  the  issue  of 
corporal  punishment  at  home  and  in 
the  school  continues  to  be  problematic. 
Some  professionals  (11)  believe  that 
physical  punishment  leaves  serious, 
and  sometimes  permanent,  scars  and 
underscores  the  belief  that  violence  is 
I an  acceptable  way  to  manage  behavior. 

I Some  attitudinal  changes  concerning 
I the  use  of  physical  punishment  in  the 
[ home  are  noted  in  our  Texas  survey. 
Corporal  punishment,  however,  contin- 
ues to  be  endorsed  in  school  settings 
and  is  widely  supported  by  parents  as  a 
way  to  control  students.  In  spite  of  the 
fact  that  28  other  states  prohibit  such 
methods,  minimal  support  is  found  in 
the  survey  for  restricting  these  discipli- 
nary behaviors  in  Texas. 

This  review  of  child  abuse  and  ne- 
glect attitudes  and  behaviors  has  raised 
additional  questions  for  future  investi- 
gation. For  example,  how  do  parents 
combine  methods  to  punish  or  disci- 
pline their  children'!’  Do  they  use  1 or 
more  methods,  and  are  those  methods 
correlating  with  other  behaviors? 
Moreover,  does  a relationship  exist  be- 
tween knowledge  of  child  development 
and  negative  or  positive  child-rearing 
practices?  That  parenting  is  much  more 
demanding  when  the  parent  is  respon- 
sive to  the  child  and  relies  on  reason 
rather  than  force  seems  to  be  a reason- 
able assumption.  For  example,  parents 
who  used  time-out  punishment  were 
much  more  likely  to  report  being 
stressed,  possibly  because  they  saw  the 
role  of  the  parent  as  more  demanding, 
than  were  parents  who  used  physical 
punishment.  In  addition,  parents  who 
used  time-out  were  more  likely  to  make 


their  homes  childproof  and  to  be  aware 
of  shaken  baby  syndrome.  Are  parents 
with  unrealistic  expectations  more 
likely  to  punish  their  children?  Are  par- 
ents with  realistic  expectations  less 
likely  to  punish  their  children? 

While  previous  studies  (7)  have 
found  that  parents  with  unrealistic  ex- 
pectations about  their  children’s  devel- 
opment are  more  prone  to  abuse  their 
children,  do  independent  variables  or 
models  exist  that  can  predict  a parent- 
ing style?  Factors  such  as  a child’s  age 
may  prove  to  be  a significant  predictor 
in  the  selection  of  a discipline  style. 
How  a family  organizes  itself  — eg,  eat- 
ing meals  together  on  a regular  basis 
and  school  activity  participation  — also 
may  reveal  beliefs  about  child  rearing. 

Recent  assessments  that  link  family 
violence  and  child  abuse  (12)  may  pro- 
vide the  impetus  to  examine  a possible 
relationship  between  domestic  violence 
and  corporal  punishment  practices. 
Our  results  showed  that  parents  who 
reported  having  been  abused  or  ne- 
glected as  children  are  significantly 
more  likely  to  report  that  their  own 
children  have  been  abused  or  ne- 
glected. Parents  who  reported  that 
their  children  witnessed  violence  at 
school  were  also  significantly  more 
likely  to  report  that  their  children  had 
been  abused  or  neglected.  These  re- 
sults reinforce  the  role  of  sociodemo- 
graphic factors  in  the  cycle  of  abuse. 

Programs  in  child  abuse  prevention 
can  gain  also  from  targeting  individu- 
als who  may  be  at  greatest  risk.  Of 
2720  individuals  surveyed,  513 
(18.9%)  reported  having  been  abused 
or  neglected.  In  analyses  of  what  types 
of  respondents  were  likely  to  report 
having  been  abused  or  neglected, 
women  were  8%  more  likely  to  report 
such  treatment.  Blacks  were  14%  less 
likely  to  report  experiencing  abuse 
than  were  whites,  and  Hispanics  were 
8%  less  likely  to  report  experiencing 
abuse  or  neglect  than  were  whites.  Re- 


spondents who  reported  that  they 
themselves  had  been  abused  or  ne- 
glected were  30%  more  likely  to  report 
abuse  or  neglect  of  their  children.  Such 
individual  profiles  could  be  helpful  in 
selecting  parents  who  could  benefit 
from  parenting  courses. 

Interpretation  of  the  survey’s  results, 
however,  requires  several  qualifications. 
While  our  descriptive  analyses  seem  ini- 
tially to  suggest  some  clinical  impor- 
tance, such  observations  need  to  be 
repeated  over  a prolonged  period  to 
prove  their  validity.  This  investigation 
suggests  that  further  applied  research 
should  evaluate  factors  associated  with 
the  relationships  between  parenting  atti- 
tudes and  subsequent  actions,  especially 
in  the  area  of  corporal  punishment. 

Nevertheless,  several  conclusions 
can  be  drawn.  Our  data  suggest  that  the 
population  of  Texas  is  developing  a 
statewide  awareness  that  this  behavior 
is  inappropriate.  The  willingness  to  re- 
port profiling  data  over  time  has  in- 
creased also.  A relationship  appears  to 
exist  also  between  knowledge  and 
changing  behavior  in  the  area  of  child 
abuse  and  neglect.  Thus,  for  a histori- 
cally “frontier  mentality”  region,  these 
shifts  reflect  progress  in  cultural  change 
concerning  previously  accepted  behav- 
ior. Similar  campaigns  on  issues  such  as 
smoking  and,  recently,  domestic  vio- 
lence, mirror  the  immense  educational 
campaign  necessary  to  shift  behaviors. 
Following  the  process  associated  with 
these  attitudinal  shifts,  diligence  and 
patience  are  required  to  accomplish 
subsequent  institutional  or  legislative 
changes  related  to  child  abuse  and  ne- 
glect prevention  in  the  state. 
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'Apnea  in  the  neonatal  period  frequently 
is  associated  with  prematurity.  Full-term 
infants  who  develop  apnea  usually  have 
associated  clinical  conditions  such  as  in- 
fection, shock,  metabolic  disorders, 
neonatal  abstinence  syndrome,  intracra- 
nial pathology,  and  gastroesophageal  re- 
flux. Gastric  ulcer  also  is  a rare 
phenomenon  in  the  neonatal  period. 

We  describe  a full-term  infant  pre- 
senting with  apnea.  Upon  investigation, 
a 6-channel  pneumocardiogram  revealed 
central  apnea  and  multiple  episodes  of 
low  esophageal  pH  (<4),  which  is  sug- 
gestive of  gastroesophageal  reflux.  This 
was  confirmed  by  an  upper  gastrointesti- 
nal series.  A small  antral  ulcer  crater 
also  was  demonstrated. 

When  assessing  the  etiology  of  apnea  in 
a full-term  infant,  gastroesophageal  reflux 
and  gastric  ulcer  should  be  considered. 


Dr  Skinner,  Department  of  Medicine/Pediatrics, 
Maricopa  Medical  Center,  Phoenix,  Ariz;  Drs 
Naqvi  and  Biskinis,  Department  of  Pediatrics, 
Texas  Tech  University  Health  Sciences  Center, 
Northwest  Texas  Healthcare  Systems,  Amarillo, 
Tex.  Send  reprint  requests  to  Dr  Naqvi,  Director  of 
Neonatology,  Department  of  Pediatrics,  1400  Wal- 
lace Blvd,  Amarillo,  TX  79106. 


Gastric  ulcer  presenting  as  gastroesophageal  reflux  and 


apnea  in  a term  neonate 
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INTRODUCTION 

Apnea  is  relatively  common  in  the 
neonatal  period  and  most  fre- 
quently associated  with  prema- 
turity. This  condition  is  seen  also 
in  term  infants,  especially  those 
with  physiological  instability,  infection, 
hypoglycemia,  drug  exposure,  intracra- 
nial pathology,  and  gastroesophageal 
reflux  (GER)  (1). 

Gastroesophageal  reflux  is  esti- 
mated to  occur  in  40%  of  healthy  in- 
fants (2),  and  the  most  common 
presentation  is  vomiting  (3,4).  GER 
can  be  caused  by  hiatus  hernia  and  de- 
creased lower  esophageal  sphincter 
pressure.  Prolonged  relaxation  of  the 
lower  esophageal  sphincter  and  abnor- 
mal motility  of  the  upper  gastrointesti- 
nal tract  lead  to  delayed  gastric 
emptying  (1,3,4). 

Gastric  ulcer  occurs  rarely  in  the 
neonatal  period  and  is  almost  always 
associated  with  some  physiological 
stress  (5-8).  These  ulcers  usually  pre- 
sent acutely  with  hemorrhage  and  per- 
foration (5,7,8). 

The  case  presented  here  is  an  exam- 
ple of  a gastric  ulcer  presenting  as  GER 
and  apnea  in  a term  neonate. 

PATIENT  REPORT 

A male  infant  weighing  3408  g and  ap- 
propriate for  gestational  age  was  deliv- 
ered vaginally  at  42  weeks  to  a 
17-year-old,  gravida  1,  para  0,  Asian 
mother.  Apgar  scores  were  8/9  at  1 and 
5 minutes,  respectively.  The  cord  blood 
pH  was  7.301.  The  infant’s  blood  group 
was  A-f . 

A few  hours  after  birth,  the  infant 
began  having  episodes  of  apnea  longer 
than  20  seconds  and  bradycardia  with 
a heart  rate  less  than  100  beats  per 
minute.  Eindings  of  physical  examina- 
tion were  otherwise  normal,  and  he 
was  evaluated  for  sepsis  and  metabolic 
disorders.  Initial  laboratory  analysis 
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showed  normal  complete  blood  count, 
acid  base  balance,  and  chemistries.  A 
6-channel  pneumocardiogram,  which 
consists  of  simultaneous  recording  of 
pulse,  chest  excursions,  nasal  airflow, 
oxygen  saturations,  and  distal 
esophageal  pH,  was  performed.  This 
showed  episodes  of  very  low  amplitude 
chest  impedance,  some  of  which  coin- 
cided with  low  amplitude  nasal  airflow 
and  oxygen  desaturation.  Over  the  8- 
hour  testing  period,  the  infant  had  8 
episodes  of  apnea,  the  longest  of  which 
was  25  seconds,  with  periods  of  oxygen 
desaturation  down  to  50%.  Twenty- 
four  events  of  very  low  esophageal  pH 
(<4)  were  recorded,  amounting  to 
12%  of  the  study  period.  The  longest 
episode  lasted  6 minutes. 

The  infant  was  transferred  to  the 
neonatal  intensive  care  unit  the  next 
day  after  experiencing  repeated 
episodes  of  apnea  with  oxygen  desatu- 
ration. Because  GER  was  suspected,  an 
upper  gastrointestinal  series  was  per- 
formed, which  showed  thickened 
antral  folds  with  a small  antral  ulcer 
crater.  A gastroesophageal  reflux  was 
present  to  the  level  of  midesophagus, 
with  delayed  gastric  emptying.  A regi- 
men with  dosages  of  ranitidine  1 
mg/kg  3 times  a day  and  cisapride  0.2 
mg/kg  4 times  a day  was  prescribed. 
By  day  4 of  life,  the  symptoms  had  sub- 
sided, blood  cultures  were  negative, 
and  the  infant  was  tolerating  feedings 
very  well.  Results  of  a repeat  pneumo- 
cardiogram were  normal  except  for  1 
episode  of  decreased  esophageal  pH. 
The  patient  was  dismissed  from  the 
hospital  on  day  5 of  life  on  a regimen 
of  ranitidine  and  cisapride. 

DISCUSSION 

Apnea  can  be  associated  with  GER 
(1,3,4).  This  type  of  apnea  is  seen  pre- 
dominately in  the  awake  state  (2,4). 
The  mechanism  by  which  GER  causes 
apnea  is  thought  to  be  mediated  by 

57 


Tel  800.880.1300 


chemoreceptors  around  the  larynx  that 
respond  to  the  gastric  acid  by  causing  a 
reflux  central  apnea,  bradycardia,  and 
pallor.  GER  also  can  cause  laryn- 
gospasm,  which  results  in  severe  ob- 
structive apnea  (9). 

This  case  is  an  example  of  apnea  in- 
duced by  GER,  which  most  likely  was 
secondary  to  delayed  gastric  emptying 
caused  by  the  antral  ulcer.  On  the  basis 
of  results  of  the  pneumocardiogram, 
the  patient  experienced  apneic 
episodes  that  appeared  to  be  central  in 
origin.  Pain-induced  decreased  respira- 
tory effort  also  may  explain  this  in- 
fant’s apnea  and  the  findings  on  the 
pneumocardiogram. 

Peptic  ulcer  disease  in  children  is 
uncommon.  Gastric  ulcers,  both  pri- 
mary and  secondary,  occur  more  com- 
monly than  duodenal  ulcers  in  young 
children  (6,8).  Primary  gastric  ulcers 
are  unusual  and  can  be  classified  into  2 
types.  The  first  type  occurs  in  the 
antrum  and  is  often  associated  with 
duodenal  ulcer,  high  gastric  acidity, 
and  blood  group  O.  The  second  type 
occurs  in  the  acid-secreting  portion  of 
the  stomach.  That  true  gastric  ulcers 
occur  between  the  parietal  cell  area 
and  the  pyloric  mucosa,  and  are  often 
associated  with  hypersecretion  and 
blood  group  A has  been  proposed  (8). 
One  study  found  83%  of  gastric  ulcers 
located  in  the  antrum  (6). 

Secondary  gastric  ulcers  and  neona- 
tal apnea  have  many  similar  etiologies. 
These  include  sepsis,  shock,  traumatic 
delivery,  acidosis,  hypoglycemia,  respi- 
ratory or  cardiac  insufficiency,  and 
medications  such  as  nonsteroidal  anti- 
inflammatory drugs,  steroids,  and 
theophylline  (1,7,8).  These  events  im- 
pair the  protective  factors  in  the  gastric 
mucosa  and  lead  to  the  back  diffusion 
of  hydrochloric  acid  and  the  develop- 
ment of  ulcers  (4,7).  Secondary  ulcers 
often  remain  silent  until  presenting 
acutely  with  complications  such  as  he- 
morrhage and  perforation  (6,7). 
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In  the  case  presented,  no  underlying 
cause  for  the  ulcer  could  be  identified. 
The  mother  of  the  infant  did  not  receive 
any  systemic  medication,  and  the  birth 
process  was  uneventful.  The  patient’s 
Apgar  scores  and  blood  cord  pH  support 
the  absence  of  any  major  compromise 
at  the  time  of  birth.  No  evidence  of  hy- 
poglycemia or  shock  was  found. 

Having  blood  group  A and  an  antral 
ulcer  support  the  possibility  that  this  in- 
fant had  a primary  ulcer.  Because  he 
improved  after  therapy  with  cisapride 
and  ranitidine,  no  further  evaluation 
for  the  inciting  cause  was  performed. 
The  fact  that  this  case  of  gastric  ulcer 
was  discovered  as  a result  of  neonatal 
apnea  and  not  of  hemorrhage  or  perfo- 
ration makes  it  unusual.  No  similar 
cases  were  discovered  in  a search  of  the 
literature.  Ulcers  cause  inflammation  of 
the  tissue  in  the  gastrointestinal  tract 
that  can  lead  to  decreased  motility  and, 
in  turn,  to  delayed  gastric  emptying,  re- 
sulting in  GER  and  apnea.  When  a term 
infant  with  apnea  is  being  evaluated, 
the  possibility  of  gastric  ulcer  as  an  eti- 
ology should  be  considered. 
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. Differential,  diagnostic,  and  therapeutic  nerve  blocks 
Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

' XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
' Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

! Suite  C-538  Answered  24  hours 

1 Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

! Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

I 

I INTERVENTIONAL  PAIN  MEDICINE 

; Diagnostic  &Therapeutic  Nerve  Blocks 
' Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
> (281)  496-1006 


Dermatology 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Phillip  E.  Hansen,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

(214)  661-7010 


Bariatric  Surgery 


Medical  Oncology 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 
American  Society  of  Bariatric  Surgery 
Diplomate  American  Board  of  Surgery 
I Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 
. 5420  Dashwood,  Suite  201,  Houston,  Texas  77081 
; (713)  667-9100  Fax  (713)  667-9133 


— Medical  Oncology/Hematology 
MD  — Medical  Oncology 


Janet  Macheledt,  MD 
Frankie  Ann  Holmes, 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221 
Houston,  Texas  77024 
Telephone  (713)  467-1722 
Fax  (713)  467-1704 


5818  Medical  Center  Drive,  Suite  201 
Katy,  Texas  77494 
Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 

CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 


Orthopedic  Surgery 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  an< 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 


l/VALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
lixclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
I lizarov  lengthening,  congenital  deformities 

rm  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
jScoliosis  Surgery 
[General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


[directory  rates  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
jinc/i  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
jis  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
\should  be  sent  to  Melissa  McAdoo,  Texas  Medicine,  401  West  15th,  Austin,  Texas 
‘ 78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


TexasMedicine 


Don’t  miss  one  word 
of  the  October  issue  of 
Texas  Medicine. 


We’ll  Explore: 


Children’s  health  in  Fexas 
Claims  billing  pitfalls 
Medical  school  funding  myths 
Physician  sales  ethics 

For  more  informatioti.  ciill  Liny  BcSitw,  manaiiwi^  editor, 
,it  (800)  880-1300,  ext.  1383,  or  (512)  370-1383. 

or  e-uuiil  liiny^h  Cftcxmed.org. 

Also  consult  the  TMA  Web  site  at  www.tcxmcd.org. 


I 


I 


|. 
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Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 
Call  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 


EAST  TEXAS  AREA 

Emergency  Resources,  PA 

PHYSICIAN  STAFFING  FOR 
EMERGENCY  DEPARTMENTS 
COMPETITIVE  WAGES 
OCCURANCE  INSURANCE  PROVIDED 

1-800-223-9764 

OR  FAX  CURRENT  CV  TO  903-534-0665 


^eaut^ccl  S<^  *7exa^ 

Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76II2 
(888)  DOCS-91I 


TEXAS:  Directorship  opportunity  in 
beautiful  East  Texas  for  BE/BC  PC  with  emer- 
gency medicine  experience.  Strong  economy 
in  city  with  a population  of  74,000,  excellent 
schools,  malls  and  antique  shopping.  ED  an- 
nual volume  of  17,000.  Excellent  nursing  & sup- 
portive medical  staff.  Highly  compefitive 
compensation.  For  further  information  contact: 
MEPA,  (800)  346-6687;  Fax:  (872)  789-0339:  14651 
Dallas  Parkway,  Suite  700,  Dallas,  TX  75240: 
e-mail:  opportunities@med-edge.com. 


SOUTHERN  NEW  MEXICO  - Medical  Direc- 
torship opportunity  available  in  Deming,  NM. 

Qualified  candidates  must  be  BC/BE  in  Emergency 
Medicine  or  Primary  Care,  have  ACLS  certification, 
and  extensive  ED  experience.  Administrative  experi- 
ence a plus.  Very  competitive  compensation  package. 
Contact  Jan  Kemp  at  Team  Health  West,  (800)  227- 
2092.  For  immediate  consideration,  fax  your  C.V,  to 
(925)  484-4107.  E-mail:  Jan_Kemp@Team- 
Health.com. 


Growing  EG  practice  needs  physicians  In 
Sherman, Texas,  Stable  practice  with  con- 
venience care,  occupational  and  hyper- 
baric medicine.  Competitive  salary  and 
benefits.  Fax  resume  to  (903)  891-2025  or 
call  Lisa  Morgan  at  (903)  870-4609. 


EAST  TEXAS  AREA 

Emergency  Medicine  Opportunities 

Emergency  Resources,  PA,  is  seeking  Emergency  Medicine 
Physicians  for  placement  in  one  of  the  fastest  growing 
healthcare  systems  in  the  nation.  Physicians  will  practice 
under  independent  contract  relationship  with  Emergency 
Resources,  PA,  who  will  provide  OCCURRENCE  INSUR- 
ANCE and  competitive  wages.  Physicians  will  be  a part  of  a 
regional  trauma  system  whose  tlagship  facility  is  the  only 
Ia:vel  1 trauma  center  in  East  Texas  and  only  the  second 
non-teaching  Level  1 trauma  center  in  the  nation. 

Positions  are  currently  available  in  Canton,  Carthage, 
Crockett,  Fairfield,  Gilmer,  PitLsburg,  Quitman,  Rusk,  Trin- 
ity and  lyier. 

1-800-223-9764  or 
fax  current  CV  to  (903)  534-0665. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817J  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Family/General  Practice 

Family  Practice  — excellent  opportunities.  At- 
tractive FP  openings  to  join  well-established  practices 
in  the  Dallas/Ft.  Worth  area  and  in  South  Texas  just 
45  miles  west  of  the  Gulf  of  Mexico.  Reply  confiden- 
tially to  Laurie  Myers.  Phone  (800)  338-7107;  fax 
(414)  427-7251;  e-mail:  flia(a)execpc.com. 


Looking  for  a General  Practitioner  to  join  a 
thriving  noninvasive  Cardiology/G.P.  practice  within 
1 hour  of  Dallas/Fort  Worth  Metroplex.  Competitive 
salary  and  benefits.  Needed  A.S.A.P.  Call  (940)  668- 
7231. 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benehts.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  (TV 
to  (972)  256-1882, 


Permanent  part-lime  position 
2-2  '/2  days  a week. 

San  Marcos,  TX.  (512)  754-7700. 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

October  1 998  September  1 , 1 998 
November  1 998  October  1 , 1 998 
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Family/General  Practice 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest 
with  list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


1 CLASSIFIED  ADVERTISING  CATEGORIES  I 

Allergy  ond  Immunology 

Internal  Medicine 

Otolaryngology 

Positions  Wanted 

Anesthesiology 

Locum  Tenens 

Pathology 

Entertoinment 

Cardiology 

Neonatology 

Pedlotrics 

Equipment 

Dermatology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Property 

Family/General  Practice 

Obstetrics/Gynecology 

Preventive  Medicine 

Travel 

Gastroenterology 

Occupational  Medicine 

Psychiatry 

Vacation  Homes 

General  Surgery 

Oncology 

Radiology 

Wanted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumatology 

Business  and  Financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 

Methodist 

Hospitals  of  Dallas 

EMERGENCY  MEDICINE 

B/E  or  B/C  full-time  emergency-trained 
physicians  needed  to  staff  busy  emergency 
rooms  on  each  of  our  hospital  campuses, 
Methodist  Medical  Center  and  Charlton 
Methodist  Hospital.  Excellent  medical  staff 
and  teamwork  among  hospital  departments. 
ER  physicians  are  independent  contractors 
with  an  excellent  pay  structure  and  paid 
malpractice. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide general  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facilities 
nearby.  Incoming  physician  would  prefer- 
ably associate  with  an  established  practi- 
tioner in  the  area  or  consider  establishing  a 
solo  practice  with  hospital  support. 

RHEUMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance, marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  10  minutes  apart  in  south 
Dallas  County. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogburn,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  655999,  Dallas.  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502,  e-mail: 
susancogburn@mhd.com. 


Tel  800.880.1300 
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Hospitalists 

Austin,  Texas  - Established  group  with  a successful 
track  record  of  100%  hospital-based  care.  Expanding 
to  support  the  immediate  addition  of  several  more 
hospitalists,  critical  care,  or  pulmonologists.  Requires 
a Texas  license,  board  certification,  team  spirit,  and 
superb  communication  skills.  Compensation  is  fully 
productivity  based;  the  contracting  company  develops 
no  assets.  Will  consider  guaranteeing  collections. 
E-mail:  merriweth@aol.com  or  call  Dorothy  Merri- 
wether  & Associates  at  (281)  360-0404. 


Internal  Medicine 


INTERNAL  MEDICINE  PHYSICIAN  WITH  INTEREST  IN  CARDIOLOGY 
Board-certified 

Needed  to  provide  hospital  in-patient  and  out-patient  care  in 
a rural  community  (Liberty,  Texas)  near  Houston.  Competitive  salary 
with  excellent  benefits.  Interested  applicants  fax  C.V.  to: 

Liberty-Dayton  Hospital 
Attn:  Administration 

Fax  (409)  336-2280  or  Call  (409)  336-7316 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide  hos- 
pital inpatient  core  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office  prac- 
tice. This  position  requires  no  on-call  re- 
sponsibility. Very  attractive 
compensation  package  includes  salary, 
slus  benefits  to  include  professional  lia- 
Dility  insurance,  major  medical  and  term 
ife  insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME  al- 
lowance, 401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 


POSITION  AVAILABLE:  BC/BE  internist  with 
interest  in  cardiology  or  cardiologist  with  interest  in 
internal  medicine  (2-D  echo,  treadmill  on-site)  to 
join  multispecialty  clinic.  Large  number  of  geriatric 
patients.  Contact  Mr.  Leroy  Kitch,  Skinner  Clinic, 

124  Dallas  Street,  San  Antonio,  TX  78205  or 
(210)  224-1771. 

Locum  Tenens 


ng  a new  career  course 
doesn't  hove  to  feel  like  re-discovering 
the  New  World  Staff  Care  will  serve 
: os  your  guide  to  explore  the  adventurous, ^ 

: realms  of  LOCUM  TENENS.  Travel,  licen-^' 

■V  " ' 

sure  and  occurrence  malpractice  insutoncfe: 
ore  inclusive  in  our  total  package  designed" 
, ' to  give  you  nationwide  opportunities-.. 

/lejfis/TF.  / ^ Texas  Based,  Texas  Best! 

Endorsed  by  Texas  Medical  Association^ 

^ For  more  info  about  our  LOCUM  TENENS  call: 

St3Tf  CSiTG  iHc.  Western  Destinations 

The  Leslie/ in  Lucum%M$s  SIdtting Dikik  ^ 

V,  .ri  ‘ (NOII.IhS.LilZfZ 

Midwest  & Eastern  Destinations 

www.locuinsnet.com 
UNABLE  TO  PLACE  J I OR  H I PHYSICIANS 


Int  ^im 

Physicians® 

In  Texas  since  1982  ' 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Fermanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYFi 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Plan  ahead,  call  todayl 

1-800-531-1122 
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Locum  Tenens 


◄ 


LOCUM  TENENS 
OPPORTUNITIES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Short  and  long  term 

• Internal  Medicine 

• Local  and  national  assignments 

• Pediatrics 

• Wide  variety  of  clinical  settings 

• Diagnostic  Radiology 

• Excellent  compensation 

• OB/GYN 

• Outstanciing  professional  liability 

• Psychiatry 

insurance 

• Emergency  Medicine 

• Eriendly,  dedicated  service  for  over 

10  years 

New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF,  INC. 


SRI 


Continuity  in  Health  Care 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Imme- 
diate and  future  opportunities  with  US  HealthWorks. 
Call  Ned  at  (713)  797-6106. 

Pediatrics 

PEDIATRIC  OPPORTUNITY  1 HR  SW  OF 
HOUSTON:  Only  25  miles  from  the  Gulf  of  Mex- 
ico! Join  prestigious  MSG.  Plans  for  new  office  to 
house  primary  care  and  subspecialists.  Outdoor  activ- 
ities include  fishing,  boating,  hunting  and  birding. 

Call  Germaine  Lorbert  (800)  765-3055,  1D#:5664TX, 
fax  (314)  726-3009,  e-mail;  glorbert(a)cejka.com. 

No  Nursery,  No  Deliveries,  No  Calls,  No  Week- 
ends — BC/BE  Pediatrician  to  join  well-established 
Pediatric  group.  Full-time/part-time  openings  avail- 
able immediately.  Guaranteed  good  salary.  Proposed 
work  schedule  allows  time  to  enjoy  the  nearby  resort 
of  South  Padre  Island.  Submit  inquiries  and  resume 
to  Juan  Aguilera,  MD,  920  S.  Closner,  Edinburg,  TX 
78539.  Phone  (956)  318-0703;  fax  (956)  318-0703. 

Radiology 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care  System  Ra- 
diology Service  has  an  opening  for  a staff  radiolo- 
gist at  its  Dallas  facility.  It  is  seeking  a board 
certified  general  radiologist.  Candidates  must 
have  training  and  experience  in  CT,  Ultrasound 
and  MRI,  and  training  or  experience  in  cross-sec- 
tional interventional  techniques  such  as  percuta- 
neous biopsy  and  drainage  procedures. 

This  position  includes  an  academic  appointment 
with  its  affiliate,  The  University  of  Texas  South- 
western Medical  Center.  It  also  has  a very  active 
residency  program. 

Applicants  must  be  a U.S.  citizen  and  must  pos- 
sess an  active  current  license  to  practice  radiology 
in  a State,  Territory  or  Commonwealth  of  the 
United  States,  or  in  the  District  of  Columbia. 

Applicants  should  forward  a curriculum  vitae  and 
references  to: 

Ward  M.  lerry,  M.l). 

Chief,  Radiology  Service  (114) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
214-372-7073 
214  .302-7480  (FAX) 

An  Equal  Opportunity  Employer 
Applicants  Sub|ect  to  Drug  Testing 
Non-Smoking  Facility 


Tel  800.880.1300 
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Radiology 


HEALTH  SCIENCES  CENTER 


RADIOLOGIST  POSITION 

TTUHSC  @ El  Paso,  Department  of  Radiology  seeks 
a board  eligible  or  certified  radiologist  with  fellow- 
ship training  in  body  imaging.  This  is  an  interesting 
and  challenging  position  in  a county  hospital  that  is 
the  trauma  center  for  a community  of  650,000  and 
the  primary  inpatient  and  outpatient  caregiver  for  a 
large  indigent  and  underserved  population  of 
250,000. 

Our  equipment  is  current  with  a new  MRl,  second 
CT  scanner,  and  combined  cardiovascular  machine 
soon  to  be  installed.  Our  mammography  program  is  a 
center  of  excellence.  Our  ultrasound  and  mammogra- 
phy sections  are  ACR  accredited. 

This  is  an  ideal  position  for  a recent  trainee  who  de- 
sires to  affiliate  with  a medical  school  and  become  a 
part  of  an  active  clinical  service.  Salary  is  commen- 
surate with  training  and  experience.  Benehts  includ- 
ing retirement  are  generous. 

El  Paso  is  a delightful  city  of  650,000  with  a year 
round  warm  dry  climate  and  the  ease  of  southern  liv- 
ing. 

Send  correspondence  to  Dr.  Lloyd  K.  Mark,  Professor 
and  Regional  Chairman,  Department  of  Radiology, 
Texas  Tech  University  HSC  @ El  Paso,  4800  Alberta 
St.,  El  Paso,  TX  79905,  fax  (915)  545-6607,  e-mail 
radelkm@ttuhsc.edu  or  call  me  at  (915)  545-6845. 


Other  Opportunities 

attention  PHYSICIANS:  Openings  through- 
out Texas  and  nationwide.  BE/BC  Internal  Medicine, 
Orthopedics,  Psychiatry,  Neurology,  sub-specialties. 
FLEXIBLE  HOURS,  WEEKENDS  & EVENINGS,  $60- 
80/HR.  Please  contact  HC  Healthcare  Systems,  LLC, 
(800)  716-3633. 

Physician  Reviewers  Wanted  — Care  Assessment 
Review  and  Evaluation,  L.L.C,  (CARE),  an  innovative, 
physician-owned  medical  review  company  based  in 
Austin,  seeks  reviewers  for  our  network.  Must  have 
Texas  license,  in  active  practice,  and  Board  Certified 
in  specialty.  Competitive  compensation.  For  informa- 
tion, call  (888)  302-REVU,  fax  (512)  454-0017,  e- 
mail  RockDoc50ta)aol.com.  or  visit  our  Web  site  at 
www.angelfire.com/biz/medicalreview. 

Quality  positions  for  unique  physicians  in 
Texas  for  BE/BC  Neurosurgeons,  OB/GYNs,  Endocri- 
nologists. These  positions  are  hospital  based.  We  also 
have  positions  available  nationwide.  For  information 
call  (281)  328-4207  or  fax  (281)  328-4207*51.  Our 
address  is  6942  FM  1960  E-150,  Humble  TX  77346. 
Medical  Advisory  Group  Inc. 


^TIONWIDE  TRAVEL 

Health  research  organization  seeks  physician 
for  National  Health  & Nutrition  Examination 
Survey  sponsored  by  U.S.  Public  Health  Ser- 
vice. Individual  will  be  part  of  a large  medical 
team  conducting  health  exams  in  govt,  mobile 
exam  centers  for  a six-year  data  collection 
period.  Work  to  begin  February/March  1999. 
Must  be  licensed  in  one  state.  One  year  mini- 
mum commitment  and  FULL-TIME  CONTINU- 
OUS TRAVEL  REQUIRED.  Competitive  salary, 
paid  malpractice,  per  diem,  car,  3-4  weeks 
paid  vacation  per  year,  holidays,  and  health, 
life,  disability  insurance  offered.  Call  Beverly 
Geline,  800.937.8284  or  e-mail: 
GELINEB1@Westat.com. 

Westat 

Rockville,  Maryland 
EOE 


IIMTERVEIMTIOIMAL  CARDIOLOGIST 
PULMOIMOLOGIST 
OIMCOLOGIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
INTERVENTIONAL  CARDIOLOGIST,  PULMONOLOGIST  and  ONCOLOGIST  to  join  established  practices. 
These  positions  will  require  energetic  individuals  willing  to  provide  health  care  services  in  an  active  group 
setting.  Competitive,  guaranteed  salary  with  bonus  productivity  plan.  Shareholder  status  available  in  12-18 
months.  Malpractice  insurance,  health  insurance  and  professional  dues  included  in  benefit  plan. 

Relocation  and  interview  expenses  paid.  This  semi-tropical  location  offers  an 
economically  solid,  safe  community  with  excellent  schools  and  a variety  of 
cultural  and  outdoor  recreational  opportunities. 

Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 
Valley  Diagnostic  Medical  & Surgical  Clinic 
2200  Maine  Drive,  Harlingen,  Texas  78550 
Telephone  (800)  852-4543 
In  Texas  (800)  338-4590 
Or  (956)  421-5080 
Fax  (956)  423-0345 


VALLEY  DIAGNOSTIC  CLINIC 
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Other  Opportunities 


TEXAS  TECH  MEDICAL  CENTER  IN  AMARILLO  IS  EXPANDING  ITS  FACULTY 

Wc  are  seeking  board  certified,  patient  care  oriented  physicians  who  possess  a strong  desire  and  ability  to  teach.  We  encourage  participation  in  clinical 
research.  Physician/Faculty  opportunities  currently  exist  for  the  following  specialists:  Family  Physicians,  General  Internists,  Obstetricians, 
Perinatologists  and  Psychiatrists. 

Texas  Tech  Medical  Center  in  Amarillo  is  one  of  four  campuses  of  the  Texas  Tech  University  Health  Sciences  Center  and  is  comprised  of  medical,  allied 
health  and  pharmacy  school  operations.  The  medical  school  campus  has  departments  of  Pediatrics,  Family  Medicine,  Internal  Medicine, 
Obstetrics/ Gynecology,  Psychiatry  and  Surgery.  Residency  programs  are  available  in  the  four  primary  care  departments. 

The  city  of  Amarillo  is  a thriving  community  of  approximately  200,000  people  located  in  the  Texas  Panhandle  with  unusually  pleasant  weather,  a strong 
economic  base,  a low  cost  of  living,  a major  medical  community  with  two  major  hospitals  and  a veteran’s  hospital,  very  good  public  education  includ- 
ing a major  juttior  college  and  four-year  universities  in  both  Canyon  and  Lubbock,  Texas  as  well  as  active  arts  programs.  Located  on  Interstate  40, 
Amarillo  is  within  an  easy  drive  of  the  Dallas/Ft.Worth  Metroplex,  Denver,  Santa  Fe,  Oklahoma  City  and  numerous  ski  resorts.  Please  visit  our  web 
site  at  http://www.ama.ttuhsc.eeiu/AMAHome.html ioT  more  information. 

The  medical  school  in  Amarillo  offers  competitive  salaries  and  benefits.  Inquiries  from  women  and  minorities  are  encouraged.  To  submit  your  cur- 
riculum vitae  or  if  you  have  inquiries,  please  contact  cither: 


E.  Lee  Taylor,  M.D.,  Regional  Dean 
1 400  Wallace  Boulevard 
Amarillo,  Texas  79106 
(806)  354-5401 

e-mail  <lee@cortex.ama.ttuhsc.edu> 

Terry  Myers,  M.D.,  Ph.D.,  Associate  Dean  for  Clinical  Affairs 
1400  Wallace  Boulevard 
Amarillo,  Texas  79106 
(806)  354-5413 

e-mail  <tmyers@cortex.ama.ttuhsc.edu> 


TEXAS  TECH 
MEDICAL  CENTER 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 


Or  send  CV  to: 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


STAFF  PHYSICIAN 

Texas  Woman's  University,  Denton  Campus.  Requires 
Sraduation  from  an  accredited  medical  school,  li- 
censure in  TX,  board  certified/board  eligible  in  Fam- 
ily Practice  or  OB/GYN  (Internal  Medicine  preferred) 
and  possess  a current  Prescriptive  license.  Send 
cover  letter  and  resume  to  TWU,  Dept,  of  Human  Re- 
sources, PO  Box  425739,  Denton,  TX  76204.  Fax: 
(940)  898-3566.  TWU  promotes  diversity  and  is  an 
AA/EO  employer. 


Tel  800.880.1300 
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POSITIONS  WANTED 

ORTHOPEDIC  SURGERY  - Orthopedic  surgeon 
seeks  office  orthopedic  position  without  night  call  or 
hospital  surgery  in  Dallas,  Fort  Worth  or  Austin.  Re- 
ply to  Ad  Box  1200,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 

Physical  Medicine/Rehabilitation  (PM&R)  - 

Completing  chief  residency  in  a university  program 
in  Chicago  in  June  1999.  Excellent  credentials.  Has 
green  card.  Available  for  work  in  July  1999.  Inter- 
ested in  PM&R  and/or  Occupational  Medicine  in 
Houston  or  suburbs.  May  attend  interviews  in  Sep- 
tember-October  1998.  Contact  (409)  245-6888  or 
e-mail:  adural@aol.com. 

PATHOLOGIST,  board  certified,  AP,  CP  and  Der- 
matopathology,  20  plus  years  experience,  just  retired 
from  Army,  seeking  full-time,  part-time  or  locum 
tenens  positions  in  Dallas-Fort  Worth  area.  Other  ar- 
eas considered  for  part-time.  Licensed  in  Texas, 
Kansas,  Georgia,  Illinois.  Available  immediately. 
Contact  (214)  221-1732  or  fax  (214)  221-1733. 

ULTRASOUND:  Dallas/Ft.  Worth.  P/T,  PRN,  avail- 
able 10/1/98.  Experienced  in  ABD,  OB/GYN,  Small 
Parts,  Carotids  & Venous  Doppler.  Excellent  refer- 
ences. Contact  (903)  786-4390.  Gary  Thomas,  B.S., 
R.T.(R),  RDMS. 

A board-certified  Obstetrician-Gynecologist  in 

active  solo  practice  for  13  years  in  the  Midwest 
wishes  to  relocate  to  Texas  to  Join  a group  practice. 
Please  write  to:  PO  Box  1554,  Jacksonville,  IL  62650. 


REFERRALS  NEEDED 


URGENT! 

REFERRALS  WITH  ALPHA, 
ANTITRYPSIN  DEFICIENCY  NEEDED 

The  University  of  Texos  Health  Center  at  Tyler 
seeks  patients  for  o clinical  research  study. 

Requirements: 

Alpha,  level  < 50  mg/dl  (<llp/M) 

FEV]  > 20%  predicted 
Not  a current  smoker 

Participants  will  receive: 

* Free  Study  Medication 
* Free  Study  Related  Medical  Care 
* Reimbursement  for  Travel  Expenses  to  Site 

For  more  information  contact: 

Debbie  Waldrop,  RN  or 
James  M.  Stocks,  M.D. 

(903)  877-7753 

Center  for  Clinical  Research 
The  University  of  Texas  Health  Center  at  Tyler 
11937  U.S.  Hwy.  271  Tyler,  TX  75708 
(903)  877-7753  email:  clinres@uthct.edu 


FOR  SALE  OR  LEASE 


Practices  For  Sale 

FOR  SALE  — Growing  general  practice  and  facili- 
ties of  South  Main  Clinic.  TVvo  offices,  1250  sq.  ft. 
Each,  land,  parking  lot.  Near  two  hospitals,  two  nurs 
ing  homes.  1717  S.  Main  St.,  Fort  Worth,  TX  76110. 
$350K.  (817)  923-8217. 

GP  & Urgent  Care  practice  in  Fort  Worth.  Cash 
practice.  Nets  300K.  Call  broker  Paul  Bell,  Ph.D., 
(972)  931-1497. 


FOR  SALE 

fi 

PEDIATRIC  PRACTICE 

w 

In  Suburban  Houston 

Dr.  will  retire 

Send  inquiries  to; 

-2^ 

5757  Westheimer,  Suite  3,  Box  230,  Houston,  TX  77057 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 

Gynecology  practice  and  office  condominium 

for  sale  or  lease.  Located  in  Richardson,  Texas  (North 
Dallas  area).  Fax  replies  to  (972)  644-5338. 


OB-GYN  Practice  for  Sale 

Solo  OB-GYN  practice  available  for  sale  in 
small  East  Texas  community.  Close  travel- 
ing proximity  to  larger  cities.  Start  up  ex- 
penses and  first  year  income  guaranteed. 
Modern,  well-equipped  hospital  OB-GYN 
and  OR  facilities.  Excellent  physician  refer- 
ral base.  Call  (888)  484-3810. 


Office  Space  Available 

MEDICAL  SUITE  FOR  OCCUPANCY 

Private  practice  in  a modern  office  building,  a fully 
equipped  new  office  with  three  examination  rooms 
and  a minor  surgery  room  located  in  Houston,  Texas. 
Call  (800)  506-4074  and/or  contact  Box  271139, 
Houston,  TX,  or  send  a fax  to  (713)  668-7711. 


Equipment  For  Sale 

NEW,  NEVER  USED:  Cryomedics  LEEP  Unit, 
Model  110-G,  complete  system,  $2,900.  AMBCO  650 
AB  - Audiometer,  $600.  BARELY  USED:  AFFIRM 
VPIII  Micro  probe  processor,  $5,900.  Palestine,  Texas. 
(903)  729-5191. 


BUSINESS  AND 
FINANCIAL  SERVICES 


FINANCING  ALL  THE  NEEDS 
OF  HEALTHCARE  PROFESSIONALS 


Incredible  Service  for  over  72,000  Doctors! 

• Equipment  Leasing/Financing 

• Leasehold  Improvements 

• Supply  Contracts 

• Working  capital. 

• Application  only,  $150,000 

• Start  ups,  practice  acquisitions, 
buy-ins.  Competitive  fixed  rates. 

/(■/  1-800-225-2  )88  /v/.v  I -80(l-52()-0250 
Secure  website.  litt|i://HV\r\.hp.se.eom 
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Advertising  Directory 


Express  Transcription  Services,  Inc.,  a physician- 
owned  company,  offers  services  to  Texas  health- 
care professionals.  Our  state-of-the-art  voice 
recorder  is  conveniently  available  to  you  for  dic- 
tation via  any  telephone,  24  hours/day,  every 
day.  Twenty-four  hour  turnaround  of  accurate 
transcription  by  experienced,  well-trained  per- 
sonnel. For  more  information  call  toll-free  1- 
888-799-1399. 


PUT  YOUR  MEDICAL  PRACTICE  ON  THE 

WEB  — Complete  interactive  professional  WEB  OF- 
FICE now  available  for  medical  professionals.  Visit 
our  onsite  demo:  http://awebstore.com/medical. 
Phone  (972)  840-3553  or  e-mail:  doctors(a)aweb- 
store.com. 


LEGAL  SERVICES 


Legal  Representatiornof  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Griev- 
ances 


Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 


Advertising  Rates  & Data  — Regular  classified  adver- 
tising sells  for  $2,00  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substi- 
tuted for  formal  addresses  upon  request  at  no  extra 
cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do 
so  has  been  given.  The  advertising  office  will  not  con- 
tact ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to 
Melissa  McAdoo,  Advertising  Manager,  Texas 
Medicine.  401  West  15th,  Austin,  Texas  78701. 
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Educational  Opportunities 


ULTRASOUIMD  EDUCATION 


Radiology  (Abdominal) 

October  1-3 

OB/Gyn 

October  15-17 

Fatnily  Practice 

November  19-21 

Emergency  Medicine 

September  10-12 
December  3-5 

Advanced  Emergency 
Medicine 

November  6-7 

OB/Gyn  (5  day) 

September  21-25 
October  26-30 
December  7-11 

Echocardiography 

November  9-16 

Vascular 

October  5-9 

Radiology 
(5-day  Abdominal) 

September  14-18 
October  26-30 
Nov.  30-Dec.  4 

Prostate 

October  31 

Courses  listed  above  are  held  in  Houston,  TX.  Con- 
tract courses  can  be  brought  to  your  location,  mini- 
mum enrollment  required.  Call  (800)  239-1361  for 
more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


uuuuw. aheconline.com 


Second  Annual  Current  Issues  in  Long  Term 
Care  Facilities:  An  Update.  September  25,  UT 
Southwestern  Medical  Center  at  Dallas,  Simmons 
Biomedical  Research  Building,  Excellence  in  Educa- 
tion Foundation  Auditorium.  For  nursing  home  ad- 
ministrators, medical  directors  and  long  term  care 
Allied  Health  professionals.  Course  Director:  Kevan 
Namazi,  Ph.D.  Contact  Jennifer  Quintanilla,  program 
coordinator,  (214)  648-7180. 

Zale  Lipshy  Advanced  Seminars:  Gastroen- 
terology Update:  A Didactic  & Skills  Sympo- 
sium for  the  Primary  Care  Physician,  September 
26,  UT  Southwestern  Medical  Center  at  Dallas,  Sim- 
mons Biomedical  Research  Building,  Excellence  in  Ed- 
ucation Foundation  Auditorium.  Course  Director: 

John  M.  Dietschy,  M.D.,  and  Stuart  J.  Spechler,  M.D. 
Contact  Kathy  Matthews,  program  coordinator, 

(214)  648-2200. 

5th  Annual  Paul  Peters  Day  in  Urology,  October 
2-3,  UT  Southwestern  Medical  Center  at  Dallas,  Sim- 
mons Biomedical  Research  Building,  Excellence  in  Ed- 
ucation Foundation  Auditorium.  Specifically  for 
Urologists.  Course  Director:  John  McConnell,  M.D. 
Contact  Jonya  Kelsey-Williams,  program  coordinator, 
(214)  648-3792. 
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Gastroenterology  Update 
A Didactic  and  Skills  Sywosrai  for 
THE  Primary  C are  Practitioner 

SEPTEMBER  26,  1998 
DALLAS,  TEXAS 

Course  Directors:  John  M.  Diotschy,  M.D. 
and  Stuart  1.  Spechler,  M.D. 

CO-SPONSOREI3  BY: 

J he  Department  of  Internal  Medicine, 
Southwestern  Medical  School  and 
The  Office  of  Continuing  Education 

PLACE: 

Excellence  in  Education  Foundation 
Auditorium  Harold  C.  Simmons  2nd 
Floor  U r Southwestern  Medical  Onter 
at  Dallas 

DESCRIPTION: 

An  update  on  the  latest  information 
and  techniques  in  the  diagnosis,  treat- 
ment and  management  of  common 
gastrointestinal  disorders  and  diseases. 

CME  credit  offered 
FEE: 

$85.00  Physicians;  $75.00  UT  Alum 
CONIACT: 

Continuing  Education;  U F South- 
western Medical  Center  at  Dallas  / 
5323  Harry  Hines  Boulevard  / Dallas, 
TX  75235-9059 

Phone:  214/648-2166,  1/800/688-8678 
, Fax:  214/648-2317 

http://www.swmed.edu/home_pages/ 

cme/ccrrrain.html 

m 

Zale  Lipshy  University  Hospitae 

At  Southwestern  Medical  Center 


CERTIFICATION  & 
EDUCATION^ 

Set  yourself  apart  from 
the  competition  with  the 

ABQAURP  CREDENTIAL. 

There  is  a demand  for 
certified  experts  in  QI/UM  for 

UTILIZATION  MANAGEMENT, 
PEER  REVIEW  & 
QUALITY  IMPROVEMENT. 

1998  QI/UM  COURSES  & EXAMS: 

The  only  QI/UM  exam  developed 
in  cooperation  with  the  NBME. 

CONTINUING  EDUCATION  SEMINARS: 

OCTOBER  Bethesda,  MD 
NOVEMBER  San  Antonio,  TX 

CME  COURSES  AND  EXAMINATIONS: 

SEPTEMBER  Cleveland,  OH 


OCTOBER  Bethesda,  MD 


FOR  FURTHER  INFORMATION 
PHONE:  1-800-998-6030 


FAX:  813-286-4387  AD-TM98 


Southwestern  Center  for  Minimally  Invasive 
Surgery;  Laparoscopic  Advances  in  Colorectal 
Surgery,  October  2-3,  UT  Southwestern  Medical 
Center  at  Dallas,  McDermott  Plaza,  D1.600. 

Course  Director:  Clifford  Simmang,  M.D.  Contact 
Jonya  Kelsey-Williams,  program  coordinator, 

(214)  648-3792. 

New  Knowledge  Mini-Fellowship,  October  4-9, 
UT  Southwestern  Medical  Center  at  Dallas.  Course 
Director:  Willis  Maddrey  M.D.  Contact  Connie  Hayes, 
program  director,  (214)  648-4852. 

Ophthalmology  Pearls  tor  the  Primary  Care 
Physician,  October  17,  UT  Southwestern  Medical 
Center  at  Dallas,  Simmons  Biomedical  Research 
Building,  Excellence  in  Education  Foundation 
Auditorium.  Course  Director:  Karanjit  Kooner,  M.D. 
Contact  Stacey  Novotny,  program  coordinator, 

(214)  648-3784. 
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Educational  Opportunities 


Contact:  Liz  Leonard  for  more  information. 

Texas  Society  of  Pathologists  (800)  880-1300,  ext.  1521 


Focusing  on  Excellence  in  Medicine 

SINCE  1921 


Texas  Society  of  Pathologists 
1 998  New  Issues  Forum 

Omni  Houston  Hotel 

September  12,  1998  in  Houston,  Texas 

Topics  will  include  compliance  issues,  CPT  coding, 
medicolegal  and  ethics  issues  in  pathology,  human 
error  in  pathology,  and  a legislative  update  on  state 
and  national  issues. 


To  find  CME  opportunities  in  Texas,  go  to 

<http://www.texmed.org/>  and  click  on  Education/ 
CME.  Then  select  Continuing  Medical  Education  or 
call  (800)  880-1300,  ext.  1552,  or  (512)  370-1552. 

Texas  Dermatological  Society's  1998  Fall 
Meeting,  October  23-25,  Four  Points  Hotel, 

Lubbock.  Wound  closure  and  advances  in  clinical 
dermatology  will  be  covered.  One  hour  of  ethics  in 
dermatology  included.  Contact  Rachael  Reed  at  TDS, 
(800)  880-1300,  ext.  1527,  for  more  information. 

Texas  Neurological  Society's  Second  Annual 
Winter  Conference  - February  19-21,  1999,  Austin 
Marriott  at  the  Capitol.  “Cycle  of  Neurological  Life” 
will  cover  pediatric  neurology  through  end  of  life 
issues.  Contact  Rachael  Reed  at  (800)  880-1300, 
ext.  1532,  for  more  information. 


The  Diagnosis  and  Management  of  Childhood 
Cancer  and  Hematologic  Disease,  October  31, 
Moore  Auditorium,  Children’s  Medical  Center  of 
Dallas.  Course  Director:  G.  Buchanan,  M.D.  Contact 
Leah  Cannon,  program  coordinator,  (214)  648-3794. 

Contemporary  Issues  and  Practices  in  OB/ 
GYN,  October  28-30,  Doubletree  Lincoln  Hotel, 
Dallas.  Course  Directors:  Karen  Bradshaw,  M.D., 
and  Susan  Cox,,  M.D.  Contact  Leah  Cannon, 
program  coordinator,  (214)  648-3794. 

26th  Annual  Williamsburg  Conference  on 
Heart  Disease.  December  6-9,  1998.  Williamsburg, 
Virginia.  Sponsored  by  American  College  of  Cardiol- 
ogy. Program  Director:  William  C.  Roberts,  MD, 

FACC.  18.5  category  1 credit  hours.  For  information, 
call  (800)  253-4636,  ext.  695;  fax  (301)  897-9745. 


TEXAS  MEDICAL  ASSOCIATION 


For  the  Record 


Seminar  Highlights 

✓ Release  and  Retention  Issues 

✓ Terminating  Patients 

✓ Common  Questions  about  Documenta- 
tion 

✓ Medical  Records  and  the  Lawsuit 

✓ Charting  Pearls 


The  Office  Guide  to  Charting, 
Releasing,  and  Organizing 
Medical  Record  Information 


Tex 


TexasMedical 

Association 


Gamiiia  soon  10  him  liaioiis! 

San  Antonio  - September  16 
Abilene  - September  30 
Houston  - October  14 
McAllen  - October  28 
Fort  Worth  - November  18 
lyier  - December  2 


Gall  (808)  881-1300.  exl.  1411 
or  (S12)  370-1411  li  I 


Tel  800.880.1300 
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BackTalk 


Question 

As  an  international  medical  gradnate,  how  have  you 
been  received  in  the  Texas  medical  community? 


t i ities  such  as  Dallas  appear  to  be  more  receptive,  as 
V^are  some  of  the  smaller  towns.  Overall,  people  have 
been  fair,  with  a few  exceptions.” 

Deepak  G.  Bedi,  MD,  46 

radiology,  Houston 

ti\i  ery  well.  I have  been  in  practice  in  Wichita  Falls  for 
W 26  years  since  1972.  I completed  my  residency  in 
urology  at  UTMB  in  Galveston.  Texas  is  home  for  me.” 

Farid  G.  Khoury,  MD,  59 

urological  surgery,  Wichita  Falls 

I C 1 1 has  been  very  good  for  the  past  19  years.” 

Ching  Ho,  MD,  69 

general  surgery,  Houston 

ti\i  ery  poorly,  despite  my  qualifications.  I have  even  lo- 
ir cated  in  a small  town  where  my  services  are  needed. 
There  appears  to  be  a strong  anti-IMG  or  foreigner  bias.” 

Jose  A.  Eisma,  MD,  58 

family  practice.  West 

I C I f there  was  any  degree  of  discrimination  at  all,  I never 
I noticed.” 

Avila  E.  Arcala,  MD,  55 

family  practice.  Port  Arthur 


BackTalk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m_mcever@texmed.org. 


1 1 I have  been  received  well  in  the  Texas  community, 
I though  with  managed  care  I wonder  how  much  harder 
it  will  get  for  the  international  medical  graduate!” 

Sharda  J.  Doshi,  MD,  53 

pediatrics,  Beaumont 

C A Mk  s I live  and  work  in  a large  cosmopolitan  Texas  city, 
I found  that  I am  judged  by  my  individual  manner- 
isms, personality,  and  knowledge  base  most  of  the  time.  It  is 
always  a pleasure  to  return  to  the  warmth  of  Texans  after  vis- 
iting the  stuffy  northeasterners.” 

Virendra  H.  Oza,  MD,  56 

anesthesiology,  Houston 

i C ery  well  — I enjoy  my  patients  and  my  practice.” 

Jafar  Farnam,  MD,  52 

allergy  and  immunology,  Webster 

it  uring  residency  training,  I had  to  demonstrate  pro- 
ficiency  both  as  a female  and  an  IMG  — the  perfor- 
mance of  IMGs  needs  to  be  superior  as  compared  with  the 
average  performance  of  non-IMGs.  Once  in  private  practice, 
my  patients  were  my  judges.  By  rendering  care  in  a profes- 
sional, empathetic  manner  with  consideration  for  psycholog- 
ical and  socioeconomic  differences,  my  practice  expanded 
because  my  patients  spread  the  word.  Thus,  after  training, 
what  we  do  for  our  patients,  our  skills,  and  the  patient-physi- 
cian relationship  defy  the  stigma  of  IMGs.” 

Elaine  M.  Barron,  MD,  54 

internal  medicine,  El  Paso 
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A Message  To  physicians  Everyw 


’fo  Yzjuji 


As  thousands  of  your  colleagues  already  know 


»o^  lower  J 

it 


Autoflex 

makes  getting  the  exact  vehicle  that  you  want  easy. 

wmm  - ^ ^ - 


^ui  !jj  ■'’ 

Endorsed  by  medical  associations  nationwide, 


:::!-  •c''’.'a.  Our  sheer  volume  | 

saves  you  money  with  lower  rates,  tiwra|G^j|rrf^^‘ . ■ % 


-liiv 


■ With  lower  prices,  more  options,  immediate 

delivery,  ■ and  maximum  prices  for  trade-ins;  --■a  ( 


www.autoflex.com 


1.800.634.1234. 


Lower 

MONTHLY 

Payments 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  clo.sed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 


Endorsed  by  medical  associations  nationwide.  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasing 


“/  like  the  personal  attention 
I get  when  I meet  with  a TMAIT 
dedicated  insurance  agent.” 


V n/p  exhfo  time  h ^c>l^eclu(e  meeting, 
I'd  ireoJ  ohdul'  my  In^^uifOni^e 
e>pt(ein4  i^jl^enevef  / £>he>^e  h Je> 


Ci/^e  catwenccitce  cmd 

4^nx/cce  *1  cfA^ett  ^ osdl  TMAIT 

^egid<^cuzntefui-  euui  coltA.  a.  4£no4ce 

'iefifieAe*ttatcite.  ” 


TMAIT  offers  the  financial  protection  your  family  needs... 
and  the  insurance  choices  you  want. 


To  get  the  information  you  want  through  the  mail,  caU  toll-free:  1 800  880-8181... 

To  speak  with  a representative  at  TMAIT  headquarters, 
caU  us  toll-free  at  1 800  880-8181,  Dept.  2210A... 

Or  to  get  information  from  a dedicated  TMAIT  representative*  in  your  area  call: 


Austin  Area 


Jeff  Clark,  Forrest  Reed 

(also  San  Antonio,  CC,  Rio  Grande  Valley) 
Austin  • 512-794-0034 


Stan  Beatty,  CLU 
Cedar  Park  • 512-258-7263 


Houston  Area  Bob  GaUivan,  CLU 

Houston  • 713-641-3686 

Tom  English,  Duane  Horne 
Houston  • 713-984-6400 

Midland/Odessa  David  Theobald,  CLU,  ChFC,  CFP 
Midland  • 915-683-3535 


San  Antonio 
Area 


Fred  Meandro,  CLU 

San  Antonio  • 210-308-0000 


Fort  Worth  Brent  Basham 

Area  Fort  Worth  • 817-335-2422  • 800-330-2323 

Charles  Jones,  CLU,  ChFC 
Forth  Worth  • 817-336-1571 


Abilene/Lubbock/  i David  Theobald,  CLU,  ChFC,  CFP 
Amarillo  Area  Midland  • 915-683-3535 

Patrick  Bailey 
Lubbock  • 806-794-6805 

El  Paso  Area  Bill  Tarpley,  CLU,  ChFC 
El  Paso  • 915-587-8355 

Priscilla  Aranda 
' El  Paso  • 915-533-7511 


Dallas  Area/  Clark  Randall,  CLU 

East  Texas  Dallas  • 972-437-1010 


responsibilities... Big  decisions... 
Get  solid  financial  protection  for 
^our  family  from  TMA. 


Undorsed  By 


Tex 

tt 


TexasMedical 
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Adminislered  By 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


^Agents  who  represent  TMA-endorsed  insurance  pl3.ns  receive  no  commissions  from  either  1 MAI!  or  I MA. 


Cover  Story 

Between  poverty 
and  plenty 

It’s  a choice  no  parent  should  have  to  make,  but  one  that  many  fam- 
ilies face  on  a regular  basis:  food  on  the  table  and  a roof  over  ±eir 
heads  or  health  insurance  coverage  for  the  children.  Many  working 
families  make  too  much  to  qualify  for  aid,  but  not  enough  to  pay  in- 
surance premiums.  Two  new  state  programs  are  designed  to  help 
ease  the  burden  and  improve  children’s  access  to  heal±  care. 

By  Teri  Moran 


Cover  illustration  by  Joseph  Daniel  Fiedler 


The  Journal 


Departments 


48 


A tuberculosis  hotline  in  Tyler: 
a Texas  resource  for  primary  health  care 
providers  for  the  control  of  infectious  diseases 

By  Valerie  A Robison,  DOS,  MPH,  PhD; 

David  E.  Griffith,  MD;  J.  Peter  Cegielski,  MD,  MPH; 
Margaret  R.  Reed,  RN,  MSN;  Donald  R.  Nash,  PhD 


Texas  Medicine  Rounds  1ft 


Treating  heart  disease  • Women’s  health  summit  • Flu  sho 
info  • Firearms  danger  • Turning  research  into  reality  • 
TMAF  magic  • Nursing  home  nutrition  • Convenient  healtl 
care  • Mexican  measles  outbreak  • Going  postal  for  orgar 
donation  • Sweating  the  details  • Internet  health  news  • 
Physician,  sell  thyself  • United’s  still  growing  • Blaming 
carpal  tunnel  s3mdrome 


Dengue:  a review 

By  Ruby  S.  Rodriguez-Tan,  MD; 
Michael  R.  Weir,  MD 
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VIedical  Economics 

Billers  beware  28 

3e  careful  when  you  decide  to  hire  outsiders  to  do  your  billings  and  collections.  As 
m Arlington  physician  is  finding  out  the  hard  way,  you  could  be  stuck  with  the  bill 
f they  make  a mistake  or  don’t  follow  the  rules.  Here’s  how  to  avoid  trouble. 

By  Laurie  Stoneham 


Legislative  Affairs 

iBudget  battle  39 

There  will  be  a new  wrinkle  to  the  biennial  state  budgeting  process  when  legisla- 
tors convene  in  Austin  in  January.  Instead  of  trying  to  squeeze  blood  out  of 
turnips,  lawmakers  will  be  dealing  with  a budget  surplus  that  could  reach  $7.5  bil- 
lion, thanks  to  a robust  economy  and  money  from  the  tobacco  lawsuit.  One  key 
budget  writer  says  he’s  going  to  have  to  learn  a new  way  to  say  no. 

By  Ken  Ortolon 


iMedical  Education 

iMedical  school  money  42 

I Where  do  the  medical  schools  in  Texas  get  the  money  to  educate  future  genera- 
Itions  of  physicians?  The  funding  is  a complex  matter  and,  contrary  to  what  some 
j people  believe,  it  doesn’t  all  come  out  of  taxpayers’  pockets. 

:By  Laurie  Stoneham 
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The  Big  Picture 


Flatirons  near  University  of  Colorado  campus  in  Boulder,  Colo,  by  Paul  H.  Ellenbogen,  MD,  Dallas 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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f At  Century  American,  Well  Guide  1 
1 You  Through  The  Unknown.  J 


When  it  comes  to  group  practice 


ability  coverage,  some  programs  might 
:ave  you  lost.  Century  American’s  group 
overage  policies  are  designed  to  meet 
our  needs  based  on  the  way  your  group 
tractices  medicine  in  today’s  changing 
nedical  profession. 

Unlike  other  companies  just  now 
ntering  the  group  protection  arena, 


entury  American  has  firsthand  experience 
solving  the  unique  issues  facing  physician 
oup  practices.  Our  claims  defense  team, 
sk  management  experts  and  team  of 
tstomer-driven  specialists  make  group 
rotection  affordable,  secure  and  Hexible  - 
’s  been  our  specialty  since  1986. 

Unless  you  compare  programs,  you 
never  see  the  difference  when  it  comes  to 


choosing  professional  liability  coverage.  The 
Century  American  difference  is  knowing 
which  way  to  turn.  For  your  personal  guide, 
call  1-800-476-2002. 

CenT 

Insurance 

Centuiy  .American  Insurance  Company 
Century  American  Casualty  Company 


Addressinq  Physicians’  Needs 


A$KTHE 

FINANCIAL 

EXPERT$ 

by  Michael  J.  Smith,  MS,  MBA,  CPA,  CPC,  CFP,  QPA 

* Over  the  past  few  years,  my  retirement  plan  and  my  personal 
investments  have  grown  significantly,  and  I am  becoming  increas’ 
ingly  concerned  about  asset  protection  and  income  taxes.  Are 
there  any  creative  strategies  that  will  protect  my  assets  and  also 
reduce  my  income  tax? 

* The  first  line  of  defense  in  any  asset  protection  program  is  adequate 
insurance.  Make  sure  your  homeowners  and  auto  insurance  are  suf- 
ficient. In  addition,  you  can  buy  supplemental  coverage  through  an 
umbrella  policy.  This  is  inexpensive  and  protects  against  liabilities 
over  the  limits  of  your  homeowners  and  auto  policies.  It  is  also  crit- 
ical that  malpractice  coverage  is  complete.  We  recommend  a 
review  every  one  to  two  years  with  your  agent.  The  agent  should 
have  a good  sense  of  what  is  going  on  in  the  courtroom. 

Unfortunately,  insurance  will  not  cover  every  liability.  Here  are 
some  strategies  for  protecting  assets  not  protected  by  insurance: 

Assets  in  an  irrevocable  trust  are  protected  trom  claims.  The  trust  can  he  set 
up  for  your  benefit  or  for  the  benefit  of  your  heirs.  The  use  of  a Charitable 
Remainder  Trust  is  becoming  a popular  strategy  for  increasing  income  as  well 
as  asset  protection.  Remember,  once  the  property  is  transferred,  it  must 
remain  under  the  control  of  the  trust  and  it’s  subject  to  gift  tax. 

Qualified  retirement  plans  offer  protection  from  claims.  This  is  true  as  long  as 
there  are  non-owner  employees  covered  by  the  plan. 

Some  states  provide  special  protection  for  Individual  Retirement  Accounts 
and  Annuities. 

A Family  Partnership  provides  some  protection  since  a creditor  cannot  force 
the  sale  of  property  inside  the  Partnership. 

Offshore  trusts  are  touted  as  providing  both  asset  protection  and  tax  savings. 
Absent  of  fraud,  the  tax  savings  are  a myth.  A better  strategy  is  to  set  up  a 
trust  domiciled  in  the  U.S.  with  a foreign  trustee.  Unfortuiaately,  this  strategy 
can  be  very  expensive  because  of  set-up  and  annual  fees,  not  to  mention  you 
are  giving  up  control  of  your  assets  to  someone  you  do  not  know. 

Mtt/uk’l  J.  Smit/i  IS  i/k.’  MtiJUi^eru/  Acivaiicctl  Services  at  Mercer  Glahal  Advisurs  (MGA).  MCA  designs  fhtancial  .solutions  uj  aJtiress  t/ie  unique 
needs  oj  dix'tors  anti  t/ieir/amilies.  Its/rnanciiii  hlunners  arc  su/)|H)rfeti  Iry  oirjhjTaie-hdsed  paision.  trust,  accounting,  luui  lau’e-XlH-Tt,  anti  their  fee- 
only  mve.smk’nt  management  savices  give  uidiVitiuoi  mvestm-s  occe.ss  to  the  cost  atui  tta  /rene/iLs  oj  institutionai  jumLs.  To  reach  Mu’A,  call  toii'jree, 
(800)  896'4MGA.  or  visit  then  ueb  siu’  at  u’U’tv.mgativisors.com,  These  hypothetical  questions  anti  aiLsuers  arc  fmn-itieJ  fur  cducaaorud  Irurpuses 
only-  Your  circumstances  may  vary.  Tfiics.  consult  a jnianctai  aiui/or  legal  Imijessiojud  before  riuihng  these  types  of  iL'cisiuns. 


Editor’s 

Note 


In  my  previous  life  as  a public  infor- 
mation officer  for  Austin’s  Brackem 
ridge  Hospital  and  Children’s  Hospital 
of  Austin  at  Brackenridge,  one  of  the 
things  that  surprised  me  most  was 
learning  just  how  many  working  fami- 
lies can’t  afford  insurance  for  their  chib 
dren.  Of  course,  I knew  there  were  peo- 
ple who  didn’t  have  insurance  because 
they  were  unemployed  or  homeless  or: 
both.  However,  it  never  occurred  to  me| 
how  many  families  there  are  in  which 
both  parents  work  but  they  Just  can’t 
afford  the  monthly  premiums. 

I’ll  never  forget  the  anguish  of  the 
parents  from  Round  Rock  who  were 
forced  to  drop  insurance  coverage  for 
their  son  to  pay  the  family’s  living  ex- 
penses, only  to  see  him  severely  burned 
a couple  of  weeks  later  while  working] 
on  a school  chemistry  experiment  at 
home.  They  were  determined  to  pay  the 
thousands  of  dollars  in  medical  bills,  but, 
they  faced  financial  ruin  in  doing  so. 

That’s  why  Senior  Editor  Teri  Moran’s 
cover  story  (pp  34-38)  on  insurance  cov- 
erage for  children  caught  in  the  middle 
between  poverty  and  plenty  is  so  impor- 
tant. Although  some  dispute  whether 
government  should  get  involved  in  such 
matters,  the  Children’s  Health  Insurance 
Program  and  Texas  Healthy  Kids  Corpo- 
ration offer  some  hope. 

It’s  too  bad  the  family  from  Round 
Rock  didn’t  have  access  to  such  a pro- 
gram. 


Larry  BeSaw 

Managing  Editor 
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of  Texas 


Superior  Leasing  means  “Superior  Service”... 


/Vo  Deposit 
No  Ooivin,  Pciifm.ey\rt 


Hm's 

’ '^(il/^  F/^ee  Uoayveir  Cdirs 
I ' &ilP  /nsui'O.nce  Iviroludiedi 


Next  Od/^  O&l'miri^  {hM^i/vke/re! 
No  Suirp\ri.ses  dt  Oeli.^ei^/f! 
Hdsste-P/'ee  SKopptn^ 
disk  dibout  3%  Cdsb  ddok 

CALL  TOLL  FREE: 


148 

Per  Month* 


85A  Package,  3rd  Seat,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air  Conditioning  and  Running  Boards!! 

month  dosed-ond  lease  with  purchase  option.  MSRP-  $34,635.  Tax,  title,  license  and  1st  pajment  due  on  delivery  for  a total  of  S2343  due  at  inception. 
No  security  deposit  on  approved  credit.  Total  of  payments-  $21,504.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15c  penalty  for 
every  added  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit. 


ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  ARE  WELCOME!! 


1-800-988-0994 

Or  (972)  994-0994 

www.superiorleasing.com 


LEXUS  GS300  or  GS400 


Ready  for  Immediate  Delivery!! 


"If  you  don't  call  for  our  low  lease  quotes... 
YOU'LL  PAY  TOO  MUCH!! 


uperiof  Leasing 
is  preferred  bp 
the  physicians 
themselves!! 
iere's  what  one 
had  to  say... 


"I  Itad  two  cars  with  imfiniskd  leases.  Superior  Leasing 
I was  able  to  terminate  those  leases  and  lease  tivo  new  cars  of  my  choice 
including  a BMW  740  il  They  were  delivered  to  my  front  door  in  just  tivo 
days!  Thafswhaticall  'creative financing'!  Tome, 

Superior  Leasing  means  Superior  Service!!" 


Miguel  Cintron,  MD 
Harlingen,  TX 


Miguel  Cintron,  MD,  Harlingen,  TX 


"Home  of  the  tailor-made  lease. " 


igh  mileage,  low  mileage,  closed  or  open-ended,  maximum  tax  impact,  multiple  security  deposits,  zero  or  maximum  down  and  regardless  of  credit  history... 
whatever  you  need,  Superior  Leasing  can  provide.  We  will  custom  tailor  a lease  to  best  fit  your  needs! 
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A vote  for  alternative  care 


Thank  you  for  the  article  on  alter- 
native medicine  (“Out  of  the 
Shadows,”  Texas  Medicine,  August 
1998,  pp  26-32).  For  2 years,  1 
have  been  trying  various  alterna- 
tive modalities  in  my  internal  medicine 
practice  to  see  which  ones  integrate  eas- 
ily into  my  patients’  lifestyles,  are  cost- 
effective,  and  yield  success. 

After  working  with  a naturopathic 
doctor,  trying  alpha  biofeedback,  hiring 
a massage  therapist,  and  referring  pa- 
tients to  a talented  wellness  psycholo- 
gist for  relaxation  training  and  breath 
workshops,  1 accidentally  discovered  the 
best,  easiest,  least  expensive,  and  most 
efficacious  therapeutic  approach  when  1 
was  asked  by  SpectraCell  to  draw  nor- 
mative data  for  Galveston  County.  I was 
intrigued  by  this  lymphocyte  assay  that 
measures  23  different  intracellular  func- 
tion assays  and  serum  homocysteine, 
and  absolutely  shocked  when  the  defi- 
ciencies for  our  area  were  so  high.  Like 
most  doctors,  I believed  our  abundant 
caloric  intake  included  the  vitamins  and 
nutrients  our  bodies  need. 

What  a shock  it  was  to  find  a 44%  cal- 
cium deficiency,  33%  glutathione  defi- 
ciency, 25%  cysteine  deficiency,  75% 
antioxidant  function  deficiencies,  and 
multiple  B vitamin  and  mineral  deficien- 


cies. The  most  unexpected  reaction  was 
still  to  come.  Replacement  of  the  defi- 
ciencies with  supplements  and  nutri- 
tional interventions  yielded  2 major 
effects:  81%  of  my  patients  no  longer 
needed  their  antihypeitensive  or  gas- 
trointestinal medications;  cholesterol 
levels  and  ratios  plummeted,  and  diabet- 
ics came  under  control  in  3 days  as  they 
lost  their  insulin  resistance.  Many  other 
general  medical  and  psychological  condi- 
tions cleared  up  within  2 to  4 weeks. 

The  other  unexpected  result  was 
that  when  the  right  fuel  was  put  in  the 
human  tank,  the  mind-body  spirit  con- 
nection appeared  without  effort.  Blue- 
collar  Texas  City  men,  who  my 
colleagues  said  would  never  accept  “al- 
ternative medicine,”  suddenly  stopped 
smoking,  joined  yoga  classes,  or  started 
meditating!  Managed  care  companies, 
many  of  which  don’t  pay  for  this  test 
yet,  wanted  to  know  why  my  cost  of 
care  is  30%  to  50%  of  last  year’s  cost. 
One  health  maintenance  organization 
even  recalculated  my  cap  and  sent  me 
an  unsolicited  $18,000  check  retroac- 
tive to  the  beginning  of  the  year. 

Based  on  all  this  scientific  data  col- 
lection for  my  region  and  on  “therapy,” 
which  is  basic  cellular  biochemistry  ap- 
plied to  medicine,  I have  been  able  to 
convince  my  patients  to  try  this  form  of 
“integrative”  medicine.  Now,  most  of 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-mail  it  to  Texas  Medicine,  TW\A, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org.  Please  type  tetters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  five.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to 
editing  and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of 
the  Texas  Medical  Association. 


them  are  breathing  right,  smoking  and 
drinking  less,  getting  massages,  and 
enjoying  life  much  more  than  a year 
ago  when  they  were  on  4 to  5 medica- 
tions each.  A year  ago,  many  of  my  col- 
leagues branded  a scarlet  “Q”  on  my 
forehead  for  Quackery.  Now  it  stands 
for  Quality. 

My  advice  to  physicians  who  want 
to  dabble  in  “integrative”  medicine  is 
put  in  the  right  fuel  and  the  patient  will 
self-direct  to  his  or  her  spiritual  and 
“mind-body”  development  without 
your  effort. 

Dorothy  F.  Merritt,  MD 

1125  N Highway  3 
Texas  City,  TX  77591 

Defining  deception 


Russell  Hoverman,  MD,  PhD,  made 
a surprising  number  of  excellent 
points  in  his  limited  space.  (“The 
Notion  of  Benevolent  Deception,” 
Forum  on  Ethics,  Texas  Medicine, 
July  1998,  p 26).  But  an  important  omis- 
sion — the  perennial  bugbear  of  philos- 
ophy — was  simply  a definition  of 
deception.  And  knowing  what  it  is  will 
become  increasingly  important  as  clini- 
cians are  expected,  for  example,  to  cer- 
tify “medical  necessity,”  with  the  explicit 
threat  of  criminal  prosecution  and  finan- 
cial and  professional  ruin  if  they  “lie.” 

The  case  of  Viagra  has  allowed  the 
public  a hint  of  the  sort  of  confusion, 
inconsistencies,  and  contradictions 
with  which  the  notion  of  “medical  ne- 
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Get  some 


Action 


in  your  e-mail  box 

Action  is  going  electronic. 

Sign  up  today  to  subscribe 
to  Action,  the  newsletter, 
via  e-mail. 


WHY? 

• Don't  wait  for  snail  mail  to  bring  you 
Action’s  news,  insights  and  practice- 
saving tips 

• Get  each  monthly  issue  nearly  two 
weeks  early. 

• Get  one  less  piece  of  mail  from  TMA. 

• File  the  articles  electronically  or  instantly 
zap  them  to  your  friends  and  colleagues. 


To  subscribe,  visit  the  Members’  Only  section  of  the  TMA  Web  site  at  www.texmed.org  and  follow  the 
links  from  the  home  page.  Next  months  issue  of  Action  will  arrive  In  your  e-mail  box,  for  free,  before 
the  ink  is  even  dry  on  the  paper  version. 


Brian  H.  Tew,  M.D.,  J.D. 

SHAREHOLDER 

Legal  representation  of  physicians 
involving:  Medical  Malpractice, 
Medical  Staff  Peer  Review, 
Texas  State  Board  of  Medical 
Examiners  (hearings,  settlement 
conferences  and  licensure). 
Economic  C r e d e n t i a 1 i n g , 
Managed  Care  Disputes. 

Not  board  certified  by  the  Texas  Board  of  Legal  Specialization 


Hays,  McConn,  Rice  & Pickering 

400  Two  Allen  Center  - 1200  Smith  St.  - Houston.  TX  77002 


A' 


O 
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Direct  Line 
713-752-8311 


— J E-mail 

BHT@HaysMcConn.com 


Letters 

cessity”  is  fraught.  But  the  truth  is  that ! 
this  is  already  a large  and  rapidly  grow-  ‘ 
ing  minefield  for  physicians  who  are  : 
still  trying  merely  to  advise  and  advo- ' 
cate  for  their  patients  in  accordance  i 
with  their  patients’  own  perceived  best  i 
interests.  This  is  why  it  is  not  merely  i 
“benevolent  deception”  when  politi- 1 
clans,  bureaucrats,  and  businesspeople 
demand  that  only  what  is  “medically 
necessary”  be  done,  while  they  reserve 
to  themselves  the  right  to  make  pater- 
nalistic judgments  about  what  is  neces- 
sary and  what  is  not. 

Timothy  N.  Gorski,  MD 

1001  N Waldrop  Dr,  Ste  815 
Arlington,  TX  76012-4704 


Replace  Medicare 
with  Americare 


Before  frustrated  Texas  physicians 
join  physician  organizations  such 
as  Physician  Partners  of  Texas,  a 
statewide  physician-run  health 
maintenance  organization  (HMO), 
or  some  medical  management  group, 
take  a deep  breath  and  relax.  Are  these 
concepts  feasible?  The  bankruptcy  of 
the  California  Medical  Association’s 
HMO  is  only  1 example  of  many  un- 
successful attempts  by  physician  organ- 
izations to  deal  with  profit  care. 

Furthermore,  many  physicians  re- 
fuse to  join  organizations  that  assume 
financial  risks  due  to  ethical  concerns 
about  a conflict  of  interest  with  the  role 
as  patient  advocate.  In  addition,  the  re- 
lationship between  profit  care  and 
physicians  is  likely  to  deteriorate  as 
profit  care  consolidates  to  4 or  fewer 
profit  care  organizations  per  market. 

What  choices  do  physicians  have?  We 
can  hope  that  government  regulations 
control  profit  care’s  antipatient  behavior, 
or  legislation  could  allow  physicians  to 
organize  and  negotiate  with  profit  care 
without  the  current  restrictions  on  physi- 
cian groups,  to  level  the  playing  field  and 
produce  a system  of  checks,  balances, 
and  fair  play  that  Americans  admire. 

Ultimately,  I believe  that  attempts  to 
regulate  and  reform  profit  care  will  fail. 
In  a booming  economy,  the  number  of 
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medically  under-  and  uninsured  people 
continues  to  soar.  This  speaks  to  the 
misplaced  priority  of  profit  care.  Not 
only  does  profit  care  have  as  its  only 
priority  profit,  not  the  patient,  it’s  also 
inefficient.  Profit  care  spends  30%  to 
40%  of  each  health  care  dollar  on  over- 
paid chief  executive  officers  and  ad- 
ministrative costs  including  profits. 

A far  better  approach  to  health  care 
reform  would  be  to  reform  Medicare 
and  then  cover  Americans  with 
Medicare  for  all,  Americare.  The  final 
result  would  be  quality  universal  care. 
Therefore,  I would  recommend  the  fol- 
lowing to  physicians  who  wish  to  or- 
ganize to  deal  with  profit  care. 

• Back  patient-friendly  regulation  of 
profit  care. 

• Back  legislation  that  would  allow 
physicians  to  organize  to  negotiate 
with  profit  care  on  a level  playing 
field. 

• Push  for  Medicare  reform  that  would 
bring  about  quality,  affordable 
Medicare  for  all,  Americare,  with  the 
freedom  to  choose  one’s  physician 
and  guarantee  continuity  of  care. 

Gerald  Frankel,  MD,  FACS,  PA 

1411  Redbud  Blvd,  Ste  261 
McKinney,  TX  75069 


Hepatitis  C not  incurable 


It  is  disturbing  that  a TMA  publica- 
tion would  publish  dead-wrong  in- 
formation that  might  harm  large 
numbers  of  patients  if  believed  by 
their  physicians.  (See  “Hepatitis  C 
Notification  Falls  to  Physicians,”  Action, 
August  1998,  pp  1-2). 

In  the  first  sentence  of  the  article, 
hepatitis  C is  called  incurable.  Wrong! 
That  was  not  true  in  February  1991 
when  the  US  Food  and  Drug  Adminis- 
tration (FDA)  licensed  alpha  interferon 
treatment  of  hepatitis  C due  to  a viro- 
logical  cure  rate  of  nearly  20%.  It  is 
even  more  untrue  now  since  the  FDA  li- 
censed Rebetron,  a combination  of  al- 
pha interferon  and  ribavirin,  which  can 
virologically  cure  about  45%  of  pa- 
tients relapsing  after  interferon  treat- 
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World  of  Medicine 
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I-or  more  information:  (800)  880-1300,  exl.  1550, 
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shock,  trauma,  disfigurement,  chronic  debilitating  pain  and 
permanent  psychological  damage. 


To  protect  your  reputation,  we  take  every  claim  seriously. 


Even  the  most  absurd  claims  can  be 
damaging  it  they’re  not  handled  properly.  Which  is 
why  the  full  weight  of  our  more  than  60  years  ot 
experience  in  medical  liability  insurance  is  brought 
to  bear  on  each  and  every  claim,  no  matter  how 
frivolous  that  claim  may  appear.  In  fact,  when 
appropriate,  we  have  appealed  cases  all  the  way  to 
the  United  States  Supreme  Court,  at  no  additional 
cost  to  policyholders.  Because  you  can’t  put  a 
bandage  on  a damaged  reputation. 
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New  publication  from  TMA! 


STARTING  A MEDICAL  PRACTICE  IN  TEXAS 

by  Donald  P.  Wilcox,  JD  and  Christopher  K.  Davis,  JD 

Learn  how  federal  and  state  laws  regulate  the  practice  of  medichie  in  Texas, 
plus  practical  business,  legal,  tax,  and  managed  care  information  for  starting 
a practicel 

$19  - TMA  members 
$29  - Nonmembers 

To  order,  mail  payment  to  TMA  Bookstore,  401  W.  15th  St.,  Austin,  TX  78701; 
call  (800)  880-1300,  ext.  1423  or  (512)  370-1423;  or  fax  (512)  370-1632. 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


W e are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


Medical  Insurance  Services 


For  additional  infonnation.  contact: 


Richard  Vento,  Executive  Vice  President 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texas  77056 


(800)  622-9296 

or  in  Houston 

(713)  622-9296 

l’liysician.s  & Surgeons  Professional  l.iahility  • Clinics  • Hospitals  • HR  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  (lenters 
Ambulatory  Care  Centers  • tini(|ue  Healthcare  Instirance  Requests 


Letters 


ment  and  41%  of  those  previously  un- 
treated. The  FDA  licensed  the  combina- 
tion this  summer  for  patients  relapsing 
after  treatment  with  interferon;  it  has 
under-priority-review  use  in  the  latter 
group.  Constructive  research,  which 
may  lead  to  further  curability,  is  ongo- 
ing worldwide. 

As  to  the  Action  article,  one  should 
be  concerned  that  if  physicians  believe 
the  false  premise  that  hepatitis  C is  in- 
curable, they  will  not  trace  and/or  cor- 
rectly advise  their  patients  about  their 
options. 

By  the  way,  the  discovery  date  is 
wrong,  too.  Hepatitis  C was  discovered 
by  scientists  at  Chiron  Corp  in  1987  — 
11  years  ago.  The  discovery  was  an- 
nounced subsequently  to  the  public  in 
the  Wall  Street  Journal  in  the  spring  of 
1988.  See  the  Chiron  Corp  Web  site  at 
www.chiron.com. 

Norwood  Hill,  MD 

3808  Townsend  Dr 
Dallas,  TX  75229-3924 

Home  health  care  cuts 


As  you  are  probably  aware,  recent 
changes  in  Medicare  reimburse- 
ment for  home  health  agencies 
will  have  significant  impact  on 
beneficiaries,  physicians,  and  the 
entire  medical  community.  These 
changes  may  result  in  increased  hospi- 
tal admissions  and  emergency  depart- 
ment visits,  and  affect  your  ability  to 
refer  patients  for  home  health  care. 

The  Interim  Payment  System  (IPS) 
for  home  health  agencies,  contained  in 
the  Balanced  Budget  Act  of  1997,  has 
resulted  in  average  reimbursement  re- 
ductions of  60%  for  Texas  home  health 
agencies.  The  new  per-beneficiary  re- 
imbursement in  the  Balanced  Budget 
Act  places  a cap  on  the  reimbursement 
the  agency  can  receive  per  beneficiary 
per  year.  For  most  agencies,  this  limit  is 
a drastic  reduction. 

The  average  spending  in  Texas  per- 
beneficiary  per  year  in  1996  for  home 
health  services  was  $8,200;  however, 
the  limits  under  IPS  average  $3,200 
statewide  and  as  low  as  $2,626.29  per 
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i beneficiary  for  rural  home  health  agen- 
) cies  for  1998.  These  reimbursement 
1 rates  include  the  cost  of  medical  sup- 
I plies.  Unlike  hospital  reimbursement 
I under  diagnostic  related  groups,  IPS 
i does  not  recognize  the  differences  in 
I client  need  and  does  not  allow  for  any 
! profit  if  agencies  are  able  to  operate 
1 under  the  limits.  It  establishes  a flat  ag- 
i gregate  per-beneficiary  limit  not  to  ex- 
I ceed  actual  costs. 

) Funding  for  home  health  agencies 
that  take  high-cost,  chronically  ill,  or 
medically  complex  patients  will  be  dif- 
i ficult,  and  as  a result,  physicians  prob- 
\ ably  will  experience  more  difficulty  in 
I referring  these  patients  to  home  health 
I agencies  that  will  have  limited  re- 

i sources  to  care  for  them  under  IPS. 

1 

Several  bills  that  would  amend  the 
I IPS  have  been  introduced  in  Congress; 
however,  none  really  fix  the  inherent 
problems.  The  Texas  Association  for 
Home  Care  is  putting  significant  re- 
sources into  supporting  these  bills  and 
informing  Congress  of  the  impact  of 
these  changes  on  the  beneficiary  and 
the  entire  medical  community,  as  well 
as  pushing  for  a moratorium  on  IPS  un- 
til a case  mix  adjusted  prospective  pay- 
ment system  can  be  developed.  We 
encourage  you  to  contact  Congress  re- 
garding the  changes  in  the  home  health 
reimbursement  and  how  they  impact 
your  patients. 

Anita  Bradberry 

Executive  Director 
Texas  Association  for  Home  Care 
3737  Executive  Center,  Ste  151 
Austin,  TX  78731 


I 

I 
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Transitions:  Legal  Considerations  in 
Selling  or  Closing  a Medical  Practice 

by  Hugh  M.  Barton,  Jl) 

If  you  ;m'  retiring,  selling  your  practice,  or  Joining  a new  practice  setting,  you 
will  w;mt  to  read  Texas  Medical  Association’s  newest  Strategy  Series  publication. 
TMA  members  - $19  Noninembers  - $29 
Mail  payment  or  credit  card  information  to  TMA  Bookstore, 

401  W.  15th  St.,  Au-stin,  TX  78701-1080;  fax  credit  card  order 
to  (512)  370-1635;  call  (800)  880-1300,  ext.  1423. 
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AND  TINSLEY,  P.L.L.C. 

• Certified  Public  Accountants  • 

& Management  Consultants 

to  keep  healthcare  professionals  independent. 


Practice  Management 
Strategic  Planning 
Managed  Care  Negotiations 
Integrated  Delivery  Systems 
Practice  Monitoring 
Financial/Estate  Planning 


Practice  Valuation 
Managed  Care  Contracting 
Cost  Accounting 
Mergers/Acquisitions 
Procedural  Analysis 
Tax/Audit/Bookkeeping 


Endorsed  by  the  AMA  Doctor’s  Advisory  Network 
and  the  Texas  Medical  Association 


3200  Southwest  Freeway,  Suite  3000 
Houston, Texas  77027 
Tel.  713.993.0847  Fax.  713.960.8223 
www.omtcpa.com 


Tel  800.880.1300 
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People 


Newsmakers 


Orthopedic  surgeon  James  M.  Beck- 
ley,  MD,  was  elected  to  the  Board  of  Di- 
rectors for  Fort  Worth’s  Center  for  Pain 
Management. 

The  1998-1999  Texas  Academy  of  Fam- 
ily Physicians  officers  include  Stephen 
Benold,  MD,  Georgetown,  president; 
Marcus  Purvis,  MD,  Brenham,  president- 
elect; Lloyd  Van  Winkle,  MD,  Castroville, 
vice  president;  and  Donald  Stillwagon, 
MD,  The  Woodlands,  treasurer. 

Wichita  Falls  family  practitioner  D.  Clif- 
ford Burross,  MD,  received  the  1998 
Philip  R.  Overton  Award  from  the  Texas 
Medical  Foundation  for  his  meritorious 
service  in  Texas  medical  peer  review. 

Houston  cardiovascular  surgeon  Michael 
E.  DeBakey,  MD,  was  awarded  an  hon- 
orary doctor  of  science  degree  from  the 
Board  of  Trustees  of  The  Pennsylvania 
State  University. 

Fort  Worth  pediatrician  Melissa  J.  Gar- 
retson,  MD,  was  elected  delegate  to  the 
American  Medical  Association  House 
of  Delegates  by  the  AMA  Young  Physi- 
cians Section. 

Houston  orthopedic  surgeon  Jack 
Jensen,  MD,  served  on  the  medical 
team  for  the  1998  Goodwill  Games. 

Fort  Worth  physical  medicine  and  reha- 
bilitation specialist  Susan  K.  Linder, 
MD,  received  the  Rehabilitation  Profes- 


sional of  the  Year  Physician  Award  for 
outstanding  contributions  to  the  ex- 
pansion and  implementation  of  med- 
ical and  rehabilitation  programs  and 
service  for  1998. 

Leonard  G.  Paul,  MD,  San  Antonio, 
was  named  1998  Texas  Family  Physi- 
cian of  the  Year  by  the  Texas  Academy 
of  Family  Physicians. 

Austin  obstetrician-gynecologist  Bradley 
B.  Price,  MD,  won  first  place  in  the  50  to 
54  age  group  in  the  National  Triathlon 
Championship  in  June  in  Orlando,  Fla. 

Deaths 

Elmore  McCall  Averyt,  Jr,  MD,  64;  San 

Antonio;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1959;  died  August  5,  1998. 

William  Roger  Bernell,  MD,  54;  Fort 
Worth;  University  of  Tennessee  College 
of  Medicine-Memphis,  1967;  died  July 
21,  1998. 

David  Wattam  Bryant,  MD,  81;  Bridge- 
port; The  University  of  Texas  South- 
western Medical  School  at  Dallas, 
1944;  died  July  17,  1998. 

Michael  John  Elliott,  Jr,  MD,  53;  Austin; 


D.  Clifford  Burross,  MD  Susan  K.  Linder,  MD 


The  University  of  Texas  Medical  Brandi 
at  Galveston,  1971;  died  August  2, 1998i 

Michael  Garland  Frich,  MD,  87;  Sei 

dona,  Ariz;  University  of  Maryland 
School  of  Medicine,  1936;  died  Juhj 

28,  1998.  'i 

1 

Hunter  Pinckney  Harris,  Jr,  MD,  84| 

Houston;  New  York  Medical  College 
1940;  died  August  4,  1998.  ! 

Jaime  Levy,  MD,  74;  Houston;  Escuelcj 
de  Medicina  de  la  Habana-Cuba,  1952  ■ 
died  July  9,  1998. 

Isadore  Lipkin,  MD,  64;  Houston;  Tern  j 
pie  University  School  of  Medicine. 
1959;  died  July  22,  1998.  , 

f 

Harry  M.  McClendon,  MD,  79;  Denton;j 
The  University  of  Texas  Southwestern! 
Medical  School  at  Dallas,  1949;  diedi 
July  14,  1998.  1 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers! 

section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza-j 
tion,  or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johanna_f@texmed.org. 
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Alexander  Walker  McCracken,  MD, 

^6;  Dallas;  University  of  Glasgow-Scot- 
land,  1956;  died  July  13,  1998. 


: Jacobus  Duncan  McCulley,  MD,  92; 

Houston;  The  University  of  Texas  Med- 
lical  Branch  at  Galveston,  1931;  died 
July  20,  1998. 

(Holland  Cypert  Mitchell,  MD,  91; 

I Waco;  The  University  of  Texas  Medical 
I Branch  at  Galveston,  1933;  died  July  7, 
!1998. 

John  Alois  Mueller,  MD,  69;  Seguin; 
Saint  Louis  University  School  of  Medi- 
cine, 1951;  died  August  4,  1998. 


Amanda  Meryl  Schnee,  MD,  52;  Hous- 
:on;  St  Andrews  University-Scotland, 
1968;  died  July  19,  1998. 


Bernard  Schnitzer,  MD,  70;  Dallas; 
The  University  of  Texas  Medical  Branch 
[at  Galveston,  1950;  died  July  26,  1998. 


tICharles  Perry  Shank,  MD,  50;  Fort 
tjWorth;  The  University  of  Texas  Medical 
llBranch  at  Galveston,  1983;  died  July 
i26,  1998. 

||Rachel  Glynn  Ford  Spiller,  MD,  73; 

iHouston;  The  University  of  Texas  Med- 
tical  Branch  at  Galveston,  1948;  died 
I August  7,  1998. 

li  Clyde  Scott  Stroud,  Jr,  MD,  86;  Corsi- 
f cana;  Baylor  College  of  Medicine-Dal- 
|las,  1936;  died  February  4,  1998. 


Now! 

Malpractice 

Insurance 

Alternatives! 

Cunningham 

^Group 

"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for; 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  • IPA's  • PHO's  • MSO's  • 

• Multi-Specialty  Practices  • 

For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
San  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.2825 
or  210.561.7909 
Fax:  210.561.2859 

Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


Tel  800.880.1300 
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Look  to  the  cause 

Legislative  committee  studies  cardiovascular  disease 


By  Teri  Moran 

Trying  to  reduce  the  incidence 
and  cost  of  cardiovascular  dis- 
ease (CVD)  without  address- 
ing its  causes  is  like  mopping 
up  the  floor  under  an  over- 
flowing sink  without  turning 
off  the  faucet,  said  Dean  Or- 
nish, MD,  researcher,  best-sell- 
ing author,  and  native  Texan. 

Invited  to  testify  in  August  before  the 
Subcommittee  on  Cardiovascular  Dis- 
ease, which  is  conducting  an  interim 
study  for  the  Texas  House  Committee 
on  Public  Health,  Dr  Ornish  said  that 
within  4 to  6 months  of  angioplasty  or 
bypass  surgery,  restenosis  or  occlusion 
is  apparent  in  the  arteries  of  one  third 
to  one  half  of  patients.  “In  heart  dis- 
ease, problems  tend  to  come  back.” 

CVD  is  the  No.  1 killer  in  Texas  and 
costs  the  state  some  $9  biUion  per  year.  Dr 
Ornish’s  research  has  shown  that  candi- 
dates for  bypass  surgery  often  can  avoid 
surgery  and  even  reverse  cardiovascular 
damage  by  changing  their  lifestyles.  “Our 
whole  system  is  geared  toward  drugs  and 
surgery.  In  medical  school,  we’re  taught 
that  approaching  disease  other  ways,  such 
as  through  diet  and  lifestyle,  isn’t  real 
medicine,  that  it’s  fringe  medicine.  And 
insurance  companies  historically  have  not 
reimbursed  for  anything  other  than  drugs 
or  surgery,  but  that  is  slowly  changing.” 


More  than  40  health  plans  now  reim- 
burse for  Dr  Ornish’s  CVD  program,  in 
which  a multidisciplinary  team  led  by 
cardiologists  teaches  patients  how  to  live 
heart-healthy  lives.  In  his  studies,  even 
patients  with  severe  CVD  could  arrest 
and  begin  to  reverse  the  disease  through 
diet,  exercise,  and  relaxation  techniques. 
“For  every  man  or  woman  who  can 
avoid  surgery,  you  save  at  least  $44,000 
instantly,”  Dr  Ornish  said.  “Those  are  real 
dollars  today,  not  theoretical  dollars 


years  later.  There  are  long-term  savings 
as  well  because  so  many  patients’  arter- 
ies clog  up  after  invasive  procedures,  and 
they  have  to  be  done  again.” 

Dr  Ornish  says  he  cares  about  how  the 
“touchy  feely”  components  of  his  pro- 
gram, such  as  learning  to  love  and  to  cope 
with  stress,  may  handicap  the  program’s 
wholehearted  acceptance  in  the  scientific 
community.  “But  I’m  committed  to  what’s 
true,  and  this  program  is  practical,  cost- 
effective,  and  medically  effective.”  ★ 


Laura  J.  Albrecht  j 

Dean  Ornish,  MD,  of  San  Francisco,  left,  who  is  nationally  known  for  his  research  on  preventing  cardiovascular  dis-  | 
ease  through  lifestyle  changes,  shares  prevention  strategies  with  Austin  cardiologist  George  Rodgers,  MD,  cochair  | 
of  the  Texas  Coalition  on  Cardiovascular  Disease  and  Stroke.  Both  physicians  testified  before  the  House  | 
Subcommittee  on  Cardiovascular  Disease  in  August. 
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Laura  J.  Albrecht 


Martha  Medrano,  MD,  a member  of  TMA’s  Women's 
l-lealthTask  Force,  participates  in  role-playing  activi- 
ties with  another  attendee  of  the  recent  summit 
‘Women's  Health:  Building  Our  Future.” 

Women’s  health  summit 
works  toward  healthier 
Texas  families 


Health  care  providers  and  admin- 
istrators, business  leaders,  re- 
searchers, government  workers, 
and  social  activists  were  among 
those  gathered  at  an  invitation- 
lonly  summit  in  Austin  to  focus  on 
women’s  health. 

j “Women’s  Health:  Building  Our  Fu- 
ture,” sponsored  by  the  Texas  Medical 
Association,  the  Texas  Department  of 
iHealth  (TDH),  the  Texas  Health  Foun- 
idation,  and  the  US  Department  of 
Health  and  Human  Services,  generated 
, ideas  that  will  guide  upcoming  activi- 
ties and  priorities  for  TDH.  Summit 
jparticipants  committed  to  collaborative 
jprojects  that  will  create  healthier  lives 
ijfor  Texas  women  and  their  families. 

Martha  Medrano,  MD,  San  Antonio 
'psychiatrist  and  member  of  TMA’s 
I Women’s  Health  Task  Force,  attended  the 
summit  and  said,  “I  appreciate  the  diver- 
I'sity  of  individuals,  disciplines,  and  points 
I of  reference  represented  at  the  meeting.  I 
j think  this  meeting  truly  laid  the  ground- 
work for  the  future  of  a healthier  Texas 
i not  only  for  women,  but  for  all.” 

The  summit,  held  August  13-15,  was 
funded  in  part  by  the  TMA  Foundation, 
the  philanthropic  arm  of  TMA.  For  more 
information  on  TMA’s  Women’s  Health 
; Task  Force,  contact  Jill  Aslakson  at  (800) 
880-1300,  ext  1412,  or  (512)  370-1412; 
or  e-mail  jill_a@texmed.org.  ★ 


Free  kits  provide 
immunization  information 


As  scientists  at  the  National  Insti- 
tute of  Allergy  and  Infectious  Dis- 
eases announce  discoveries  about 
uncommonly  deadly  strains  of  in- 
fluenza A virus,  other  researchers 
declare  that  the  number  of  cases  of  a 
drug-resistant  strain  of  Streptococcus 
pneumoniae  is  also  on  the  rise  in  the 
United  States.  The  2 illnesses  have  more 
in  common  than  their  life-threatening 
consequences  — they  can  be  prevented 
with  vaccines. 

The  Texas  Medical  Foundation 
(TMF)  and  a large  coalition  of  commu- 
nity leaders  and  health  care  profession- 
als want  to  increase  immunization 
rates  in  Texas  to  prevent  the  60,000 
deaths  caused  every  year  by  influenza 
and  pneumococcal  disease.  But  immu- 
nizing more  patients  in  the  office  also 
can  create  new  challenges  for  physi- 
cians in  private  practice.  As  a service  to 
medical  professionals,  TMF  and  coali- 
tion members  are  offering  free  infor- 
mational tool  kits  designed  to  simplify 
the  immunization  process.  The  free  kits 
include  important  information  on 
Medicare  electronic  and  roster  billing, 
office  reminder  systems,  and  promo- 
tional materials  for  use  in  the  office. 

With  these  resources,  TMF  and  coali- 
tion members  working  in  44  counties 
across  the  state  hope  Texas  physicians 
will  be  able  to  zero  in  on  the  Public 
Health  Service  immunization  goal  of 
60%.  Currently,  immunization  rates  in 
Texas  are  less  than  40%  for  influenza 
and  less  than  20%  for  pneumococcal 
disease.  To  order  a free  informational 
immunization  tool  kit  from  TMF,  Texas’ 
Medicare  peer  review  and  quality  im- 
provement organization,  or  to  take  part 
in  an  immunization  effort  in  your  area, 
call  Manuel  Rodriguez  or  Sonya  Banis- 
ter at  (800)  725-9216.  ★ 


BEFORE  YOU  SIGN 


Contract 


Things  you 
need  to  know 


No  detail  is  too  small  when  it 
comes  to  signing  a contract  for  a 
managed  care  organization 
(MCO).  Ask  the  following  ques- 
tions to  make  sure  you’re  clear 
on  an  MCO's  administrative  re- 
quirements before  you  sign: 

• How  will  I verify  a patient’s 
coverage? 

• How  will  I get  a referral  to  a 
specialist  for  a patient?  By 
telephone,  fax,  or  mail?  (Spe- 
cialists should  ask  the  same 
questions  to  determine  how 
they  will  get  authorizations.) 

• What  information  will  I need 
to  provide  to  secure  a referral 
or  authorization? 

• Who  must  request  the  referral 
— physician,  nurse,  or  admin- 
istrative staff? 

• Who  will  be  available  to  take 
and  evaluate  referral  re- 
quests? If  they  are  not  physi- 
cians or  nurses,  what  training 
will  they  have? 

■ Will  the  plan  or  the  referring 
provider  notify  the  patient 
when  a referral  is  approved? 
Will  the  plan  or  the  referring 
provider  notify  the  specialist 
of  the  referral? 


Source;  TMA's  Texas  Physician  Services 
Organization  (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523-TPSO,  or  (512) 
370-1418;  or  e-mail  gina_k@texmed.org. 


Tel  800.880.1300 
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It’s  News  to  You 

This  month,  “MedBj^es”  examines  3 Internet  services  that 
bring  health  and  health  care  news  directly  to  your  personal 
computer  (PC)  and  offers  information  on  a Texas  Medical  As- 
sociation service  that  can  provide  important  updates  for  your 
practice  and  a chance  for  you  to  win  a digital  camera. 


eludes  headlines,  short  abstracts,  and  links  to  full  text  of  the 
stories,  most  of  which  come  from  the  Reuters  news  service. 

Sign  up  at  www.intellihealth.com,  an  Internet  site  that 
also  promises  “the  Web’s  most  comprehensive  collection  of 
consumer  health  information  from  the  best  possible  sources.” 


Morning  coffee  or  market  closing 

One  of  the  oldest  of  the  Internet  news  delivery  services 
comes  from  InfoBeat,  a service  of  the  San  Jose  Mercury. 
Sign  up  at  www.infobeat.com  for  daily  e-mail  delivery  of 
the  latest  science  and  medicine  news.  Each  e-mail  in- 
cludes headlines  of  the  day’s  top  stories,  short  descrip- 
tions of  those  stories,  and  hot  links  to  the  full  text  on  the 
Mercury  Web  site.  You  can  pick  early  morning  or  late  af- 
ternoon delivery  and  customize  what  topics  are  covered 
when  the  electronic  paperboy  flings  the  day’s  news  onto 
your  e-mail  porch.  Besides  science  and  medicine,  you  can 
choose  from  among  top  national  and  world  stories,  and 
interests  such  as  sports,  politics,  business,  or  entertain- 
ment. Separate  Infobeat  services  track  your  favorite 
sports  teams,  stock  and  mutual  fund  prices,  and  even  the 
snow  conditions  at  US  ski  resorts. 


Exciting  possibilities 

The  portal  — a full-service  Web  site  that  offers  users 
news,  commerce,  and  information  links  — is  1 of  the 
newest  Internet  phenomena.  Yahoo!,  Microsoft,  and  USA 
Today  are  among  the  best  known  portal  sponsors.  While 
almost  all  of  the  portal  sites  offer  news  headlines  and 
links,  the  folks  at  my.excite.com  give  you  the  chance  to 
review  stories  on  topics  of  your  choice  from  a wide  vari- 
ety of  US  news  sources.  You  tell  the  service  the  keywords 
that  describe  your  topics  of  interest  (something  as  narrow 
as  “sudden  infant  death  syndrome”  or  as  broad  as  “health 
care  reform”),  and  excite  queues  them  up  for  you  to  read 
at  your  convenience.  To  improve  its  accuracy,  the  service 
occasionally  may  suggest  new  keywords  for  your  topics, 
and  it  “learns”  what  you  like  when  you  check  off  articles 
that  particularly  fit  your  needs. 


To  your  cyberhealth 

With  the  joint  backing  of  Johns  Hopkins  University  and 
Health  Systems  and  Aetna  US  Healthcare,  InteliHealth  spe- 
cializes in  providing  health  news  over  a variety  of  Internet 
media.  You  can  choose  from  2 different  daily  e-mail  news 
briefings.  The  professional  version  covers  the  latest  medical 
news  from  major  journals  and  medical  conferences.  The 
consumer  edition  brings  you  the  stories  your  patients  are 
likely  to  have  heard  or  seen  in  the  mass  media. 

Like  InfoBeat,  InteliHealth’s  mid-afternoon  delivery  in- 


You  oughta  be  in  digital  pictures 

A new  TMA  Cyber  Sweepstakes  is  under  way  with  another 
chance  for  you  to  win  a prize!  TMA  members  who  provide 
or  confirm  their  e-mail  addresses  through  the  “Members 
Only”  section  of  the  TMA  Web  site  at  www.texmed.org 
before  October  31  are  automatically  entered  to  win  a Ri- 
coh RDC-300Z  digital  camera  with  zoom.  The  camera 
holds  up  to  49  pictures  in  memory  and  comes  with  soft- 
ware to  transfer  your  images  quickly  and  easily  to  your 
computer.  Your  e-mail  address  will  be  used  to  contact  you 
with  breaking  health  care  news. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  theTMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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Firearms,  domestic  violence 
create  a deadly  combination 


During  October,  Domestic  Violence 
Awareness  Month,  the  Family  Vi- 
olence Prevention  Fund  is  re- 
minding the  nation  that  the 
presence  of  a gun  can  turn  an 
abusive  relationship  into  a homicide. 

According  to  the  US  Justice  Depart- 
ment’s Bureau  of  Justice  Statistics,  do- 
mestic violence  was  the  second  most 
frequent  reason  for  the  denial  of  hand- 
gun purchases  in  1997  behind  prior 
felony  conviction  or  a current  felony  in- 
dictment. “Firearms  and  Domestic  Vio- 
lence; Exploring  the  Links,”  a report 
produced  by  the  Handgun  Epidemic 
Lowering  Plan  (HELP)  Network,  in- 
cludes the  following  statistics  about  the 
firearm-domestic  violence  combination: 

• Firearm-associated  family  and  inti- 
mate assaults  are  12  times  more 
likely  to  be  fatal  than  those  not  as- 
sociated with  firearms. 

• Households  with  guns  are  7.8  times 
more  likely  to  have  firearm  homi- 
cides at  the  hands  of  family  mem- 
bers or  intimate  acquaintances  than 
homes  without  guns. 

• A gun  in  the  home  is  43  times  more 
likely  to  be  used  to  kill  a family 
member  or  friend  than  it  is  to  kill  in 
self-defense. 

The  report  also  contains  an  anno- 
tated bibliography  of  public  health  re- 
search; information  on  the  1996 
Domestic  Violence  Offenders  Gun  Ban; 
a listing  of  state  restrictions,  codes,  and 
provisions  against  the  possession,  pur- 
chase, and  control  of  firearms  by  indi- 
viduals who  are  the  subject  of  protection 
orders;  and  suggested  research  on  the 
connection  between  firearms  and  do- 
mestic violence.  For  more  information, 
visit  the  HELP  Web  site  at  www.child 
mmc.edu/help/helphome.htm.  For  a 
$10  copy  of  the  report,  call  (773)  880- 
8120,  or  e-mail  e-lebrun@nwu.edu.  ★ 


TALK  TO  TEXAS 

with  Texas  Medicine  Classifieds 

Fax  or  phone  in  your  classified  ad  or  educational  opportunity 
to  Texas  Medicine.  Checks,  VISA  or  MasterCard  accepted. 

For  more  classified  advertising 
information,  call  Texas  Medical 
Association’s  Advertising  Manager  at 
(512)  370-1393,  or 
fax  (512)  370-1632. 


Our 

Specialty  Is 

Protecting  Yours 

We  know  Malpractice  Insurance 

Wood/Menna  & Company  has  built  a reputation  on  integrity  and 
knowledge  of  the  current  medical  malpractice  insurance  marketplace! 

Wood/Menna  & Company: 

• Represents  the  majority  of  earners  writing  malpractice  insurance  in  Texas. 

• Provides  insurance  solutions  for  both  solo  and  group  practice  physicians. 

• Locates  the  best  protection  at  the  lowest  cost  regardless  of  your  specialty 
or  loss  history. 

Individual  and  Group  Physicians  and  Surgeons,  Clinics,  Surgery 
Centers,  Hospitals,  IPA’s,  501’s,  MSO’s,  Multiple  Specialty  Practices, 
Individual  and  Group  Disability  Insurance 


Wood/IVIenna  & Company 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 

www.insurance@malpractice.com 


Tel  800.880.1300 


Texas  Medicine  Rounds 


19 


TEXAS  MEDICAL  ASSOCIATION 


Advanced 

Specialty 

Vs  Day 

Seminars  For; 

✓ Cardiology 

✓ Primary  Care/Intemal 
Medicine 

^ OBG  / Pediatrics 

✓ Surgical  Specialties 

Coming  soon  to 
these  locations: 

Austin  - October  7 & 8 
Dallas  - October  19  & 20 
San  Antonio  - October  21  & 22 
Houston  - November  2 & 3 


Call  (800)  880-1300,  ext.  1421, 
or  (512)  370-1421  to  register. 


Jim  Lincoln 

Magician  Kent  Cummins  and  his  assistant  make  magic  at  TMAF’s  fifth  annual  benefit  during  TexMed  '98: 
Educational  Showcase  & Expo. 


TMAF  benefit,  tournament 
earn  nearly  $70,000 

mmmmmmammmmsBsm 

The  mysterious  and  entertaining 
world  of  magic  came  to  life  at 
Texas  Medical  Association  Foun- 
dation’s (TMAF’s)  fifth  annual 
benefit  held  during  TexMed  ’98: 
Educational  Showcase  & Expo.  The 
April  24  fundraising  event  netted  more 
than  $64,000  that  will  support  TMAE’s 
community  grants  program,  which  in- 
vites county  medical  and  alliance  soci- 
eties to  apply  for  funding  from  TMAE 
for  programs  that  reflect  TMA’s  key 
public  health  and  science  priorities. 

More  than  400  people  attended  the 
benefit,  which  was  cohosted  by  Austin 
orthopedic  surgeon  Bruce  Malone, 
MD,  and  his  wife,  Libby.  Included  in 
the  30  corporate  sponsors  were  top 
supporters  National  Heritage  Insur- 
ance Company,  American  Airlines,  Na- 
tionsBank, Astra  Merck,  EIRSTCARE, 
and  ProMedCo.  Inc. 

TMAF’s  first  golf  tournament 
fundraiser,  also  held  during  TexMed 
’98,  attracted  60  players  and  netted 
nearly  $4,000.  The  game  was  named  in 
honor  of  former  TMA  Executive  Direc- 
tor C.  Lincoln  Williston,  of  Austin,  and 
chaired  by  Austin  obstetrician-gynecol- 
ogist Bruno  Yharra,  MD. 

“Everyone  had  a great  time,  we  raised 
some  money,  and  we  learned  a lot  about 
how  to  make  next  year’s  tournament 


even  bigger  and  better,”  said  Joseph 
Abell,  Jr,  MD,  of  Austin,  president  of  the 
TMAF  Board  of  Trustees.  The  1999  tour- 
nament will  be  held  May  5 in  Dallas  in 
conjunction  with  TexMed  ‘99.  ★ 

UT  Southwestern  creates 
technology  office 


Officials  at  The  University  of  Texas 
Southwestern  Medical  Center  at 
Dallas  have  established  the  Office 
for  Technology  Development  to 
help  apply  biomedical  discoveries 
in  the  research  lab  to  actual  patient  care. 

The  new  office,  which  developed 
from  the  former  Office  of  Technology 
Transfer,  will  be  more  proactive  in 
dealing  with  investigators,  the  pharma- 
ceutical industry,  and  outside  investors 
in  using  UT  Southwestern  research  and 
technologies.  The  office  also  will  at- 
tract biotechnology  companies  to  Dal- 
las to  develop  new  medical  treatments 
made  through  molecular  biology  and' 
genetic  research,  says  internist  Dennis 
Stone,  MD,  vice  president  for  technol- 
ogy development  at  UT  Southwestern. 

“The  quality  of  research  on  campus. 
Judging  just  by  our  total  National  Insti- 
tutes of  Health  grants  ($82.7  million), 
indicates  we  should  probably  be  able  to 
justify  the  creation  of  half  a dozen 
biotech  firms,”  Dr  Stone  said.  ★ 
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J^rofessional  J^otection  Sxclusively  since  I8S9 


To  reach  your  local  office,  call  800-344-1899. 


Vitamins 
or  virtue? 

By  John  PettigroveJD 


One  single  sentence  set  off  a 
brouhaha  among  the  hundreds 
of  physicians  gathered  at  the 
American  Medical  Association’s 
annual  meeting  in  June.  “Physi- 
cians should  not  sell  health-related 
non-prescription  goods  from  their  of- 
fices at  a profit,”  recommended  the 
Council  on  Ethical  and  Judicial  Affairs 
(CEJA).  After  lengthy,  heated  debate. 
House  members  voted  to  send  the  hot 
potato  back  to  CEJA. 

That  debate  in  Chicago  mirrored  the 
almost  carnival  atmosphere  surrounding 
health  care  today,  which  has  been  ad- 
vanced by  the  public’s  interest  in  alterna- 
tive medicine.  It  seems  as  though 
anything  goes  — everything  from  vita- 
mins to  magnets  is  being  touted  as  hav- 
ing either  “wellness”  or  therapeutic 
benefits.  And  more  than  a few  of  our 
physician  colleagues  have  gotten  into  re- 
tail sales  of  vitamins  and  nutritional  sup- 
plements, some  of  which  are  excellent 
and  whose  value  has  been  authenticated 
by  well-designed  clinical  studies.  Others 
have  not  been  subjected  to  such  scrutiny, 
and  their  therapeutic  claims  are  doubtful. 

In  my  opinion,  and  speaking  from 
personal  experience,  the  question  we 


should  ask  ourselves  is  not  whether  such 
products  are  good,  but  whether  we,  as 
physicians,  should  be  selling  them. 

Not  so  long  ago  a good  friend  of 
mine  told  me  about  a great  business 
opportunity  selling  vitamins  and  nutri- 
tional supplements  he  had  discovered 
through  a physician.  Because  1 am  an 


internist,  my  friend  believed  the  prod- 
ucts would  be  good  for  my  patients. 
The  company  that  manufactures  and 
markets  the  products  says  they  can 
control  weight,  hypertension,  choles- 
terol, and  blood  sugar,  often  without 
other  medications.  According  to  the 
company’s  literature,  its  products  are 
as  revolutionary  as  the  development  of 
the  smallpox  vaccine,  the  discovery  of 
the  cause  of  scurvy,  and  Lister’s  discov- 
ery of  the  principles  of  antisepsis. 

Even  after  learning  the  products  had 
undergone  clinical  studies  at  a major 
medical  center,  I was  still  skeptical.  To 
convince  me,  my  friend  arranged  a 
conference  call  with  a few  participating 
physicians,  including  an  oncologist 
who  practices  in  a major  medical  cen- 
ter in  the  South  and  who  has  an  excel- 
lent professional  reputation.  After 
checking  out  a few  sources,  I signed  up 
as  a consultant. 

But  it  wasn’t  long  before  I began  to 
feel  uneasy  about  the  whole  thing.  I 


asked  myself  one  of  those  litmus-test 
kinds  of  questions,  “What  am  I going  to 
recommend  to  my  patients  if  and  when 
I find  a superior  competing  product?”  li 
also  began  thinking  about  whethetj 
Joseph  Lister  had  ever  sold  carbolic  acid  | 
or  rubber  gloves  out  of  his  office,  and  as  I 
more  doubts  surfaced,  I decided  to  quit.  i 


Twenty  years  ago,  physicians  selling 
nonprescription  goods  out  of  their  of- 
fices were  almost  unheard  of.  But 
things  change.  Today,  many  forces 
threaten  not  only  the  way  we  practice 
medicine  but  our  profession’s  ethical 
fabric  as  well,  which  is  the  essence  of 
our  relationships  with  our  patients  and 
society.  And,  as  AMA  leaders  learned  so 
painfully  from  the  Sunbeam  fiasco,  the 
mere  appearance  of  impropriety  can 
threaten  our  profession’s  credibility. 

I believe  physicians  selling  vitamins 
and  nutritional  supplements  from  their 
offices  creates  a hard-to-rectify  conflict  of 
interest  simply  because  the  values  of 
business  and  the  values  of  medicine  are 
polar  opposites.  The  ethics  of  business  is 
based  on  self-interest,  while  the  ethics  of 
medical  practice  is,  or  at  least  should  be, 
based  on  selflessness.  We  as  doctors  have 
a different  covenant,  a different  fiduciary 
responsibility.  Businesspeople  are  the  fi- 
duciary to  investors  and  physicians  are 
the  hduciary  to  patients  and  society. 


In  my  opinion,  and  speaking  from  personal  experience, 
the  question  we  should  ask  ourselves  is  not 
whether  such  products  are  good,  but  whether  we, 
as  physicians,  should  be  selling  them. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri_m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 


22 


Texas  Medicine  Rounds 


www.texmed.org 


r 

I 

I 

( 

Early  in  this  century,  the  Flexner  Re- 
iport  launched  an  era  marked  by  unbe- 
hevable  scientific  progress  and  lofty 
ethical  standards,  which  we  have  in- 
herited. It  has  not  always  been  easy  for 
me  to  live  up  to  those  traditions.  1 have 
^struggled  with  the  demands  of  medical 
practice  and  many  times  1 have  down- 
right resented  them.  The  blows  to  my 
self-esteem  and  my  professional  pride 
from  the  upheavals  of  recent  years 
jhave  sorely  tested  my  personal  in- 
tegrity and  perseverance. 

^ Makers  of  vitamins  and  nutritional 
products  recognize  the  value  of  a physi- 
cian’s recommendation  and  they  know 
about  our  frustrations.  They  know 
about  our  diminished  autonomy,  our 
shrinking  reimbursements,  and  our 
mounting  hassles,  and  some  of  them 
take  advantage  of  that  knowledge 
(through  their  marketing  strategies.  “Is 
(managed  care  choking  you?”  one  pro- 
motional video  might  say.  “Well  then, 
'doctor,  why  not  gain  financial  freedom 
at  the  same  time  you’re  helping  your 
patients  feel  better?” 

As  a young  man,  I heard  of  the  great- 
ness of  modem  medicine;  as  an  adult,  I 
have  seen  it,  and  now  I am  comforted 
to  be  a part  of  it.  Although  the  practice 
of  medicine  has  brought  me  a long  way 
in  this  life,  no  one  ever  promised  me  I 
would  become  rich  by  it.  ★ 


John  R.  ^ettigrove,  MD,  is  a pulmonary  disease  spe- 
cialist in  Corpus  Christi  and  member  of  the  Texas 
Med/c/ne  Editorial  Committee. 
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^ERMATOPATHOLOGY  LABORATORIES 


COCKERELLIASSOCIATES 


ERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dcrniatopathology 

■ Eivakiation  of  Margins 

■ Immunoflnoresccnce 

■ 1 m m Li  noh  istochcm  istry 

■ Clinicopathologic  Correlation 

■ Frozen  Sections 

■ Diagnostic  Constiltation 

■ Rush  2 Hour  Permanent  Sections 

24  Hour  Service  • Courier  • Air  Freight 
E'ax  Reports  • Stat  Pick-up 

CLAYJ.  COCKERELL,  M.D.  ROBERT  G.  EREEMAN,  NED. 

Medical  Director  Emeritus 

2 BUTLER  STREET  ■ SUITE  1 IS  ■ UALLAs.  I'EXAS 
2 14/638-2222  ■ 800/309-0000  ■ Fax  2 1 4/630-52 1 0 

E-niail  lab@skincancer.coni  ■ W'cbsiu  vv  v\  w.skincancer.coni 


Why  TLC  ? Specializing  solely  in  post-aente  brcmi 
Residential  program  ifhabUitation  for  oiw  15years.\ 


at  outpatient  costs 

Individual  program 
plan  wath  a continuum 
of  outcome 
focused  pathways 

Comprehensive 
evaluation  services 
& lifecare  planning 

Innovative  clinical 
research 

Superior  staff 
credentials  & ratios 


m ^ 

Long-term  living  * 


Sening... 
Health  Insurance 
Managed  Care 
Workers’  Comp 
Disabilitv  Insurance 
Settlements 


The  Transitional  Learning 
Comm  unitv  at  Galv  eston 

t/ 

Post-Acute  Brain  Injury  Rehabilitation 


528  Postoffice  Street,  Galveston.  Texa 
l-SOfi'TLc-GROW  x121,  www.neosoft. 
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A walk  in 
your  shoes 
could  open 
a mind. 


People  who  ^ 
affeet  health- 
eare  poliey  get  a , 
new  perspeetive  ^ 
when  they  walk  in  ^ 
physieians’  shoes.  ^ 


Mini-internships 
offer  them  the 
chance. 


^ Put  people 
. like  reporters, 
^ attorneys 
and  benehts 


managers  in 


your  shoes  and 
open  a path  to 
understanding. 


Ask  your 
county  medical 
society  about 
setting  up  a 
mini-internship 
program. 
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PHYSICIANS  CARING  FOR  TEXANS 


Laura  J.  Albrecht  I 

John  *'Chip''  Oswalt,  MD,  of  Austin,  past  president  of  the  Texas  Transplantation  Society,  unveils  the  new  organ  I 
donor  stamp  to  Texans  in  August.  a 


Stamp  out  organ  waiting  list 


Just  by  sticking  an  organ  donor 
awareness  postage  stamp  on  your 
outgoing  mail,  you  may  bring 
nearly  60,000  people  in  the 
United  States  closer  to  lifesaving 
organ  transplants. 

“There  are  many  initiatives  to  in- 
crease public  awareness  of  the  need  for 
more  donors.  This  postage  stamp  is  1 
more  way,  and  we  are  pleased  the  US 
Postal  Service  has  chosen  to  highlight 
organ  donation  through  issuing  this 
stamp,”  said  John  “Chip”  Oswalt,  MD, 
of  Austin,  immediate  past  president  of 
the  Texas  Transplantation  Society. 

In  Texas  alone,  nearly  3,000  people 
are  waiting  for  organs.  The  1990s  have 
seen  tremendous  success  in  transplan- 
tation, with  survival  rates  in  the  80% 
to  90%  range.  Many  of  those  who  re- 
ceive transplants  go  on  to  lead  produc- 
tive lives.  National  polls  show  that 
close  to  85%  of  Americans  think  organ 
donation  is  a good  idea. 

“But  somewhere  between  the  poll  re- 
sults and  reality,  the  system  breaks 
down  because  4,000  people  die  each 
year  waiting  for  organs,”  Dr  Oswalt 
said.  He  hopes  the  organ  donor  aware- 
ness stamps,  which  are  available  now  in 
post  offices,  will  bridge  the  gap  between 
the  poll  results  and  the  number  of  Amer- 
icans who  choose  to  be  organ  donors.  ★ 


Mexican  rubella  outbreak  jj 
threatens  to  cross  the  border  t 


ore  than  32,000  cases  of  rubella,^ 
or  German  measles,  have  been 
reported  in  Mexico,  according  to 


the  Pan  American  Health  Orga 


nization.  Mexican  health  offi 


I 


dais  estimate  the  true  number  of  cases 


is  more  than  50,000.  The  effect  of  these 
cases  is  being  felt  in  Texas. 

As  of  early  August,  nearly  80  cases 
of  rubella  had  been  confirmed  in  Texas,* 
which  is  more  than  6 times  the  number^ 
of  cases  reported  during  the  entire  year^ 
of  1997  in  the  Lone  Star  State.  All  but 
5 of  the  confirmed  cases  afflicted  per-J 
sons  of  Hispanic  ethnicity,  and  several 
cases  were  health  care  workers.* 
Rubella  has  been  confirmed  in  Bell,* 
Cameron,  Dallas,  Harris,  Hidalgo,  Jef-' 
ferson,  Montgomery,  Nueces,  Tarrant,* 
and  Willacy  counties.  j 

The  Mexican  states  with  the  greatest 
numbers  of  reported  cases  are  Tamauli- 
pas  (7,020),  Distrito  Federal  (5,588), 
Mexico  (5,110),  Chihuahua  (2,232), 
Veracruz  (3,413),  Oaxaca  (1,188),  and 
Nuevo  Leon  (957).  ★ 
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United  HealthCare's  planned  take- 
over of  Humana  has  collapsed,  but 
it  has  completed  the  acquisition  of 
Principal  Health  Care  of  Texas,  Inc. 
The  Corpus  Christi-based  health 
plan  was  formed  in  1994  and  now 
has  38,000  members  and  more  than 
1,200  physicians  on  its  provider 
panels.  It  also  is  affiliated  with  27 
hospitals  and  80  pharmacies  in 
South  Texas. 

Meanwhile,  United  has  reinstated 
the  stock  repurchase  program  it  had 
suspended  while  the  ill-fated  Hu- 
mana merger  was  pending.  The  pro- 
gram allows  the  company  to 
repurchase  up  to  10%  of  the  195.3 
million  shares  of  common  stock  it 
has  outstanding. 

Houston’s  Texas  Surgical  Associ- 
ates has  completed  its  first  year  of 
operation  and  among  its  accom- 
plishments is  signing  group  agree- 
ments with  27  insurance  companies. 
The  subspecialty  group  practice  of 
board-certified  cardiovascular  and 
thoracic  surgeons  was  established  by 
10  prominent  Houston  surgeons. 

Directors  of  the  North  San  Antonio 
Chamber  of  Commerce  have  en- 


dorsed the  preferred  provider  organ- 
ization sponsored  by  the  Bexar 
County  Medical  Society  as  an  al- 
ternative for  health  insurance  for  its 
members.  The  chamber  has  more 
than  800  members  employing  al- 
most 24,000  people,  which  trans- 
lates into  a potential  pool  of  more 
than  50,000  covered  lives. 

(San  Antonio  Business  Journal) 

Louisville-based  Res-Care  Inc  has 
signed  an  agreement  to  purchase 

the  Tangram  Rehabilitation  Net- 
work Inc,  of  San  Marcos. 

Crescent  Operating  Inc,  of  Fort 
Worth,  says  it  has  terminated  its  ne- 
gotiations with  Magellan  Health 
Services  regarding  the  previously 
announced  acquisition  of  its  50%  in- 
terest in  Charter  Behavioral  Health 
Services. 

Blue  Cross  Blue  Shield  of  Texas  has 

closed  its  claims  and  customer  serv- 
ice office,  costing  184  employees 
their  jobs.  A Blue  Cross  spokesper- 
son says  the  move  is  necessary  to  re- 
duce operating  costs  in  preparation 
for  the  rebidding  process  for  the  Em- 
ployee Retirement  System  of  Texas 
account.  (Austin  Business  Journal) 


Submit  items  for  inclusion  in  this  column  to  Larry  BeSaw,  From  the  Field,  Texas  Medicine,  401  W 15th  St, 
Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 


HealthBenefitCard 


MEMBER  NO  EHS  Rx  GROUP  NO. 

71100000370  600136090 


Austinites  thank  heaven 
for  7-Eleven  health  card 


Long  known  for  Slurpees  and  Big 
Gulps,  7-Eleven  has  given  a 
whole  new  meaning  to  “conven- 
ience” when  it  comes  to  health 
products  by  offering  the  Health 
Benefit  Card  for  $9.95. 

The  card  provides  lower-cost  eye- 
glasses and  hearing  aids  for  students,  re- 
tired people  on  low  or  fixed  budgets,  and 
people  who  are  uninsured  or  who  live  on 
low  incomes.  It  also  offers  up  to  20% 
savings  on  brand-name  prescription 
drugs,  up  to  35%  on  generic  prescription 
drugs,  and  up  to  45%  on  prescriptions 
filled  by  mail  through  Express  Pharmacy 
Services,  a division  of  Eckerd. 

The  Health  Benefit  Card,  which  is  be- 
ing tested  only  in  Austin,  was  the  prod- 
uct of  an  agreement  between  7-Eleven 
and  Health  Benefit  Services,  Inc,  a 
wholly  owned  subsidiary  of  the  JC  Pen- 
ney Insurance  Group,  and  Eckerd  Health 
Service,  also  a division  of  JC  Penney. 

The  card,  which  is  good  for  3 months 
of  savings  and  can  be  used  by  the  card- 
holder and  immediate  family  members, 
may  be  purchased  at  56  7-Eleven  stores 
in  Austin  and  is  accepted  at  all  Eckerd 
Drug,  Winn-Dixie,  K Mart,  and  Drug 
Emporium  stores.  Depending  on  the  re- 
sults of  the  Austin  test,  sales  of  the  card 
may  be  expanded  across  the  United 
States.  ★ 


Pel  800.880.1300 
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ADA  offers  solutions  to 
nursing  home  malnutrition 


Resources  like  time  and  staff,  not 
scientific  knowledge,  are  the  key 
to  alleviating  the  malnutrition 
afflicting  the  nation’s  2 million 
nursing  home  residents,  accord- 
ing to  The  American  Dietetic  Associa- 
tion (ADA). 

The  malnutrition  problem  is  growing 
because  people  are  living  longer  and 
many  residents  exhibit  an  advanced 
stage  of  disease  upon  admission  to 
nursing  homes.  Low  staffing  levels  and 
insufficient  time  to  assess  and  monitor 
nutritional  status  and  meal  times  also 
are  contributing  to  the  malnutrition  ex- 
perienced by  many  nursing  home  resi- 
dents. These  dilemmas  can  be 
addressed  by  improved  regulations  and 
greater  attention  to  individual  needs, 
according  to  ADA  officials. 

The  ADA  also  offers  the  following 
suggestions  to  nursing  home  facilities  to 
improve  the  nutrition  of  their  residents; 

• Provide  sufficient  time  in  nursing  fa- 
cilities to  assess  and  monitor  nutri- 
tional status  and  meal  times. 

• Include  registered  dietitians  as  part 
of  an  interdisciplinary  team  to  ad- 
dress the  nutritional  needs  of  nurs- 
ing home  residents. 

• Train  a broader  range  of  staff  and 
volunteers  to  assist  in  feeding  resi- 
dents. 

• Create  methods  for  residents  to  en- 
courage food  consumption  (ie,  fin- 
ger foods  versus  3 meals  a day)  and 
improve  the  eating  environment  to 
address  social,  emotional,  and  phys- 
ical concerns. 

For  a copy  of  “Determine  Your  Nutri- 
tion Health,”  an  ADA  checklist  of  poor 
nutrition  warning  signs,  send  a self-ad- 
dressed,  stamped  envelope  to  Nutrition 
Screening  Initiative,  1010  Wisconsin 
Ave  NW,  Washington,  DC  20007.  ★ 


SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


By  Melissa  McEver 


Carpal  tunnel  syndrome  has  become  the  workers’  complaint  of  the  1990s, 
but  a recent  study  suggests  that  other  diseases,  not  work-related  injury, 
may  cause  many  people’s  symptoms.  Research  conducted  by  the  Arthritis 
Specialists  of  Northern  Nevada  and  colleagues  revealed  that  40%  of  carpal 
tunnel  patients  studied  had  diseases  such  as  diabetes,  rheumatoid  arthri- 
tis, and  lupus  that  could  cause  arm  pain.  Only  11.8%  of  the  patients  knew 
they  had  these  conditions. 

(Archives  of  Internal  Medicine,  1I21I9S) 

An  enlargement  of  a particular  area  of  the  brain  might  reveal  a genetic  risk 
for  schizophrenia,  researchers  have  discovered.  British  and  American  doc- 
tors studied  the  MRI  brain  scans  of  schizophrenia  patients  and  compared 
them  with  those  of  unaffected  individuals,  finding  that  the  schizophrenia 
patients  had  larger  left  ventricles.  Schizophrenia  sufferers  also  had  smaller 
brain  volumes  than  their  unaffected  siblings,  the  study  concluded. 

(British  Journal  of  Psychiatry,  8/98) 

The  next  time  you’re  reading  with  a lamp  on  your  left  to  provide  light,  re- 
member this:  Physicians  at  the  California  Institute  of  Technology  found 
that  humans  have  a natural  preference  for  left  lighting  that  correlates  to 
right-  versus  left-handedness.  Researchers  discovered  that  a strong  prefer- 
ence for  left  lighting  exists  in  right-handed  people,  and  the  left-lighting 
preference  is  seen  in  southpaws,  too,  though  the  preference  is  weaker. 
(The  Dallas  Morning  News,  1121198) 

Could  Alzheimer’s  disease  be  caused  by  bacteria?  A recent  study  by  scien- 
tists at  the  Wayne  State  University  School  of  Medicine  discovered  a link 
between  Alzheimer’s  disease  and  Chlamydia  pneumoniae,  a common  res- 
piratory pathogen.  Research  showed  that  17  of  19  patients  with  advanced 
Alzheimer’s  disease  had  the  bacterium  present  in  the  areas  of  their  brains 
affected  by  the  disease. 

(Microbiology  and  Immunology,  vol  187,  no.  1,  1998) 

A new  avenue  of  treatment  for  patients  with  heart  damage  from  heart  attacks 
could  come  from  transplanted  muscle  cells,  Duke  University  researchers 
have  found.  The  researchers  injected  muscle  cells  into  the  hearts  of  rabbits 
with  heart  damage  and  found  the  muscle  cells  could  replace  dead  heart  cells 
and  improve  the  heart’s  functioning.  Though  the  experiment  wasn’t  always 
successful,  it  offers  new  hope  for  heart  attack  victims,  researchers  say. 
(Nature  Medicine,  8/98) 
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Doctor-Owned 

Managed 

Healthcare. 

Just  What  The 
Doctor  Ordered! 


Managed  Healthcare  Is  Under  New  Management. 

Physician  I\irtncrs  of  Texas  is  the  first  Ooctor  and  Dentist  owned 
liealtlicare  delivery  organization  in  Texas.  Oiir  Doctors  have  more 
control  over  their  patients’  care,  their  patient  base  and  their  own  rev- 
enues. hind  ont  how  PP  T is  managing  to  put  Doctors  in  control  of 
healthcare  by  making  reservations  at  the  PPT  presentation  nearest  you. 


Physician  Partners  of  Te.xas,  Inc. 


Putting  Healthcare  Back  Into 
The  Hands  Of  Doctors. 


Kingsville,  Texas  — October  13,  1998  — 7pm 
I loliday  Inn,  3430  S.  Hwy  77 

Cot  pus  Christi,  Texas  — October  I ‘I,  I 998  — 7pm 
Embassy  Suites,  4337  S.  Padre  Island  Drive 

I ictoria,  Lexas  — October  15,  1998  — 7pm 
Holiday  Inn,  2705  E.  Houston  Hwy 

Taredo,  Texas  — October  20,  1998  — 7pm 
Holiela)’  Inn,  800  Garden  Street 

T)el  Rio,  Texas  — October  21,  1998  — 7pm 
Ramada  Inn,  2101  Avenue  P 

Harlittgen,  Texas  — October  27,1  998  — 6pm 
Best  Western,  6774  Expressway  83 

Weslaco /McAllen,  Texas  — October  28,  I 998  — 6pm 
Best  Western  Palm  Air,  415  S.  International  (Weslaco) 

Brownsville,  Texas  October  29,  I 998  — 6pm 
Sheraton  4 Points,  3777  N.  E.xpressway 

San  Antonio,  Texas  — Movember  4,  1998  — 7pm 
Club  Hotel  by  Doubletree,  I I I I NE  Eoop  410 


37  1 E.  Ramsey  ■ San  Antonio,  T.x.  782  1 6 


For  Reservations  Call  1. 800. 366. 581 1 


Medical  Economics 


Billers  beware! 

Here’s  how  to  protect  your  cash  flow  when  using  a billing  service 


fl  hen  an  Arlington  emergency 
physician  turned  his  billing 
over  to  an  Oklahoma-based 
billing  service  in  1990,  he 
never  dreamed  that  he’d  be 
involved  in  a US  Depart- 
ment of  Justice  latvsuit  and 
become  personally  liable  for  thousands 
of  dollars  in  overcharges  the  company  is 
accused  of  submitting  to  the  government. 
The  billing  service  is  being  sued  under 
the  False  Claims  Act  for  upcoding  the 
claims  of  hundreds  of  emergency  room 
physicians  it  represented  around  the 
country.  One  estimate  of  damages  for  the 
alleged  overpayments  ranges  from  $360 
million  to  $715  million.  > > 


By  Laurie  Stoneham,  Associate  editor 
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j The  Texas  physician,  who  wants  to 
;remain  anonymous  because  the  case  is 
still  pending,  says  he’s  looking  at  ow- 
ing up  to  $50,000  in  a settlement 
judgment.  Claiming  innocence  of  any 
involvement  in  the  whole  business, 
the  doctor  says  he  and  his  group 
“don’t  know  anything  about  coding  or 
'billing.  We  relied  on  the  experts  to  do 
everything.’’ 

Relying  on  a service  to  perform  the 
increasingly  intricate  tasks  of  billing 
does  not  change  a physician’s  legal  re- 
sponsibility. Laura  Stephens,  an  Austin 
certified  public  accountant  and  prac- 
tice management  consultant,  said  doc- 
tors must  remember  that  “they  are 
responsible  for  everything  on  the  su- 
perbill and  everything  on  the  claim,  no 
matter  who  submits  that  claim.” 

Types  of  billing  services 

The  billing  process  has  become  a com- 
plex maze  requiring  expertise  and  skills 
Ithat  are  hard  to  find  and  keep  in  med- 
ical office  staff  personnel.  That’s  why 
physicians  are  choosing  to  outsource 
some  of  these  tasks  to  companies  that 
specialize  in  the  field.  While  there  are 
many  good  billing  companies,  there  are 
hundreds  of  single-person  and  fly-by- 
night  operations  that  can  cause  more 
harm  than  good. 

A no-frills  billing  service  collects 
your  billing  data,  submits  the  claims, 
and  collects  the  money.  The  billing 
.data  can  be  given  to  the  service  either 
through  hard-copy  superbills,  reports, 
|or  medical  records.  Or  the  data  may  be 
entered  into  the  office  computer  sys- 
tem and  exchanged  via  modem.  Some 
services  share  computer  hardware  and 
software  with  their  practice  clients. 

I Other  billing  companies  provide  ad- 
ditional services.  Tom  Smith,  president 
'of  Medical  Billing  Services,  Inc,  in 
Houston,  explains  that  his  company 
jserves  as  the  office  staff  for  his  hospi- 
tal-based physician  clients.  “We  help 
them  hire  nurses;  take  care  of  their 
pension  plans;  do  their  bookkeeping, 
their  payroll  taxes  and  tax  returns;  and 
even  negotiate  managed  care  con- 
tracts,” he  said. 

Sophisticated  billing  services  also 
can  provide  in-depth  analysis  of  payer 
mix,  utilization  review,  and  market 
i trends. 


Deciding  to  outsource 

Charlotte  Smith,  MI),  a pliysical  medi- 
cine and  rehabilitation  physician  in 
Austin,  has  handled  billing  functions  in- 
house  and  also  has  relied  on  an  outside 
vendor.  She  says  deciditig  to  outsotirce 
involves  determinitig  what  is  most  cost- 
effective  for  the  practice.  If  limited  types 
of  patient  services  are  rendered  and  only 
a few  codes  are  involved,  it  may  be  effi- 
cient for  a staff  person  to  oversee. 
However,  her  practice  is  far  more  com- 
plex these  days.  “I  see  inpatients,  I see 


Ml),  agrees.  He’s  considering  using  a 
service  after  nearly  6 years  of  in-office 
billing.  The  service  he’s  evaluating 
charges  10%  of  collected  revenues,  which 
he  thinks  is  fairly  steep.  But  he  says  he 
has  to  take  into  account  the  paperwork 
factor,  the  time  (he  signs  every  Health 
Care  Financing  Administration  form  that 
leaves  his  office),  staff  time  and  training, 
collection  hassles,  and  the  computer 
hardware  and  software  required  to  do  it 
in-house.  A billing  service  is  high,  he  said, 
“but  I’m  willing  to  go  for  it.” 


Doctors  must  remember  that  “they  are  responsible 
for  everything  on  the  superbill  and  everything  on  the 
claim,  no  matter  who  submits  that  claim.” 


outpatients,  I do  some  procedures,  I do 
a lot  of  volume  in  primary  types  of  care. 
There’s  a huge  variety  of  payers,  with 
everything  from  fee-for-service  and  cash 
to  managed  care  and  workers’  comp.  For 
me  to  have  a person  with  the  expertise 
to  handle  all  of  that  is  just  not  cost- 
effective.” 

Dr  Smith  says  she  has  found  physi- 
cians also  need  to  have  1 person  dedi- 
cated solely  to  collections  because  it’s  a 
demanding  and  time-consuming  job, 
but  extremely  important.  “The  other  is- 
sue is  that  if  you  have  1 employee 
who’s  doing  your  billing  and  collec- 
tions and  he  or  she  is  out,  or  sick,  or 
quits,  you’re  in  big  trouble.  So,  unless 
you  can  afford  at  least  2 people  to  do 
both  the  billing  and  collections,  you’re 
taking  a huge  risk.” 

Austin  pediatrician  Humberto  Rivas, 


Selecting  a billing  service 

Talk  to  colleagues  in  your  specialty  to 
identify  billing  services  capable  of  han- 
dling your  volume  of  patients  and  mix 
of  payers.  (See  “Topics  to  Discuss  with 
a Billing  Service,”  p 31.) 

Mr  Smith,  who  has  been  in  the  busi- 
ness for  13  years,  counsels,  “The 
billing  company  should  be  very  famil- 
iar with  managed  care.  The  company 
ought  to  know  how  to  handle  the  var- 
ious kinds  of  claims,  know  what  to  do 
when  not  paid  correctly,  how  to  appeal 
claims,  whom  to  complain  to,  and  so 
on.”  The  company  also  should  be  thor- 
oughly knowledgeable  of  Medicare 
and  Medicaid  billing  requirements  and 
regulations. 

Jamie  Claypool,  principal  of  J Clay- 
pool  & Associates,  a practice  manage- 
ment consultant  in  Spicewood,  suggests 


TliA  Adlvanitage: 

Billing  service  guidebook  coming 


TMA  is  in  the  process  of  developing  a guidebook  on  identifying 
and  selecting  a reliable  billing  service.  It  will  be  available  by 
year's  end.  For  more  information  on  this  publication,  please  con- 
tact Susan  Night  in  the  TMA  Health  Care  Delivery  Department  at  (800)  880- 
1300,  ext  1409,  or  (512)  370-1409;  or  e-mail  her  at  susan_n@texmed.org.  For 
specific  questions  about  billing,  contact  Pat  Coffey  in  TM A’s  Office  of  Pay- 
ment Advocacy  at  (800)  880-1300,  ext  1416,  or  (512)  370-1416;  or  e-mail  him  at 
pat_c@texmed.org. 


Tel  800.880.1300 
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Independent  • Fee-based 
Experienced  • Caring 


• Estate  planning  • Money  management  • Trusts 
• Family  financial  planning 


FINANCIAL  AD'MSORS 

A TRUST  COMPANY 


10000  Memorial  Drive  • Suite  650 
Houston,  Texas  77024 
713-683-7070 

e-mail:woodway@onramp.net 


B 


FREE  to  member  physicians  (while  supplies  last) 


An  all-in-one  guide  to  Texas 
Medical  Association  and  its  members 


I qoiiz  qe"!  my 

TMA  ms-mj  Phydcm 
Diredory  and  Retource  Guide, 


• Alphabetical  and 
geographical  listings 
of  physician  members 

• TMA  reference  section,  including  staff 
telephone  numbers 

• Listing  of  health-related  organizations, 

Texas  medical  schools,  and  hotline  numbers 

Call  TMA  toll  free  at  (800)  880- 1 300,  ext.  1310 

Additional  copies  available  to  members  for  $25, 

plus  8.25%  Texas  sales  tax 
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that  when  checking  the  references  of  <| 
billing  company,  make  sure  the  righ 
people  are  talking  to  each  other.  “I 
should  be  doctor  to  doctor  or  manage] 
to  manager  so  they’re  speaking  tht' 
same  language.  I would  question  th( 
clients  quite  thoroughly  about  wha' 
they  liked  about  the  billing  company^ 
what  they  didn’t  like,  what  its  strength?! 
are,  and  what  its  weaknesses  are.” 

Billing  basics 

Everyone  agreed  the  most  successful 
relationships  are  those  in  which  all  par- 
ties know  what’s  expected  and  every- 
one does  his  or  her  part.  A contract 
that  spells  out  in  detail  all  services  tc 
be  provided  is  a must.  j 

Mr  Smith  says  cooperation  is  vitallji 
important.  “It  takes  a joint  effort.  There’s 
no  way  you  can  hire  a billing  service  and 
then  expect  it  to  do  a good  job  if  the  doc- 
tor’s office  is  not  willing  to  help,  because 
all  the  information  comes  from  there.” 

Ms  Claypool  adds,  “A  billing  service 
can  perform  only  as  well  as  the  infor- 
mation provided.  If  you  don’t  provide 
adequate  information,  the  result  may 
be  a claim  denial  or  an  underpayment.” 

Deciding  who  does  the  actual  cod- 
ing is  a sticky  issue.  While  Mr  Smith 
performs  this  task  for  many  of  his 
clients,  delegating  that  responsibility 
should  include  tight  oversight  because, 
as  Ms  Stephens  pointed  out  earlier,^ 
there  are  compliance  issues  involved 
with  coding,  and  doctors  are  legally  re- 
sponsible for  the  correct  coding  level.  “I 
don’t  think  the  billing  company  can  or 
should  determine  the  level  of  service- 
provided  unless  the  doctor  is  very  good 
at  documenting  the  medical  records,” 
she  said.  Ms  Stephens  suggests  having 
the  superbill  completed  by  the  doctor 
and  reviewed  by  a staff  person  or  nurse 
before  it’s  sent  to  the  billing  service. 

What  to  watch  out  for 

Under  no  circumstances  should  pay- 
ments go  to  the  billing  service  for 
deposit  because  there’s  no  way  to  con- 
trol such  a system.  Susan  Night,  TMA 
director  of  health  care  delivery,  empha- 
sizes, “Payments  should  go  to  a lockbox 
at  the  bank  and  then  someone  at  the 
bank  should  deposit  the  funds  directly 
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into  the  physician’s  account.  The  fined  before  otlier  entities  can  actually 
jdeposit  information  should  then  be  receive  payment  on  behalf  of  doctors.” 
sent  to  the  billing  service.”  Ms  Claypool  says  physicians  also 


“A  billing  service  can  perform  only  as  well  as 
the  information  provided.  If  you  don’t  provide 
adequate  information,  the  result  may  be  a 
claim  denial  or  an  underpayment.” 


Bradley  Reiner,  assistant  director  of 
nealth  care  financing  at  TMA,  adds  that 
^Medicare  won’t  allow  billing  services  to 
bollect  payments  because  “there  are  re- 
assignment rules  that  have  been  de- 


need to  be  aware  of  how  all  funds  are 
accounted  for,  including  the  money  col- 
lected in  the  office.  “The  company 
shouldn’t  be  counting  that  in  its  per- 
centage because  it’s  money  the  com- 


j Topics  to  discuss 
I with  a billing  service 


1.  How  long  has  the  service  been  in  business?  How  many  employees  does 
it  have? 

2.  What  specialties  does  the  service  have  experience  in  billing? 

3.  With  what  other  practices  in  the  same  specialty  has  the  company 
worked? 

4.  What  are  the  gross  and  net  collection  percentages? 

5.  What  kind  of  initial  and  ongoing  training  does  the  billing  staff  receive? 

[ 6.  How  are  the  data  transmitted  from  the  practice  to  the  billing  service? 

1 7.  What  happens  if  data  from  the  physician’s  office  are  incomplete  or 

I incorrect? 

I 8.  How  often  are  claims  processed  and  submitted? 

I 9.  Detail  the  level  (time  frame,  procedures)  of  collection  follow-up  provided. 

r 

10.  Define  procedures  for  handling  denied  or  improperly  paid  claims. 

11.  Describe  in  writing  the  scope  of  services  to  be  provided  for  the 
negotiated  fee  schedule. 

12.  Is  the  fee  adjusted  for  capitated  payments?  If  so,  how? 

13.  What  other  services  are  available,  ie,  staff  training,  fee  audits,  coding 
review/correction,  contract  negotiation?  What  are  charges  for  additional 
services? 

14.  Where  will  the  money  be  sent  and  how  will  the  billing  service  fees  be 
handled? 

15.  Where  are  explanations  of  benefits  sent? 

16.  Provide  samples  of  reports  that  will  be  generated.  Discuss  how  reports 

[ can  be  customized. 

I 17.  Will  the  company  keep  track  of  managed  care  contract  fee  schedules? 

18.  How  often  does  the  billing  service  get  together  with  your  staff  to  review 
its  work? 

19.  Are  the  billing  services'  hardware  and  software  year  2000  compliant? 

Sources:  Jerry  Abruzzesse,  Texas  Health  Information  Network;  Jamie  Claypool,  J Claypool  Associates, 

Spicewood;  Tom  Smith,  Medical  Billing  Services,  Inc,  Houston;  Laura  Stephens,  CPA,  Austin 


“Casey  & Casey 
increased  our 
cash  receipts  20% 
while  reducing  our 
90-day  accounts 
by  66%.” 

John  Davis.  MD 
■■■■I  Family  Practice 


If  you  are  a physician  in 
Texas,  we  have  the  fM'oven 
system  for  cash  (low 
improvement.  Call  toll-free 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 


800-575-5335 

email:  caseyq3a@ktc.com 


CERTIFIED  PUBLIC  ACCOUNTANTS 


TMAFOUNDATION 

(800)  880-1300,  ext.  1663 


Tel  800.880.1300 
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pany  didn’t  work,  and  that  office  money 
should  remain  separate.” 

Find  out  how  the  company  you’re 
considering  doing  business  with  con- 
ducts itself  over  the  telephone.  Mr 
Smith  says  this  will  tell  you  how  pa- 


Billing 

reports 


Whether  you’re  using  a billing 
service  or  not,  here  are  the  kinds 
of  reports  you  should  be  seeing 
regularly,  according  to  Laura 
Stephens,  practice  management 
consultant  and  certified  public 
accountant: 

Daily  or  batch  reconciliation 
reports  let  you  know  that  all 
patient  encounters  have  been 
submitted  to  the  appropriate 
carrier  for  payment. 
Transaction  journals  (monthly) 
detail  daily  activity,  including 
patients  seen  and  charges 
billed  for  services  rendered. 

■ Monthly  and  year-to-date 
summaries  cover  charges,  col- 
lections, contractual  adjust- 
ments, ending  accounts 
receivable,  and  details  of  any 
accounts  that  have  been  writ- 
ten off. 

• Aging  reports  list  current  bal- 
ances, and  30-,  60-,  90-,  and  120- 
day  past  due  balances. 

Other  reports  that  are  helpful  in 
managing  the  business  side  of 
your  practice: 

Accounts  receivable  balances 
summarize  what  is  due  from 
each  insurance  payer  or  type 
of  payer  (HMOs,  PPOs, 
Medicare,  etc). 

Frequency  or  usage  reports  for 
CPT  codes  determine  if  cod- 
ing levels  are  appropriate. 

• Outcomes  reporting  summa- 
rizes frequency  of  ICD-9  codes 
used. 
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tients  will  be  treated.  If  the  service  is 
unprofessional  in  its  customer  service 
area,  that  can  reflect  poorly  on  you. 


Fee  issues 

Most  billing  services  are  paid  based  on 
a percentage  of  collections.  That  per- 
centage ranges  from  5%  to  15%  for  spe- 
cial clean-up  services,  with  the  average 
being  10%.  The  rates  vary  by  specialty 
and  patient  volume.  Fees  should  be 
invoiced  monthly  and  be  carefully 
accounted  for  based  on  reports  (see 
“Billing  Reports”)  of  actual  collections. 

Mr  Smith  says  to  be  sure  you’re  actu- 
ally paying  enough.  “The  cost  to  do  the 
billings  for  pathology  is  somewhere  be- 
tween 10%  and  12%.  So  if  a billing 
company  charged  8%  on  pathology, 
they’d  be  doing  a terrible  job.  There’s  a 
point  at  which  you  get  such  a good  rate 
that  you  won’t  get  a good  return,”  he 
said. 

Maintaining  control 

“You  can’t  wash  your  hands  of  the 
billing,”  Ms  Claypool  says.  “There’s  still 
ownership;  there’s  still  involvement 
from  the  physician  practice  standpoint. 
There  has  to  be.  Too  many  times  people 
think  they  can  outsource  it  and  then 
they  just  throw  their  hands  up  and  it’s 
gone,  and  the  next  thing  you  know, 
they’re  calling  me.” 

Pat  Coffey,  director  of  TMA’s  Office 
of  Payment  Advocacy,  said,  “Physicians 
have  got  to  exercise  oversight  and  due 
diligence  on  these  people  they’ve  con- 
tracted with  to  do  their  business.  If  they 
don’t,  they  leave  themselves  open.” 

Dr  Smith,  who  was  a victim  of  em- 
bezzlement several  years  ago,  advises, 
“It’s  my  strong  recommendation  that  you 
have  somebody  external  who  can  over- 
see things  at  least  on  a quarterly  basis. 
You’ve  got  to  have  the  checks  and  bal- 
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ances.  And  I also  think  it’s  extremely  im- 
portant you  still  stay  up  to  speed  on  ap- 
propriate coding.  You  know  any  billing 


service  is  only  as  good  as  the  physician  is 
at  filling  out  a superbill  and  having  a 
proper  superbill.” 

Other  billing  assistance 

TMA  endorses  the  Texas  Health 
Information  Network  (THIN),  a non-: 
profit  clearinghouse  that  allows  physi- 
cians and  billing  services  to  connect 
directly  with  all  payers  in  the  state  of 
Texas.  THIN  Manager  Jerry  Abruzzesse 
described  the  service  when  he  said, 
“Doctors  can  dial  1 phone  number  and 
send  all  the  data,  and  we  will  distribute 
it  to  the  appropriate  payers  electroni- 
cally at  no  charge.”  The  organization 
provides  advice  on  claims  submission 
and  will  perform  necessary  editing  and 
formatting  to  meet  individual  payer 
requirements. 

Good  return  on  your 
investment 

Don’t  expect  miracles  overnight.  Ms 
Claypool  urged,  “You’ve  got  to  give  the 
company  the  benefit  of  the  doubt  in  the 
first  60  to  90  days.  It  really  takes  a 
while  to  transition  that  cash  flow.  If 
your  accounts  are  in  a mess  when  you 
give  them  to  the  billing  agency,  don’t 
expect  instant  results.” 

Mr  Smith  offered  what  may  seem  to 
be  the  obvious  when  he  said,  “Billing  has 
gotten  very  complicated,  and  they’ve  got 
to  get  someone  who  knows  what  they’re 
doing,  or  they  could  end  up  in  trouble 
with  the  government  or  hurting  them- 
selves with  undercoding  or  overcoding.” 

One  emergency  physician  in  Arling- 
ton knows  that  only  too  well.  ★ 


“Physicians  have  got  to  exercise 
oversight  and  due  diligence  on  these  people 
they’ve  contracted  with  to  do  their  business. 
If  they  don’t,  they  leave  themselves  open.’’ 
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Finally!  There’s  a new  cure  for  the  April  15“^  blues. 


The  Merrill  Lynch  Medical  Savings 
Account  lets  you  save  on  taxes  and  pay 
medical  bills  with  a single  investment. 

There’s  a new  way  to  get  tax  savings,  supplement 

your  retirement  income  and  pay  medical  expenses. 

It’s  called  the  Merrill  Lynch  Medical  Savings 

Account  (MSA).  If  you’re  self-employed,  a partner  in 

a professional  corporation,  an  employee  of  a small 

business  or  a small-business  owner,  and  you  have 

high-deductible  medical  insurance,  you  may  qualify 

for  the  Merrill  Lynch  MSA. 

Each  year,  the  money  that  goes  in  your  account 
is  tax  deductible  or  excludable  from  your  income. 
You  can  use  the  account  to  pay  qualified  medical 
expenses  now  or  save  it  for  retirement.  Best  of  all, 
the  money  you  don’t  use  grows  tax  deferred,  and 
you  can  invest  it  with  a full  menu  of  options  and 
the  expertise  of  a Merrill  Lynch  Financial  Consultant. 

So  call  1-800-MERRILL,  ext.  3702,  now  for  a free 
guide,  and  see  what  you 


can  achieve  with  the 


Merrill  Lynch  MSA„. 


--  For  your 


free  guide,  ^ 

call  1-800-MERRILL,  ext  3702  now. 


WWW',  plan,  ml  .com/msa 


Incorporated.  Member  SIPC 


Merrill  Lynch 
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f FAR  WILL  TEXAS  GO  TO  INSURE  THE  CHILDREN  IN  THE  MIDDLE? 
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opeless  phrases  like  “I  just  try  not  to 
think  about  it”  and  “I  hold  my  breath 
every  time  she  goes  outside”  tend  to 
crop  up  among  parents  whose  chil- 
dren don’t  have  health  insurance.  But 
the  most  familiar  one,  “There’s  no  way 
I can  afford  it,”  resounds  from  a grow- 
ing number  of  working  parents.  As 
fewer  employers  provide  it  as  a bene- 
fit, health  insurance  has  become  a 
luxury  item,  something  beyond  the 
budgets  even  of  many  middle  class  parents. 

Nearly  1 in  4 Texas  children  (24.5%)  has  no  health  insur- 
ance, and  it’s  likely  that  few  of  the  parents  of  these  1.3  mil- 
lion Texas  children  realize  how  close  help  is. 

By  way  of  the  Children’s  Health  Insurance  Program 
(CHIP),  part  of  last  year’s  Balanced  Budget  Act,  the  federal 
government  is  offering  states  $40  billion  to  provide  afford- 
able health  insurance  to  their  uninsured  children  for  the  next 
10  years.  States  may  expand  Medicaid,  develop  a private  sec- 
tor program,  or  use  some  combination  of  the  two,  which  is 
what  Texas  has  chosen  to  do.  > > > 
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Texas  implemented  phase  I of  its  CHIP  plan  in  July  by  ex- 
panding Medicaid  eligibility  to  children  ages  15  to  18  who  are 
living  at  up  to  100%  of  the  federal  poverty  level.  Previously,  this 
age  group  was  covered  only  up  to  25%  of  the  poverty  level.  By 
initiating  phase  I,  Texas  locks  in  its  1998  CHIP  appropriation 
while  it  develops  long-term  options. 

Although  states  must  contribute 
money  to  receive  the  block  grants,  the 
federal  match  is  much  better  than 
that  for  Medicaid.  For  CHIP,  the  fed- 
eral government  will  match  every 
state  dollar  with  $2.85.  The  Medicaid 
ratio  is  $1  to  $1.67. 

Unlike  Medicaid,  which  is  free  to 
beneficiaries,  participants  in  phase  II  of 
CHIP  will  pay  premiums  and  copays. 

A Texas  Poll  conducted  by  Scripps 
Howard  and  The  University  of  Texas 
at  Austin  in  June  shows  that  an  over- 
whelming majority  of  Texans  — 86%  — support  using  state 
funds  to  help  families  buy  children’s  health  insurance  at  a 
modest  cost.  The  poll  results  crossed  political  parties:  82%  of 
Republicans,  88%  of  Democrats,  and  84%  of  independents 
favor  allowing  families  who  earn  up  to  $27,000  a year  to  buy 
affordable  insurance. 


Texas  could  receive  up  to  $2.5  billion  over  the  next  5 
years  or  $423  million  annually,  depending  on  how  much  leg- 
islators choose  to  spend.  Therein  lies  the  problem  because 
that  choice  pits  those  who  are  willing  to  spend  more  to  in- 
sure more  children  against  those  who  are  unwilling  to  advo- 


“HAD HE  HAD  INSURANCE,  THEY  WOULD  HAVE 
BROUGHT  HIM  IN  EARLIER,  WE  WOULD  HAVE 
DIAGNOSED  HIM,  TAKEN  OUT  HIS  APPENDIX  BEFORE 
IT  RUPTURED,  AND  PREVENTED  ABOUT  5 OR  6 DAYS  OF 
HOSPITALIZATION.  AND  THAFS  JUST  1 EXAMPLE  OF 
THE  KINDS  OF  EVENTS  THAT  SURELY  HAPPEN  DAILY 
IN  THIS  STATE  AND  COUNTRY.” 


cate  for  anything  that  smacks  of  making  government  bigger, 
especially  government  entitlement  programs. 

These  differences  could  become  a hot  political  issue  in  the 
next  session  of  the  Texas  Legislature  when  legislators  decide 
how  to  implement  phase  II  of  Texas’  CHIP  See  “Budget  Bat- 
tle,” pp  39-41. 


Policy  priorities  for  the 

Texas  Children’s  Health  Insurance  Program  (GHIP) 


Texas  Medical  Association’s  Council  on  Socioeconomics 
and  Committee  on  Child  and  Adolescent  Health,  with  as- 
sistance from  the  Texas  CHIP  Coalition,  developed  guid- 
ing principles  for  the  program's  implementation.  These 
principles  will  be  presented  in  November  to  the  TMA 
House  of  Delegates  for  approval; 

FAMILY  AND  PROVIDER-FRIENDLY 
PROGRAM  DESIGN 

• CHIP  should  be  simple  to  administer  for  patients, 
physicians,  and  health  care  providers. 

• CHIP  eligibility  should  be  offered  to  the  highest 
extent  allowed  by  federal  law. 

CHILD-SPECIFIC  BENEFIT  PACKAGE 

• CHIP'S  benefit  package  should  address  the  physical  and 
mental  health  care  needs  of  children.  Appropriate  med- 
ical specialists,  such  as  pediatricians  and  child  psychia- 
trists, should  guide  the  benefit  package's  design. 

• CHIP  should  be  developed  to  benefit  children  with 
special  health  care  needs. 


DIVERSE  CARE  DELIVERY  OPTIONS 

• The  state  should  actively  explore  using  a private-sec- 
tor model  for  CHIP,  including  options  to  allow  families 
to  enroll  in  existing  employer-sponsored  health  care 
plans,  medical  savings  accounts,  and  other  private  in- 
surance vehicles. 

• Children  enrolled  in  CHIP  should  be  assured  a choice 
of  physicians  and  health  plans. 

SAFEGUARDS  FOR  SAFETY  NET  PROVIDERS 

• Mechanisms  should  be  implemented  to  protect  safety 
net  facilities’  patient  base. 

• Community-based  physicians  and  indigent  care 
providers,  such  as  children’s  hospitals,  medical 
schools,  rural  health  clinics,  and  federally  qualified 
health  centers,  should  be  included  within  the  CHIP 
network(s)  to  preserve  patient-physician  relation- 
ships and  protect  continuity  of  care. 

FAIR  REIMBURSEMENT 

• Health  care  providers  participating  in  CHIP  should  be 
assured  adequate  reimbursement. 
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THE  COST  OF  UNINSURED  CHILDREN 

list  recently,  Jane  Rider,  Ml),  of  San  Angelo, 
chair  of  the  Texas  Pediatric  Society  (TPS) 
Committee  on  Legislation,  treated  a 9-year- 
old  boy  with  a ruptured  appendix.  His  par- 
ents were  afraid  of 
the  expense  of  tak- 
ing him  to  the  emer- 
gency room  when  he 
had  a stomachache.  And  although 
both  of  them  work,  they  had  no 
health  insurance  for  him.  “Had  he 
;had  insurance,  they  would  have 
brought  him  in  earlier,  we  would 
jhave  diagnosed  him,  taken  out  his 
appendix  before  it  ruptured,  and 
prevented  about  5 or  6 days  of  hos- 
pitalization,” Dr  Rider  said.  “And 
that’s  just  1 example  of  the  kinds  of 
events  that  surely  happen  daily  in  this  state  and  country.” 

Dr  Rider  could  go  on  and  on.  There  was  the  child  with  at- 
tention deficit  disorder  whose  parents  were  new  to  the  com- 
munity and  couldn’t  afford  proper  management  or 
medication.  “The  boy  failed  a grade,”  she  said.  “So  now,  we’re 
going  to  pay  for  another  year  of  school  for  this  child.  How  do 
we  measure  the  impact  that  will  have  on  this  child’s  future?” 

To  those  who  object  to  money  being  taken  from  them  in  the 
form  of  taxes  to  pay  for  children’s  health  care.  Dr  Rider  said,  “That 
money  is  already  being  taken  away  from  them  but  in  other  ways. 
It’s  being  taken  from  them  through  cost  shifting  in  hospitals  and 
clinics.  It’s  being  taken  away  to  pay  for  long-term  disabilities  when 
children’s  problems  aren’t  taken  care  of  early.”  By  waiting  until 
their  problems  become  severe,  they  are  being  dealt  with  in  a very 
inefficient,  costly  way,  she  says,  through  crisis  management. 

The  No.  1 disease  that  brings  children  to  the  hospital  is 
asthma,  says  TPS  President  Janet  Squires,  MD,  of  Dallas. 
Asthma  disproportionately  hurts  inner-city  children  and  chil- 
dren of  color  who  already  struggle  with  health  insurance  is- 
sues. “Many  of  these  kids  receive  no  preventive  health  care. 
Their  only  care  is  going  to  the  ER  when  they  get  sick.  I know 
it  sounds  corny  to  say,  but  our  children  are  our  investment  in 
the  future.  And  because  children  are  citizens,  they  have  a right 
to  health  care.  Providing  affordable  health  care  for  children 
just  makes  good  sense  — for  the  future  and  for  business.” 

The  irony  is  that  these  are  not  necessarily  poor  people  or  peo- 
ple on  welfare.  Dr  Squires  adds.  “These  are  working  people,  and 
everywhere  you  go,  you  run  into  them.  They  teach  your  chil- 
dren, protect  your  communities,  fix  your  cars,  wire  your  houses, 
and  a fair  number  work  in  hospitals.  I marvel  at  the  number  of 
hospital  employees  whose  kids  don’t  have  insurance.  They’ll  of- 
ten ask,  ‘Hey,  would  you  mind  looking  at  my  child’s  throat?”’ 

Austin  resident  Heather  Greenwood,  a 19-year-old  single 
mother  of  a toddler,  got  a rare  chance  this  March  to  tell  a room- 
ful of  state  senators  and  representatives  what  it’s  like  to  be  un- 
able to  afford  health  insurance  for  her  daughter.  “It’s  scary,”  Ms 


Greenwood  said.  “I  pay  for  my  daughter’s  shots  and  check-ups, 
but  I worry  what  would  happen  if  she  got  really  sick  or  hurt.” 

Ms  Greenwood  earns  $19,000  a year  working  for  a profes- 
sional association  tliat  provides  her  healtli  insurance.  But  to  buy 
insurance  for  little  Michal  through  her  employer’s  plan  would  cost 


$297  per  month.  “That’s  almost  as  much  as  my  house  payment,” 
she  said.  “I  would  gladly  pay  a monthly  premium  for  my  daugh- 
ter’s health  insurance,  but  I just  can’t  afford  $297  a month.” 

TEXAS  DECIDES  HOW  TO  HELP 

Texas  Speaker  of  the  House  Pete  Laney  (D- 
Hale  Center)  says  he  would  give  Texas  a 
“C-I-”  for  its  track  record  in  promoting  and 
ensuring  children’s  health.  “Everyone 
knows  we  have  a pretty  stingy  public  wel- 
fare system  that  leaves  a large  gap 
between  services  for  the  very  poor  and 
services  available  to  families  who  can 
afford  comprehensive  health  insurance.  A substantial  num- 


Another  affordable  option — 
Texas  Healthy  Kids  Corporation 


Last  year,  the  Texas  Legislature  created  a public/pri- 
vate initiative  to  provide  affordable  health  insurance 
for  the  state’s  1.3  million  uninsured  children  ages  2 to 
17.  The  nonprofit  organization,  Texas  Healthy  Kids 
Corporation  (THKC),  began  pilot  programs  in  several 
East  Texas  counties  in  August,  and  statewide  cover- 
age is  expected  to  be  available  this  month. 

Legislators  provided  seed  money  to  start  THKC, 
but  it  is  not  a state  agency.  Its  funding  will  come  pri- 
marily from  premiums  paid  by  families.  A full-pay 
monthly  premium  will  be  about  $63  per  month  per  child, 
but  sliding  scale  premiums  also  may  be  available. 
THKC  secures  contracts  with  health  plans  to  deliver 
health  care.  For  more  information,  call  (800)  943-KIDS. 


“EVERYONE  KNOWS  WE  HAVE  A PRETTY  STINGY 
PUBLIC  WELFARE  SYSTEM  THAT  LEAVES  A LARGE  GAP 
BETWEEN  SERVICES  FOR  THE  VERY  POOR  AND 
SERVICES  AVAILABLE  TO  FAMILIES  WHO  CAN  AFFORD 
COMPREHENSIVE  HEALTH  INSURANCE.” 
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ber  of  children  are  uninsured  in  this  state  because  their  fam- 
ilies make  more  than  what  is  allowed  for  Medicaid  in  Texas 
but  less  than  what  is  required  to  purchase  insurance.” 

Representative  Laney  and  Rep  Hugo  Berlanga  (D -Corpus 
Christi)  led  the  passage  of  a bill  last  year  that  created  the  Texas 
Healthy  Kids  Corporation  (THKC)(see 
p 37),  a public/private  initiative  with 
the  same  goal  as  CHIP  Texas  allotted 
more  than  $3  million  for  the  nonprofit 
corporation’s  1998  administrative 
costs.  Low-income  families  who  live  at 
up  to  185%  of  the  federal  poverty  level 
will  be  able  to  buy  health  insurance  for 
children  ages  2 to  17.  Statewide  en- 
rollment has  begun,  and  coverage  was 
scheduled  to  begin  October  1.  THKC 
will  have  to  raise  private  funds  to  use 
a sliding-scale  fee  system. 

While  he  strongly  supports  THKC, 

Rep  John  Hirschi  (D -Wichita  Falls),  acting  chair  of  the  House 
Public  Health  Committee,  says  Medicaid  and  THKC  only 
touch  the  tip  of  the  iceberg.  “Texas  has  the  highest  percent- 
age of  uninsured  children  in  the  country  and  the  second 
highest  number  of  uninsured  children.  Most  minimum  wage 
jobs  don’t  offer  health  insurance,  so  there  is  a significant 
number  of  working  poor  parents  who  deserve  to  have  health 
insurance  for  their  children  just  as  much  as  any  other  mem- 
ber of  our  society.” 

Representative  Laney  hopes  both  THKC  and  CHIP  will  tie 
in  almost  seamlessly  with  the  state’s  Medicaid  program.  “My 
vision  is  for  a simple,  relatively  easy-to-administer  program. 
Texas  stands  to  gain  a tremendous  amount  from  a compre- 
hensive children’s  health  insurance  plan.” 

OPPOSITION  AHEAD 

In  the  1999  session,  Texas  legislators  will  work 
out  the  details  of  phase  II  of  CHIP.  The  proposed 
plan  would  build  a private,  non-entitlement 
CHIP  health  plan  to  cover  children  ages  6 to  18 
who  live  in  families  earning  up  to  133%  of  the 
federal  poverty  level.  Presently,  Medicaid  covers 
this  age  group  up  to  100%  of  the  poverty  level. 
Dr  Rider  would  like  to  see  CHIP’S  phase  II  eligi- 
bility level  bumped  up  to  200%  of  poverty  like  some  27  other 
states  have  done  or  are  planning  to  do.  “For  the  welfare  of 
our  children  and  for  our  state,  you  need  to  get  up  to  200% 
of  poverty;  then  you’ve  covered  most  of  the  children  in  need, 
leaving  only  about  10%  not  covered.” 

A recent  Legislative  Budget  Board  analysis  of  CHIP’S  eco- 
nomic impact  on  Texas  shows  that  for  every  federal  dollar 
Texas  receives  for  CHIP,  the  state  will  gain  $3.51. 

Fine-tuning  phase  II  of  CHIP  will  not  come  easy  because 
of  opposition  from  groups  that  object  to  Texas  accepting  fed- 
eral money  for  the  program.  They  view  CHIP  as  a deliberate 
plan  to  implement  socialized  medicine. 

Cathie  L.  Adams,  president  of  Texas  Eagle  Forum,  says  the 


organization  opposes  CHIP  or  THKC  not  because  it  is  againstj 
health  care  for  children  but  because  such  health  insurance; 
“enables  the  government  to  take  control  of  people  and  their 
health  care,  and  that’s  what  [CHIP]  is  about.”  , 

In  August,  the  Tyler  Morning  Telegraph  quoted  Republican! 


state  representative  nominee  Leo  Berman  — who  faces  no 
opposition  in  November  — as  saying  at  a news  conference 
that  the  need  for  the  program  was  “grossly  overstated”  dur- 
ing the  last  legislative  session  and  that  he  plans  to  try  to  re- 
peal THKC  in  the  next  session.  Mr  Berman  said  the  Texas 
Constitution  does  not  require  Texas  and  its  taxpayers  to  pro- 
vide health  insurance  for  anyone,  adding  that  he  has  never 
heard  of  any  child  being  turned  away  from  a health  care  in- 
stitution in  Texas. 

Four  other  East  Texas  Republican  officeholders  also  criti- 
cized THKC  at  the  news  conference.  ★ 


A good  Investment 
in  the  future 


Physician  support  of  the  Children’s  Health  insurance 
Program  (CHIP)  and  Texas  Healthy  Kids  Corporation 
would  help  increase  the  number  of  children  covered 
and  the  quality  of  the  programs,  says  Janet  Squires, 
MD,  of  Dallas,  president  of  the  Texas  Pediatric  Soci- 
ety. “Many  families  of  Texas’  uninsured  children  are 
not  even  aware  that  these  new  options  for  coverage 
are  available.  They  also  typically  don’t  advocate  for 
their  children’s  health  coverage  because  they  are  not 
politically  empowered.” 

Dr  Squires  encourages  physicians  to  contact  their 
Texas  legislators  and  ask  them  to  support  both  pro- 
grams. Because  phase  II  of  CHIP  will  be  decided  dur- 
ing next  year’s  legislative  session,  “physicians  need 
to  know  that  this  will  be  a critical  time  in  determining 
what  sort  of  program  we’re  going  to  have  for  our  chil- 
dren,” she  said.  “We  must  let  our  legislators  know  that 
these  programs  are  what  our  children  need.” 


‘‘MOST  MINIMUM  WAGE  JOBS  DON’T  OFFER  HEALTH 
INSURANCE,  SO  THERE  IS  A SIGNIFICANT  NUMBER 
OF  WORKING  POOR  PARENTS  WHO  DESERVE  TO  HAVE 
HEALTH  INSURANCE  FOR  THEIR  CHILDREN  JUST  AS 
MUCH  AS  ANY  OTHER  MEMBER  OF  OUR  SOCIETY  ” 
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Budget  battle 

Fhis  time  the  problem  is  how  to  deal  with  a surplus 


J exas  lawmakers  will  return  to 
Austin  in  January  facing  a situa- 
tion most  have  never  encoun- 
tered during  their  tenures  — a 
huge  budget  surplus.  Thanks  to 
a booming  economy  and  the  set- 
tlement of  the  state’s  lawsuit 
against  the  tobacco  industry,  the  Texas 
Legislature  could  have  more  than  $7  bil- 
ilion  in  new  money  to  spend  during  the 
i2000-2001  biennium. 

! Already,  numerous  groups,  including 
health  care  advocates,  are  lining  up  to  get 
a piece  of  the  extra  cash  for  their  pet  proj- 
ects. But  the  state’s  leading  budget  writers 
say  they  are  taking  a cautious  approach  to 
just  how  large  the  budget  surplus  might 
be  and  how  best  to  spend  it.  > > 

i 

I 

1 

I 

j 

By  Ken  Ortolon,  Associate  editor 
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“Senator  [Bill]  Ratliff  and  I have 
been  preaching  restraint,”  said  state  Rep 
Rob  Jtinell  (D-San  Angelo),  chair  of  the 
House  Appropriations  Committee. 

And  Senator  Ratliff,  the  Mount 
Pleasant  Republican  who  chairs  the 
Senate  Finance  Committee,  says  it’s 
premature  to  start  planning  now  to 
spend  money  the  state  may  not  have 
despite  projections  of  a big  surplus. 


“I  don’t  think  there’s  any  question 
there  will  be  a surplus,”  he  said.  “But 
when  you  take  into  consideration  the 
massive  drought  and  $13  [a  barrel]  oil, 
I just  feel  it  is  very  premature  for  people 
to  start  adding  up  $6  billion.  It  may  hap- 
pen, but  I think  we  ought  to  keep  our 
powder  dry  before  we  start  talking 
about  how  we’re  going  to  spend  that 
much  money.” 

Counting  our  pennies 

While  state  leaders  have  realized  for  some 
time  they  would  have  a surplus  going  into 
the  next  legislative  session,  the  extent  of 
that  surplus  was  not  generally  known 
until  July  when  Representative  Junell 
asked  state  Comptroller  John  Sharp  for  a 
preliminary  estimate.  Comptroller  Sharp 
responded  that  if  current  economic  trends 
continue,  the  state  would  have  $3.7  bil- 
lion in  surplus  funds  in  the  bank  by  the 
end  of  the  current  biennium. 

“If  these  trends  hold,  looking  at  rev- 
enue growth  available  for  the  2000- 
2001  biennium  and  adding  that  new 
revenue  growth  to  what  could  be  a 
$3.7  billion  surplus,  it  is  quite  possible 
the  next  session  of  the  legislature  could 


All  articles  in  Texas  Medicine  that  mention  Texas 
Medical  Association’s  stance  on  state  legislation  are 
defined  as  “legislative  advertising,’’  according  to 
Texas  Govt  Code  Ann  §305.027.  That  law  requires  dis- 
closure of  the  name  and  address  of  the  person  who 
contracts  with  the  printer  to  publish  the  legislative  ad- 
vertising in  Texas  Medicine:  Louis  J.  Goodman,  PhD, 
Executive  Vice  President,  TMA,  401  W 15th  St,  Austin, 
TX  78701. 
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begin  with  $6.3  billion  in  new  revenues 
available  for  either  appropriation  or 
tax  relief,”  the  comptroller  stated. 

And  that’s  before  funds  from  the 
$17.3  billion  tobacco  settlement  are 
added.  The  state  received  the  first  $385 
million  of  those  settlement  funds  in  Au- 
gust and  expects  to  have  a total  of  $1.2 
billion  available  for  appropriation  in 
2000-2001. 


So,  in  a best  case  scenario,  lawmak- 
ers could  have  up  to  $7.5  billion  in  new 
money  to  spend.  Political  observers  say 
there  will  be  a massive  fight  among 
special  interest  groups  to  get  a piece  of 
that  pie  for  highways,  education, 
health  care,  prisons,  or  whatever  their 
pet  projects  are. 

“There’s  going  to  be  a convergence 
of  requests  on  the  House  and  Senate 
appropriations  committees  that’s  going 
to  put  members  in  a virtual  political 
hot  box,”  said  Alfred  Gilchrist,  Texas 
Medical  Association’s  director  of  leg- 
islative affairs.  “Many  health-  and  non- 
health-related  interests  will  be  looking 
for  a piece  of  the  pie,  and  everyone’s 
request  will  be  presented  as  the  most 
urgent.  It’s  going  to  be  difficult  enough 
to  decide  how  to  allocate  the  tobacco 
settlement,  much  less  a $6  billion  sur- 
plus. Sorting  it  all  out  will  get  compli- 
cated but,  hopefully,  decisions  will  be 
driven  by  the  state’s  priority  needs.” 

Guarding  the  vault 

Representative  Junell  warns  there  will 
not  be  money  for  everyone  or  every 
project.  “That’s  not  money  in  the  bank,” 
he  said.  “We  have  to  be  extremely  cau- 
tious. And  there  are  costs  we  know  we 
will  incur  that  are  not  included  in  the 
budget  yet.”  He  says  increased  enroll- 
ment in  public  schools  alone  could  eat 
up  $1  billion  of  the  surplus. 

And  Senator  Ratliff  says  the  cost  of 
new  prisons,  an  increase  in  retired 
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teachers  drawing  on  the  Teacher  Re- 
tirement System,  an  increase  in  the 
number  of  elderly  persons  in  nursing 
homes  drawing  Medicaid  funds,  and 
normal  inflation  in  program  costs  could 
push  that  total  to  nearly  $3  billion. 

“That’s  why  it’s  so  difficult  for  me  toi 
talk  about  $6  billion  surpluses  because 
the  normal  growth  in  population  in  the 
state  will  use  half  of  that,”  Senator 
Ratliff  said. 

Representative  Junell  says  the  sur- 
plus will  make  it  more  difficult  for  leg-' 
islative  budget  writers  than  in  previous  j 
sessions  when  they  were  staring  at 
budget  shortfalls.  “In  the  past,  I could 
just  say  no,  we  don’t  have  the  money,” 
he  said.  “Now  I’m  going  to  have  to  be 
more  creative  when  I say  no.” 

Slicing  the  pie 

Despite  the  words  of  caution,  the  budg- 
et writers  already  are  looking  at  how  to 
spend  whatever  extra  cash  they  will 
have.  “Senator  Ratliff  and  I agree  public 
education  is  the  first  focus  for  addition- 
al funding,”  Representative  Junell  said. 

Already,  state  teachers’  groups  have 
called  for  a $6,000  across-the-board 
teacher  pay  raise.  “Teachers  need  a 
raise,”  said  Senator  Ratliff.  “You  can’t 
argue  with  that.”  He  added  that  he  also 
strongly  supports  a state-paid  health 
insurance  plan  for  teachers. 

Additional  money  also  might  be  ear- 
marked for  construction  of  new  class- 
rooms. 

Following  public  education,  higher 
education  — including  medical  schools 
— may  be  the  next  priority.  Senator 
Ratliff  said.  “Our  higher  education  in- 
stitutions took  a back  seat  for  2 or  3 
budgets  when  we  were  having  massive 
prison  building  programs,  when  we 
were  having  to  dramatically  increase 
spending  for  Medicaid,”  he  said.  “We 
did  some  catch-up  in  the  current 
budget,  but  I think  we  should  do  some 
more  in  the  next  one.” 

CHIP-ping  in 

In  the  area  of  health  care,  funding  the 
second  phase  of  the  Children’s  Health 
Insurance  Program  (CHIP)  is  at  the  top 
of  the  priority  list.  (See  “Between 
Poverty  and  Plenty,”  pp  34-38.)  CHIP  is 


“There’s  going  to  be  a convergence  of  requests  on  the 
House  and  Senate  appropriations  committees  that’s 
going  to  put  members  in  a virtual  political  hot  box.’’ 
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a federal  initiative  giving  states  new 
options  and  financial  assistance  to 
extend  affordable  health  insurance  to 
children  who  do  not  qualify  for 
Medicaid.  The  state  began  iniplement- 
jing  the  first  phase  of  CHIP  in  July  when 
it  received  federal  approval  to  expand 
Medicaid  eligibility  to  teenagers 
between  ages  15  and  18  who  live  in 
I families  earning  up  to  100%  of  the 
I poverty  level. 

I Helen  Kent  Davis,  TMA  director  of 
(governmental  affairs,  says  a Senate  in- 
jterim  committee  on  CHIP  and  the 
[House  Public  Health  and  Appropria- 
jtions  committees  have  been  drafting 
plans  for  phase  II. 

I “They’ve  been  meeting  monthly  since 
! May  to  look  at  all  the  different  elements 
of  CHIP  — eligibility,  benefits,  adminis- 
tration, and  so  forth,”  Ms  Davis  says. 

I As  part  of  that  process,  the  Texas  De- 
partment of  Health  and  the  Texas 
Health  and  Human  Services  Commis- 
sion have  drafted  a preliminary  plan  to 
expand  eligibility  to  133%  of  poverty 
for  6-  to  18-year-olds.  Federal  guide- 
lines allow  states  to  raise  eligibility  to 
as  high  as  200%  of  poverty.  Ms  Davis 
says  Texas  could  draw  down  as  much  as 
$2.5  billion  in  federal  funds  for  CHIP 
over  the  next  5 years,  which  would  re- 
quire a 25%  state  match.  The  amount 
the  state  actually  gets  will  depend  on 
how  high  the  state  sets  the  eligibility 
level  and  benefits,  and  how  many  chil- 
dren actually  enroll  in  the  program. 

Both  Senator  Ratliff  and  Representa- 
tive Junell  believe  lawmakers  will  fund 
CHIP  in  the  next  session.  “My  guess  is 
that  we  might  go  as  high  as  2 times 
poverty,”  Senator  Ratliff  said.  “But  once 
we  pass  about  1.5  times,  I think  we  will 
fashion  a program  where  there  will  be 
an  increasing  amount  of  copay.” 

Arming  for  battle 

As  for  other  health  care  needs,  TMA  is 
preparing  to  fight  for  funding  on  sever- 
al fronts.  “Any  time  there’s  a large 
amount  of  money,  the  competition  will 
be  fierce  to  see  whether  that  goes  to 
education  or  roads  or  to  some  health 
care  agenda,”  said  Fort  Worth  surgeon 
Robert  Sloane,  MD,  chair  of  TMA’s 
Council  on  Legislation.  “All  of  these  will 


be  portrayed  as  helpful  to  the  citizens 
of  the  state,  and  it  will  depend  on  very 
articulate  enunciation  of  our  agenda  to 
get  in  there  and  compete  well.” 

At  the  request  of  the  Council  on  Leg- 
islation, the  TMA  Council  on  Public 
Health  drafted  a report  to  identify  po- 
tential public  health  priorities.  The  re- 
port was  expected  to  be  finalized  in 
September. 


“I  don’t  think  there  are  going  to  be  a 
lot  of  surprises  in  terms  of  what  the  pri- 
orities are  — cardiovascular  disease, 
support  for  better  public  health  infra- 
structure, and,  of  course,  antismoking 
programming  and  tobacco  cessation 
programs,”  said  Karen  Batory,  director  of 
TMA’s  Division  of  Public  Health  and 
Quality. 

The  TMA  Council  on  Medical  Edu- 
cation also  has  a similar  effort  under 
way  to  identify  funding  needs  for  the 
state’s  medical  schools. 

Dr  Sloane  says  once  priorities  have 
been  identified,  TMA  likely  will  reach 
out  to  other  health  care  organizations 
to  build  a coalition  to  support  funding 
for  those  priorities. 

Tobacco  windfall 

The  final  factor  in  the  budget  debate 
will  be  how  to  allocate  the  tobacco  set- 
tlement funds.  After  much  feuding  over 
whether  Atty  Gen  Dan  Morales  or  the 
legislature  would  decide  where  those 
funds  would  go,  an  agreement  was 
reached  between  Attorney  General 
Morales,  Representative  Junell,  and 
Senator  Ratliff  that  tentatively  earmarks 
those  funds  for  a variety  of  health  care 
programs.  That  “memorandum  of 
understanding”  includes  $151  million 
for  CHIP,  $200  million  for  antismoking 
activities,  $200  million  to  establish  a 
children’s  cancer  center  at  The 
University  of  Texas  Health  Science 
Center  at  San  Antonio,  and  smaller 
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endowments  for  most  of  the  other  state 
medical  schools. 

Representative  Junell  says  he  does 
not  want  to  use  these  funds  to  supplant 
general  revenue.  “These  are  not  opera- 
tional funds,”  he  said.  “They  should  be 
placed  in  endowments  so  they  will  con- 
tinue to  generate  revenue.  They  won’t 
be  recurring.” 

While  Representative  Junell  says 


there  is  widespread  support  for  the 
memorandum  of  understanding,  a bat- 
tle for  those  tobacco  funds  is  expected 
to  ensue.  Representative  Junell  and  Sen- 
ator Ratliff  agreed  to  include  the  memo- 
randum of  understanding  in  the 
appropriations  bill  they  will  file  at  the 
beginning  of  the  legislative  session. 
There  is  no  guarantee,  however,  that  the 
final  bill  will  fund  those  programs. 

“While  the  memorandum  of  under- 
standing may  frame  the  discussion,  it 
won’t  keep  other  groups  from  trying  to 
get  part  of  this  money,”  Dr  Sloane  said. 
“Public  opinion  and  other  types  of  pres- 
sure will  bring  other  legitimate  funding 
concerns  into  the  debate.  Regardless  of 
how  the  money  eventually  is  appropri- 
ated, TMA  takes  a very  strong  position 
that  these  funds  are  the  result  of  a 
health  care  lawsuit  and,  therefore, 
should  be  returned  to  the  health  needs 
of  the  citizens  of  the  state.”  ★ 


“Any  time  there’s  a large  amount  of  money,  the 
competition  will  be  fierce  to  see  whether  that  goes  to 
education  or  roads  or  to  some  health  care  agenda.” 
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Medical  school  money 

Here’s  how  medical  education  in  Texas  is  funded 


It’s  one  of  the  most  contentious  issues| 
facing  organized  medicine  in  Texas.  As 
managed  care  continues  its  vise  grip 
on  cash  flow  and  bottom  line  take- 
home  pay,  some  private  physicians  be- 
lieve tax-supported  academic  health 
science  centers  pose  an  unfair  compet- 
itive threat  for  both  patients  and  dollars. 

While  neither  all  areas  of  the  state  nor 
all  medical  schools  are  involved  in  these 
conflicts,  there  are  notorious  flashpoints, 
most  notably  Galveston,  where  facultyt 
physicians  far  outnumber  private  doc- 
tors. Other  hot  spots  are  Lubbock  and  El 
Paso.  And,  the  Rio  Grande  Valley  is  an- 
other bubbling  cauldron  with  a new  re- 
gional academic  health  science  center  on 
the  drawing  board.  > >■ 


By  Laurie  Stoneham,  Associate  editor 
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1 James  Guckian,  MD,  vice  chancellor 
1 of  health  affairs  for  The  University  of 
tjTexas  (UT)  System,  states  emphatically, 
( The  notion  that  the  university  faculty 
1 and  hospitals  receive  so  much  tax 
!■  noney  that  we  are  entering  into  unfair 
competition  has  to  be  dispelled.  The 
l.'act  is  that  the  tax  money  allows  us  to 
reach;  it  allows  us  to  provide  services 
land  do  research.  But  in  fact  what  we 
are  having  to  do  is  use  revenue  derived 
Irom  patient  care  and  other  sources  to 
subsidize  our  basic  mission,”  he  said. 

“Town-gown  is  a chronic,  recurring 
problem  that  has  been  with  us  for  a 
long  time,”  said  Alan  Baum,  MD,  TMA 
[president-elect.  “It’s  a multifaceted, 
complex  issue,  and  there  are  no  quick 
fixes.”  He  notes  that  while  the  schools’ 
costs  and  indigent  loads  have  gone  up, 
bed  census,  private  patients,  and  state 
appropriations  have  gone  down.  What’s 
limportant,  he  says,  is  that  all  physicians 
come  together  to  talk  and  look  for  reso- 
lutions that  work  for  everyone. 

The  TMA  Board  of  Trustees’  Ad  Hoc 
Committee  on  Liaison  with  Medical 
Schools,  chaired  by  Dr  Baum,  has  met 
frequently  with  the  academic  health 
centers  to  prioritize  the  various  con- 
cerns and  develop  long-term  solutions. 

So,  what  are  the  sources  of  revenue  ac- 
ademic health  centers  receive?  And  what 
are  the  unique  pressures  these  institutions 
face  in  meeting  their  primary  missions  to 
educate  physicians  and  generate  new 
knowledge?  Are  they  really  competing 
unfairly  or  just  trying  to  stay  in  business? 

Baylor  College  of  Medicine  Presi- 
dent Ralph  Feigin,  MD,  discusses  a ba- 
sic reality.  “The  education  of  physicians 
has  to  be  viewed  as  a public  good.  And 
those  training  costs,  whether  for  med- 
ical students  or  residents,  have  to  be 
borne  somehow  by  people,  corpora- 
tions, or  the  government,”  he  said. 

“We’re  all  facing  very  large  issues  like 
health  care  reform,  whatever  that  is,” 
said  David  Smith,  MD,  president  of  Texas 
Tech  University  Health  Sciences  Center. 
“We’re  all  getting  squeezed,  and  the  pie’s 
not  getting  bigger,  so  it  does  put  us  in  a 
more  confined  space,  which  is  tragic,  but 
it  is  more  a dynamic  of  the  marketplace.” 

Where  the  dollars  come  from 

The  7 public  health  science  centers 
receive  income  from  a variety  of 


sources.  Last  year,  institutional  rev- 
enues totaled  $2.6  billion,  including: 

• $691  million  — state  appropriations; 

• $50  million  — tuition  and  fees; 

• $776  million  — federal,  state,  and 
local  grants; 

• $139  million  — private  gifts  and 
grants; 

• $798  million — medical  services  and 
professional  fees,  or  the  patient  care 
portion;  and 

• $116  million  — endowment,  invest- 
ment, and  other  income. 


On  average,  state  appropriations 
(see  “Individual  Institution  Figures  for 
1997,”  p 44)  account  for  27%  of  public 
institution  revenue.  According  to  fig- 
ures provided  by  the  Texas  Higher  Edu- 
cation Coordinating  Board,  about  50% 
of  these  appropriations  come  from  gen- 
eral revenues,  31%  from  designated 
funds,  and  the  rest  from  auxiliary  and 
restricted  funds. 

Texas  A&M  University  relies  on  state 
appropriations  most  heavily;  81%  of  its 
income  comes  from  the  state  because 
all  dollars  are  devoted  solely  to  medical 
education.  The  university  has  neither 
clinical  faculty  nor  practice  plan  in- 
come. Meanwhile,  The  University  of 
Texas  Southwestern  Medical  Center  at 
Dallas  receives  only  18%  of  its  $484 
million  income  from  the  legislature. 

In  addition  to  state  tax  appropria- 
tions, state  and  local  grants,  which  can 
be  used  to  finance  various  operations, 
add  another  $464  million  to  the  pie. 
Federal  research  grant  dollars  total 
$312  million  for  public  institutions. 

Patient  care  revenue  for  the  public 
schools  totaled  $798  million,  making 
up  an  average  of  31%  of  the  total  in- 
come stream  of  these  institutions.  Uni- 
versities rely  on  professional  fees  and 
medical  services  to  varying  degrees. 
For  Texas  A&M,  patient  care  totals  less 
than  1%  of  its  revenues,  while  The  Uni- 
versity of  Texas  Medical  Branch  at 


Galveston  receives  38%  of  its  income 
from  caring  for  patients. 

The  only  private  medical  school  in 
Texas,  Baylor,  had  revenues  of  $523 
million  in  1997,  of  which  $34  million 
was  received  from  the  state.  This  insti- 
tution’s state  funding  level  is  deter- 
mined by  the  legislature  based  on  a 
formula  defined  in  legislation  and  cal- 
culated by  the  Texas  Higher  Education 
Coordinating  Board.  Baylor  received 
some  $100  million,  or  19%  of  its  in- 
come, in  federal  grant  money.  It  ranks 
17th  among  US  medical  schools  in  to- 


tal federal  research  grants  and  con- 
tracts. Professional  fees  and  services 
account  for  $160  million,  or  31%  of  the 
institution’s  income. 

Special  challenges 

Dr  Smith  doesn’t  believe  he’s  being  an 
alarmist  when  he  says,  “Our  challenge 
right  now  is  survival.  We  have  to  run  a 
business,  which  in  any  other  context 
would  be  a full-time  Job,  Just  to  main- 
tain our  2 primary  missions.  That 
means  you’re  running  a business  to  pay 
for  your  primary  business,  which  is 
education  and  research.” 

These  frustrations  become  an  extra 
burden  on  the  academic  faculty,  ac- 
cording to  Dr  Smith,  because  the  de- 
mands to  generate  clinical  income  limit 
the  time  available  to  focus  on  teaching 
and  research. 

“A  real  challenge  is  the  increasing 
number  of  uninsured  Texans,  and  while 
physicians  all  over  this  state  care  for 
the  uninsured,  a huge  portion  of  the 
uninsured  obtain  care  at  medical  cen- 
ters,” Dr  Guckian  said.  “And  there’s  a 
huge  subsidization  for  that  care  from 
our  practice  plan  funds.” 

Competitive  perceptions 

How  community  physicians  feel  about 
academic  colleagues  varies  by  region. 
“In  some  of  these  rural  communities, 
they  love  us,”  says  Dr  Smith,  former 


“The  notion  that  the  university  faculty  and  hospitals 
receive  so  much  tax  money  that  we  are  entering  into 
unfair  competition  has  to  be  dispelled.” 
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commissioner  of  the  Texas  Department 
of  Health,  “because  they  don’t  have 
doctors.  In  other  areas  where  we  have 
used  our  criminal  justice  money  to  keep 
a rural  hospital  open  and  only  contract 
with  private  doctors,  they  love  us,  too. 
We’ve  done  that  in  a number  of  com- 
munities out  here  rather  than  putting 
Tech  doctors  in  or  opening  a clinic.” 

It’s  not  so  rosy  in  other  regions.  Dr 
Smith  continues,  “Where  there  are  a num- 
ber of  community  doctors,  like  in  Lubbock 
or  El  Paso,  the  likelihood  they’re  going  to 
cross  one  another’s  paths  is  higher,  and  so 
there’s  a different  perception  by  some.” 

While  community-based  physicians 
complain  about  the  advantages  of  their 
academic  peers.  Dr  Smith  says  the 
complaint  goes  both  ways.  When  Med- 
icaid managed  care  was  rolled  out  in 
the  Lubbock  market,  Texas  Tech  lost 
nearly  7,000  patients  and  $2  million  in 
income.  “We  were  out-competed.  I’m 
not  going  to  complain  about  it;  it’s  just 
the  way  the  world  is,”  Dr  Smith  said. 


“If  anyone  says  that  the  medical  fac- 
ulty and  the  teaching  hospitals  should- 
n’t or  can’t  compete,  they’re  ignoring 
the  realities  of  the  situations,”  Dr  Guck- 
ian  said.  “We  have  to  have  patients  to 
train  physicians  and,  for  accrediting 
purposes,  we  must  have  access  to  a di- 
verse population.” 

Dr  Feigin  says  Baylor  does  not  have 
the  same  conflicts  because  so  many  of 
its  physicians  are  specialists  who  have 
received  referrals  from  the  community 
and  vice  versa  for  years.  “It’s  a very 
strong  relationship,”  he  said. 

Dr  Guckian  stresses,  “The  tax  money 
that  we  receive  is  not  something  that 
simply  goes  into  a pool  that  allows  us 
to  compete  unfairly  in  price  with  the 
private  sector.” 

The  larger  role 

Dr  Feigin  explains  that  economists 
have  shown  there’s  a multiplier  effect 
of  about  $4  for  every  federal  grant  dol- 
lar brought  into  the  state  economy.  The 


8 institutions  in  Texas  received  a total  | 
of  $412  million  in  federal  researchi 
grants  in  1997.  That  means  that  med-' 
ical  research  dollars  alone  have  an 
impact  of  $1.6  billion  to  the  state’s 
economy.  This,  of  course,  does  not  take 
into  consideration  the  results  of  these 
research  efforts  on  world  health. 

The  state’s  academic  health  centers 
always  have  been  the  facilities  of  last  re- 
sort for  indigent  care.  The  7 public  instk 
tutions  absorb  more  than  $1  billion  in 
uncompensated  care  (see  “Individual  In-' 
stitution  Figures  for  1997”).  Add  the  in- 
digent care  provided  by  The  University 
of  Texas  M.D.  Anderson  Cancer  Center, 
and  that  number  jumps  to  $1.5  billion. 

“Essentially  the  uncompensated  care 
is  the  difference  between  the  amount 
charged  and  the  amount  collected,”  ex- 
plained Kenneth  Vickers,  finance  direc- 
tor for  the  Texas  Higher  Education 
Coordinating  Board.  “The  professional 
fees  and  service  revenue  figures  repre- 
sent how  much  was  actually  collected.” 


Individual  institution  figures 
for  1997  (in  millions). 

Institution 

Annual 

Revenues 

State 

Appropriations 

Patient 

Care 

« 

Uncompensated  j 

Care* 

Baylor  College  of  Medicine 

$523 

$ 34(6.5%) 

$160 

n/a 

The  University  of  Texas  Southwestern  Medical  Center 

$484 

$ 88(18%) 

$142 

$217 

The  University  of  Texas  Medical  Branch  at  Galveston 

$989 

$250  (25%) 

$376t 

$545 

The  University  of  Texas-Houston  Health  Science  Center 

$409 

$119(29%) 

$111 

$146 

The  University  of  Texas  Health  Science  Center 
at  San  Antonio 

$305 

$115(38%) 

$ 62 

$ 85 

Texas  A&M  University  Health  Science  Center 

$ 21 

$ 17(81%) 

$ It 

n/a 

Texas  Tech  University  Health  Sciences  Center 

$292 

$ 67(23%) 

$ 76 

$ 81 

University  of  North  Texas  Health  Science  Center 

$ 81 

$ 35(43%) 

$ 30 

$ 11 

* Hospital  and  physician  services,  including  unsponsored  charity  care,  contractual  adjustments,  and  bad  debt  as  de- 
fined in  the  General  Appropriations  Act 
t Includes  hospital  revenue 

t Generated  through  clinical  work  at  Scott  & White  Memorial  Hospital  & Clinic 
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1 Dr  Guckian  points  out  that  tlic  indi- 
jgent  care  provided  by  the  U T system  ex- 
^ceeds  the  amount  received  from  state 
J appropriations.  In  1997,  U T health  sci- 
jence  centers  received  $572  million  from 
j|the  state  and  delivered  $993  million  in 
licare  for  which  it  was  not  reimbursed. 

Unifying  for  resolution 

Dr  5mith  believes  academic  and  com- 
^imunity-based  physicians  have  more 
licommonalties  than  differences.  He 
jjthinks  state  funding  of  uninsured  chil- 
Ijdren  in  Texas  may  be  the  answer  to 
(.many  woes.  Not  only  would  it 
lj“increase  the  size  of  the  pie  for  every- 
I one,  more  importantly,  kids  will  have 
jbetter  access  to  health  care.” 
j Dr  Guckian  agrees.  “In  many  re- 
spects, the  town-gown  conflict  has  been 
(created  by  the  failure  of  Texas  to  solve 
the  indigent  health  care  problem.” 

More  collaboration  and  relationship 
building  also  are  needed.  Dr  Baum  said, 
“There  need  to  be  joint  efforts  at  teach- 
ing and  at  delivering  care.  If  the  medical 
schools  and  community-based  physicians 
work  together  jointly,  they  can  both 
achieve  what  they  need  to  accomplish.” 

UT’s  new  health  plan  — Texas  Uni- 
versities Health  Plan  — is  working  with 
private  doctors  in  this  fashion,  accord- 
ing to  Dr  Guckian.  “We’re  bringing  in 
primary  care  physicians  and  some  spe- 
cialists and  building  networks  to  pro- 
vide care  to  populations  of  patients  such 
as  Medicaid  and  our  own  employees.” 

On  a more  philosophical  note,  Dr 
Guckian  points  out,  “This  country  en- 
joys the  best  medical  care,  the  most 
technically  advanced  medical  care  of 
anyplace  in  the  world.  From  the  aca- 
demic point  of  view,  we  know  there  will 
continue  to  be  conflicts.  But  if  we  can 
continue  to  have  a dialogue  with  TMA, 
the  county  medical  societies,  and  those 
physicians  who  believe  that  we  are  im- 
properly competing,  I think  we  can  gen- 
erally reduce  those  conflicts.”  ★ 
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A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas.  I MiF^  Frontier’s 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.QHSEES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 


HRH  AMARILLO 

Amarillo:  806-376-5136 


financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  275*3873.  If  calling 
from  Houston  (71 3)  461*1 504. 
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The  Center  for  Pulmonary  and  Infectious 
Disease  Control  (CPIDC),  located  on  the 
campus  of  The  University  of  Texas  Health 
Center  in  Tyler,  manages  a toll-free  infec- 
tious disease  consultation  hotline  adver- 
tised to  public  and  private  physicians 
and  to  health  care  agencies  throughout 
the  state.  From  January  1994  through 
December  1 996,  as  part  of  a statewide 
initiative  to  curb  an  unprecedented  in- 
crease in  the  incidence  of  tuberculosis  ob- 
served since  1985,  a concentrated  effort 
was  made  to  solicit  health  care  providers 
for  consultation  requests  that  involved 
the  diagnosis  and  management  of  tuber- 
culosis, in  particular,  drug-resistant  vari- 
eties. During  that  period,  3447  calls 
were  made  to  the  CPIDC  by  1 682  physi- 
cians and  nurses.  While  most  of  the  calls 
originated  from  4 major  urban  areas 
plus  health  care  facilities  along  the  bor- 
der, calls  were  received  from  more  than 
half  of  all  the  counties  in  Texas.  The 
value  of  providing  an  infectious  disease 
consultation  service,  readily  available, 
without  charge,  to  all  members  of  the 
health  care  community  is  discussed. 


Dr  Robison,  Ms  Reed,  and  Dr  Nash,  Center  for  Pul- 
monary and  Infectious  Disease  Control;  Drs  Grif- 
fith and  Cegielski,  Center  for  Pulmonary  and 
Infectious  Disease  Control  and  the  Department  of 
Medicine,  The  University  of  Texas  Health  Center  at 
Tyler.  Send  reprint  requests  to  Dr  Nash,  Associate 
Director,  CPIDC,  The  University  of  Texas  Health 
Center,  PO  Box  2003,  Tyler,  TX  75710-2003. 


A tuberculosis  hotline  in  Tyler:  a Texas  resource  for 
primary  health  care  providers  for  the  control  of 
infectious  diseases 


VALERIE  A.  ROBISON,  DDS,  MPH,  PHD 
DAVID  E.  GRIFFITH,  MD 
J.  PETER  CEGIELSKI,  MD,  MPH 

INTRODUCTION 

From  its  1985  nadir  of  22,201 
reported  cases  (9.3/10"  popula- 
tion), the  incidence  of  tuberculo- 
sis (TB)  in  the  United  States 
increased  by  20%  to  a peak  of 
26,673  cases  (10.5/10"  population)  in 
1992.  From  1993  through  1995,  how- 
ever, the  incidence  dropped  steadily  by 
14%  to  22,812  and  a record  low  inci- 
dence rate  of  8.7/10"  population  (1). 
Similarly,  the  TB  epidemic  in  Texas  (2), 
which  had  demonstrated  a 45% 
increase  from  1757  new  cases  in  1987 
to  2542  new  cases  in  1994,  has  begun 
to  show  a significant  reduction  as  evi- 
denced by  a decrease  in  new  cases  to 
2369  in  1995  and  2103  in  1996  (Fig  1). 

In  response  to  the  surprising  rise  in 
TB  during  the  7 years  preceding  1993, 
the  73rd  Texas  State  Legislature  estab- 
lished the  Center  for  Pulmonary  and 
Infectious  Disease  Control  (CPIDC)  at 
The  University  of  Texas  Health  Center 
at  Tyler  (UTHCT).  The  function  of  this 
newly  developed  center  is  3-fold:  to 
provide  a reliable  and  experienced  con- 
sulting service  in  infectious  diseases, 
particularly  tuberculosis,  that  would  be 
easily  accessible,  without  cost,  to  all 


MARGARET  R.  REED,  RN,  MSN 
DONALD  R.  NASH,  PHD 


primary  health  care  providers  through- 
out the  state;  to  provide  a continuing 
education  resource  for  the  manage 
ment  of  infectious  diseases,  readily  ac 
cessible  to  all  members  of  the  health 
care  community,  through  statewide 
presentation  of  lectures  and  seminars 
as  well  as  the  development  and  distrib- 
ution of  relevant  learning  materials; 
and  to  provide  a venue  for  assuring 
high  standards  of  health  care  for  Texas 
citizens  by  supporting  and  conducting 
strong  programs  both  in  basic  and  ap- 
plied research. 

To  this  end,  the  CPIDC  has  devel- 
oped into  a major  consulting  resource 
for  the  management  of  infectious  dis- 
eases, readily  available  to  all  primary 
health  care  professionals  in  Texas,  by 
means  of  a toll-free  telephone  hotline. 
In  addition,  the  CPIDC  conducts  up  to 
12  scheduled  infectious  disease  semi- 
nars per  year  for  health  care  profes- 
sionals and  support  groups  throughout 
the  state,  presents  educational  pro- 
grams specific  for  the  health  care 
providers  associated  with  the  Texas  De- 
partment of  Corrections,  conducts  re- 
gional lectures  and  training  programs 
as  requested,  and  develops  educational 


Fig  1.  Tuberculosis  in  Texas:  case  rate  and  total  cases.  Line  graphs  show  the  cumulative  incidence  (■■■  >—) 
and  incidence  rate  ( # — ) of  reported  cases  for  the  years  1985  through  1996.  (From  information  provided 
by  the  Division  of  Tuberculosis  Elimination  and  the  Texas  Department  of  Health  Annual  Statistical  Report, 
1995.) 
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materials  for  physicians,  nurses,  and 
patients.  While  the  research  arm  of  the 
CPIDC  is  still  being  developed,  current 
research  interests  include  studies  on 
■:the  genetics  of  mycobacteria  that  are 
laimed  at  identifying  potential  target 
ijsites  for  new  drugs,  investigations  con- 
'cerning  accelerated  mechanisms  for 
Viidentifying  Mycobacterium  tuberculosis 
!;in  biological  fluids,  the  use  of  new  and 
’{developing  drugs  in  the  treatment  of 
|imycobacterial  infections,  and  studies 
ilto  define  the  mechanisms  of  cell  medi- 
ijated  immunity. 

t(  The  CPIDC  hotline  became  fully  op- 
erational in  November  1993.  This  serv- 
ice was  advertised  throughout  Texas  by 
direct  mail  to  public  and  private  health 
care  agencies  and  to  more  than  10,000 
public  health  and  private  physicians. 
Each  announcement  contained  an  expla- 
nation of  the  role  of  the  CPIDC  as  a re- 
source for  infectious  disease  control 
concentrating  on  tuberculosis,  and  espe- 
cially on  drug-resistant  tuberculosis.  In- 
cluded with  the  letter  was  a Rolodex® 
card  defining  the  purpose  of  the  hotline, 
displaying  the  hotline  number,  and  in- 
! eluding  the  address  of  the  CPIDC  offices 
on  the  UTHCT  campus.  Additional  ad- 
vertising of  the  availability  of  this 
statewide  toll-free  tuberculosis  consult- 
ing service  was  provided  through  the  co- 
operation of  the  Texas  Department  of 
Health  (TDH),  which  advertised  the  toll- 
free  number  in  its  newsletter  and 
through  scores  of  continuing  education 
programs  presented  by  CPIDC  staff  to  al- 
lied health  care  professionals  in  25  loca- 
tions throughout  the  state.  Within  a year 
of  its  introduction,  the  toll-free  number 
was  included  on  all  laboratory  reports 
from  the  TDH  mycobacteriology  labora- 
tory, and  physicians  receiving  reports  of 
positive  cultures  for  M tuberculosis  were 
encouraged  to  obtain  a consultation  re- 
garding recommendations  for  treatment. 
In  the  case  of  drug-resistant  tuberculosis, 
TDH  now  requires  that  the  physician  ob- 
tain expert  consultation  (3). 


This  article  describes  and  evaluates 
the  hrst  3 years  of  this  hotline’s  opera- 
tion. We  relate  the  number,  nature,  and 
distribution  of  calls  received,  and  dis- 
cuss the  significant  features  of  this  con- 
sultation service. 

METHODS 

All  calls  placed  to  CPIDC  on  the  toll- 
free  800  number  between  8 am  and  5 
pm  on  regular  working  days  are  an- 
swered by  an  experienced  registered 
nurse  or  trained  CPIDC  staff  member 
who  records  basic  caller  information 
and  a brief  description  of  the  problem. 
After  this  is  recorded,  1 of  4 board-cer- 
tified specialists  in  pulmonary  or  infec- 
tious disease  medicine  at  UTHCT  who 
also  have  been  identified  by  the  TDH  as 
recognized  experts  in  their  respective 
specialties  and  in  tuberculosis,  is  noti- 
fied of  the  call  and  given  the  pertinent 
information  and  the  caller’s  telephone 
number.  Each  call  is  returned  by  the 
consultant  within  30  to  45  minutes  of 
the  initial  inquiry.  CPIDC  policy  re- 
quires that  consultants  provide  each 
caller  requesting  clinical  advice  with 
written  documentation  in  the  form  of  a 
letter  summarizing  the  reason  for  the 
call  and  the  recommendations  pro- 
posed. When  appropriate,  or  when  re- 
quested, relevant  reference  materials 
from  the  medical  literature  and  pub- 
lished guidelines  supporting  the  recom- 
mendations are  included.  Physicians  to 
whom  these  written  resumes  are  di- 
rected are  encouraged  to  place  them  in 
the  patient’s  file  or  chart.  In  cases  that 
involve  drug-resistant  TB,  and  particu- 
larly multidrug  resistance,  a copy  of 
each  written  consult  also  is  forwarded 
to  the  Division  of  Tuberculosis  Elimina- 
tion at  TDH  in  Austin.  To  assure  consis- 
tency and  quality,  the  consultants  audit 
a random  sample  of  their  colleagues’ 
letters  every  month.  The  audit  provides 
a mechanism  for  feedback  to  a letter’s 
author,  including,  if  necessary,  recom- 


mendations to  modify  the  letter  sent  to 
the  person  requesting  the  consultation. 
Further,  the  TDH  monitors  these  con- 
sultations and,  in  the  case  of  drug-re- 
sistant TB,  matches  them  with  the 
corresponding  TB  case  reporting  forms 
(TB400)  to  determine  whether  (and 
when)  the  consultant’s  recommenda- 
tions were  enacted. 

RESULTS 

From  January  1994  through  December 
1996,  a total  of  3447  calls  were  re- 
ceived. During  1994,  the  number  of 
calls  Increased  from  an  average  of  50 
per  month  for  the  first  few  months  un- 
til August,  when  the  number  of 
monthly  calls  reached  100.  Since  then, 
the  number  of  calls  has  averaged  100 
per  month,  ranging  from  a low  of  83  to 
a high  of  132.  While  most  calls  relate 
directly  to  a specific  clinical  problem, 
callers  used  the  800  number  also  to  re- 
quest educational  materials  for  physi- 
cians, residents,  interns,  medical 
students,  nurses  (hospital  staff,  home 
health  care,  nursing  homes,  school 
health  programs),  respiratory  thera- 
pists, social  workers,  and  hrst  respon- 
ders, including  emergency  medical 
services  and  hrehghters.  Educational 
materials  include  CPIDC  printed  pam- 
phlets and  brochures,  publications 
from  the  Centers  for  Disease  Control 
and  Prevention,  medical  journal  arti- 
cles, and  product  information. 

Where  did  the  calls  come  from? 

As  might  be  expected,  most  calls  for 
consultation  originated  from  areas 
around  the  state  that  are  the  most 
densely  populated,  especially  4 major 
urban  locations:  Houston,  Dallas, 
Austin,  and  El  Paso.  A hfth  area  repre- 
senting a high  density  of  calls  was  the 
lower  Rio  Grande  Valley,  particularly 
around  Harlingen,  McAllen,  and 
Laredo  (Fig  2).  Calls  reflected  the  dis- 
tribution of  TB  cases  within  the  general 
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population  and  originated  from  145  of 
the  254  counties  in  Texas  (Fig  3). 

Who  made  the  calls? 

Generally,  the  calls  were  made  either  by 
a physician  (47.5%)  or  a nurse  (52.5%). 


While  42%  originated  from  state,  county, 
and  city  health  clinics  and  related  health 
care  agencies  in  the  public  sector,  48% 
represented  primary  health  care 
providers  from  the  private  sector  (Fig  4). 
About  10%  of  the  calls  originated  from 


physicians  located  outside  the  Texas  bor- 
ders. Private  sector  locations  included 
long-term  care  facilities  (jails,  prisons, 
and  nursing  homes),  schools,  and  private 
health  care  clinics  and  hospitals.  Most 
health  care  providers  requested  a single 


Fig  2.  Hotline  calls  by  dot  density  in  Texas  Senate 
districts,  January  1,  1994,  through  December  31, 
1996.  Statewide  origins  of  requests  for  infectious 
disease  consultations  received  through  the  Center 
for  Pulmonary  and  Infectious  Disease  Control 
hotline  in  Tyler.  Different  colors  identify  individ- 
ual Senate  districts. 


Fig  3.  Distribution  and  relative  number  of  hotline 
consultations  received  from  Texas  counties.  Dur- 
ing the  3-year  period  of  this  study,  the  Center  for 
Pulmonary  and  Infectious  Disease  Control  re- 
ceived calls  from  60%  of  the  254  counties.  Coun- 
ties with  no  calls  tend  to  be  sparsely  populated 
and  have  few,  if  any,  physicians. 


Fig  5.  Hotline  calls  reporting  multidrug-resistant 
cases  by  Texas  House  of  Representative  districts, 
January  1,  1994,  through  December  31,  1996. 
Origins  of  consultation  requests,  relating  to  the 
management  of  multidrug-resistant  tuberculosis, 
received  by  the  Center  for  Pulmonary  and  Infec- 
tious Disease  Control  hotline  in  Tyler.  Colors  iden- 
tify location  of  House  districts. 


Fig  4.  Center  for  Pulmonary  and  Infectious  Disease  Control  consultation  report,  January  1,  1994,  through  December  31,  1996.  Pie  charts  show  subject  of  hot- 
line calls,  professional  designation  of  individuals  requesting  consultation,  and  origin  of  calls  from  public  or  private  sector. 
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, rable  1.  Frequency  of  calls  relative  to  number  of  callers. 


No.  of  Calls 

No.  of  Persons 

Percent  of  Callers 

1 

1231 

73.2 

2 

202 

12.0 

3-5 

151 

9.0 

6-10 

59 

3.5 

11-20 

27 

1.6 

20-1- 

12 

0.7 

tices  of  TB  prevention  and  control,  and 
some  calls  reflected  a lack  of  familiarity 
with  these  basics.  In  contrast,  callers  in 
1996  were  much  more  informed  about 
TB.  Most  calls  reflected  a firm  grasp  of 
the  basics  and  focused  on  difficult  or 
subtle  issues  of  management. 

DISCUSSION 


consultation,  but  a substantial  propor- 
tion consulted  the  CPIDC  repeatedly,  es- 
I pecially  the  public  health  physicians  and 
! nurses  who  are  responsible  for  TB  con- 
! trol.  The  3447  calls  were  placed  by  ap- 
proximately 1682  different  people 
(median,  2 calls  per  person).  Of  these, 
1231  (73%)  called  the  hotline  only  once, 
while  39  persons  (2.3%)  called  the  hot- 
line more  than  10  times  each  (Table  1). 

I 

^ What  were  the  calls  about? 

Most  calls  concentrated  on  questions 
that  relate  directly  to  the  diagnosis, 
treatment,  and  overall  management  of 
' infectious  diseases;  because  the  initial 
emphasis  of  the  CPIDC’s  consultation 
service  targeted  tuberculosis  control, 
most  of  the  calls  concerned  problems 
relating  either  to  drug-sensitive  or 
drug-resistant  tuberculosis  (Fig  4).  For 
example,  TB-related  consultations  were 
the  subject  of  1903  calls  (55.2%).  A 
substantial  proportion  of  these,  541 
calls  (28.4%),  were  focused  on  drug-re- 
sistant TB  (Fig  5).  In  addition,  793 
(23%)  of  all  calls  concerned  nontuber- 
culous  mycobacteria,  and  172  (5%) 
concerned  other  infectious  diseases.  In- 
fectious disease  consultations  unrelated 
to  mycobacteria  involved  hepatitis, 
pneumonia,  meningitis,  and  human  im- 
munodeficiency virus.  The  remaining 
calls,  579  (16.8%),  included  requests 
for  literature,  information  about  infec- 
tion control  procedures,  and  interpreta- 
tion of  published  recommendations  and 
guidelines  (Fig  4). 

Quality  assurance  was  an  important 
aspect  of  the  hotline’s  operation.  Over 


the  3-year  period,  a random  sample  of 
660  follow-up  letters  to  the  telephone 
consultations  were  evaluated  and  cri- 
tiqued independently.  Additional  infor- 
mation or  clarifications  were  suggested 
for  fewer  than  1%  of  them. 

Qualitatively,  the  calls  received 
through  the  hotline  have  clearly 
evolved  over  the  past  3 years  and  may 
reflect  the  ease  with  which  primary  care 
providers  were  able  to  obtain  useful 
and  relevant  consultations.  The  subject 
of  the  telephone  consultations  and  the 
knowledge  of  the  health  care  workers 
initiating  the  telephone  calls  indicated 
an  improved  understanding  of  the 
pathogenesis  of  TB  and  recommended 
diagnostic  techniques  and  treatment 
protocols  as  well  as  of  the  potential 
complications  associated  with  routine 
treatment  procedures.  During  the  first 
year  of  operation,  a large  proportion  of 
the  calls  concerned  drug-resistant  TB, 
including  cases  among  native  Texans 
who  had  “fallen  through  the  cracks”  or 
for  whom  drug  treatment  had  other- 
wise been  mismanaged.  In  the  past 
year,  these  cases  have  been  limited  to  2 
predominant  situations:  foreign-born 
immigrants,  particularly  those  originat- 
ing from  Mexico  or  Asia,  and  patients 
who  have  been  incarcerated  in  prisons 
or  jails,  especially  more  than  once. 

One  additional  observation  has 
been  that  the  callers’  knowledge  re- 
garding the  transmission,  prevention, 
and  treatment  of  TB  has  clearly  im- 
proved over  the  3 years.  From  late 
1993  through  1995,  many  calls  were 
directed  at  basic  principles  and  prac- 


The  demand  for  this  service  and  the 
usefulness  of  this  approach  to  support 
health  care  providers  and  the  public 
health  system  with  regard  to  TB  be- 
came rapidly  evident  once  the  hotline 
was  established.  As  a consequence,  in 
1994  TDH  set  up  3 additional  sites  for 
telephone  consultation  on  TB:  the 
Texas  Center  for  Infectious  Diseases  in 
San  Antonio,  Texas  Tech  University 
School  of  Medicine  for  the  greater  El 
Paso  area,  and  Baylor  College  of  Medi- 
cine for  pediatric  TB.  These  hotline 
numbers  often  are  advertised  for  use  in 
well-defined  areas,  but  both  the  San 
Antonio  and  Tyler  locations  will  accept 
calls  from  any  site  throughout  the  state 
(Table  2).  Indeed,  a look  at  the  distri- 
bution of  calls  that  have  been  made  to 
the  Tyler  number  indicates  a statewide 
usage  (Figs  2,3,5).  The  TDH  policy 
now  requires  physicians  managing 
drug-resistant  TB  cases  to  seek  consul- 
tation from  1 of  these  4 locations.  Mon- 
itoring activities  at  TDH  indicate 
further  that  compliance  for  consulta- 
tions relating  to  drug  resistance,  in- 
cluding multiple  drug  resistance,  is 
between  90%  and  97%  (personal  com- 
munication from  the  Division  of  Tuber- 
culosis Control  at  TDH,  March  1997). 

The  qualitative  evolution  of  tele- 
phone calls  received  on  the  CPIDC’s  hot- 
line merits  further  comment.  As  a 
consequence  of  the  2 situations  described 
in  which  patients  are  lost  to  follow-up,  a 
binational  tracking  program  has  been  es- 
tablished that  focused  efforts  to  improve 
communication  between  the  Texas  De- 
partment of  Criminal  Justice  and  TDH 
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Table  2.  Texas  Department  of  Health  sponsored  hotline  numbers  targeting  drug-resistant  and  pediatric  tuber- 
culosis. The  numbers  are  recommended  for  use  by  primary  health  care  providers  or  their  designates  for  med- 
ical consultation  only.  While  numbers  are  divided  by  regional  areas,  the  two  800  locations  will  accept  calls 
from  any  location  throughout  the  state. 


For  consultations  relating  to  drug-resistant  tuberculosis: 


Public  health  regions  1-6  (Tyler) 

Public  health  regions  7-11  (TCID)* 

Far  West  Texas  — Manuel  Rivera,  MD 
For  consultations  relating  to  pediatric  tuberculosis: 
East  Texas  — Rodolfo  Amaro,  MD 
North  Texas  — Jane  D.  Siegel,  MD 
West  Texas  — David  Wagner,  MD 
Gulf  Coast  — Jeffrey  Starke,  MD 
Gulf  Coast  — Armando  Correa,  MD 
Gulf  Coast  — Kim  Connelly  Smith,  MD 


(800)  HCT-PIDC  (428-7432) 

(800)  TEX-LUNG  (839-5864) 

(915)  545-6619  (El  Paso) 

(800)  428-7432  (Tyler) 

(214)  648-3720  (Dallas) 

(806)  743-2244,  ext  240  (Lubbock) 
(713)  770-4330  (Houston) 

(713)  770-4330  (Houston) 

(713)  704-0767  (Houston) 


* Texas  Center  for  Infectious  Disease,  San  Antonio 


Table  3.  Hotline  calls,  January  1,  1997,  through  December  31,  1997. 


N = 1112 

No. 

(%) 

Tuberculosis  (drug-susceptible) 

526 

(47.3) 

Tuberculosis  (drug-resistant) 

123 

(11.1) 

Other  infectious  diseases 

347 

Nontuberculous  mycobactetia 

228 

(20.5) 

Other  than  mycobacteria 

119 

(10.7) 

Requests  for  literature  and  information 

116 

(10.4) 

Calls  received  from  state,  county,  or 

city  departments  of  health 

578 

(51.9) 

Calls  received  from  private  physicians 

and  nurses 

534 

(48.0) 

concerning  TB  patients.  Secondly,  the 
changes  over  time  clearly  reflect  ad- 
vances in  the  knowledge  of  health  care 
workers  about  the  prevention  and  man- 
agement of  tuberculosis.  Of  course,  the 
change  was  cumulative,  as  many  of  the 
callers  had  made  multiple  calls. 

The  frequency  of  hotline  calls  during 
the  last  2 years  has  been  fairly  stable, 
but  the  subject  of  these  calls  is  beginning 
to  show  an  evolution  into  areas  other 
than  tuberculosis.  The  fact  that  TB  re- 
mains a persistent  problem  in  the  heav- 
ily populated  urban  areas  and  along  the 
border  suggests  that  the  toll-free  800 
number  will  continue  to  be  used.  How- 
ever, with  increased  acceptance  by  the 
health  care  providers  of  the  effectiveness 
of  this  consultative  support  from  board- 
certified  and  acknowledged  experts  in 
infectious  diseases  and  pulmonary  med- 
icine, the  subjects  of  these  calls  should 
vary  even  more  in  the  future.  The  chang- 
ing nature  of  the  calls  may  indicate  the 
effect  of  this  and  other  vigorous  educa- 
tional efforts  throughout  the  state.  Even 
now,  calls  to  the  CPIDC  have  focused  in- 
creasingly on  the  management  of  infec- 
tions caused  by  mycobacteria  other  than 
M tuberculosis  (Table  3). 

The  overuse  and  misuse  of  drugs, 
which  contributed  to  the  rise  in  drug-re- 
sistant strains  of  TB,  affect  other  infec- 
tious diseases  as  well  and  provide 
additional  justification  for  the  consulta- 
tion hotline  concept  (3).  Diagnostic  crite- 
ria, treatment  protocols,  drug  resistance, 
adverse  drug  reactions,  and  changing 
technology  all  influence  the  outcome  of 
the  management  of  infectious  diseases. 
Furthermore,  the  potential,  especially  in 
the  southwestern  United  States,  for  the 
sudden  appearance  of  emerging  (han- 
tavirus, borreliosis,  ehrlichiosis)  and 
reemerging  (dengue  fever,  Lyme  disease. 
Rocky  Mountain  spotted  fever)  infectious 
diseases  assures  that  the  health  care 
providers  throughout  the  state  and  their 
patients  will  benefit  from  having  rapid 
and  easy  access  to  expert  professional 


opinion,  without  charge,  from  acknowl- 
edged specialists. 

ADDENDUM 

More  information  about  the  CPIDC 
hotline  and  an  online  order  form  for 
educational  materials  can  be  found  on 
the  Web  site  for  the  Center  for  Pul- 
monary and  Infectious  Disease  Control 
at  research.uthct.edu/cpidc. 
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Millions  of  dengue  cases  occur  worldwide 
each  year.  Most  recently,  an  outbreak  oc- 
curred in  Texas.  Though  usually  a non- 
specific febrile  illness  that  resolves  with 
supportive  therapy,  the  clinical  spectrum 
ranges  from  asymptomatic  to  severe 
hemorrhage  and  sudden  fatal  shock. 

The  potential  exists  for  the  introduc- 
tion of  dengue  virus  into  other  parts  of 
the  United  States,  and  for  secondary 
transmission  in  areas  with  vector  mos- 
quitoes, because  of  increased  travel  to 
and  from  regions  of  the  Americas  where 
dengue  is  endemic.  The  discovery  of 
Aedes  (Ae)  albopictus  strains  adapted 
to  temperate  conditions  makes  this 
threat  much  greater.  With  global  warm- 
, ing,  a more  rapid  distribution  of  the 
I Aedes  species  may  occur,  moving  north- 
ward, encompassing  larger  population 
'Centers  and  leading  to  increased  vector- 
! borne  diseases.  Control  of  dengue  cur- 
rently requires  control  of  the  principal 
vector  mosquitoes.  Vaccine  development 
I continues,  but  at  present  the  only  way  to 
i avoid  dengue  in  an  area  where  it  is  en- 
demic or  epidemic  is  to  use  repellents 
and  mosquito  barriers.  Lifesaving  inter- 
' vention  and  management  of  a patient 
with  dengue  and  its  complications  de- 
pend upon  a complete  history,  to  include 
travel  and  physical  examination  with  a 
high  level  of  suspicion.  Physicians  and 
other  health  care  providers  should  learn 
to  recognize  this  disease.  Once  a person 
is  infected,  the  key  to  survival  is  early  di- 
agnosis and  appropriate  treatment  for 
the  severe,  life-threatening  complications 
of  dengue  hemorrhagic  fever  and  dengue 
shock  syndrome. 
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Dengue  (deng=ge,  - ga),  a Spanish 
alteration  of  a Tanzanian  term 
(Swahili)  Ki-dinga,  is  also  called 
breakbone  fever,  dandy  fever,  or 
dengue  fever,  according  to  the 
American  Heritage  Dictionary.  Dengue  is 
the  most  common  mosquito-borne  viral 
illness  (1),  causing  a spectrum  of  illness- 
es ranging  from  a mild,  nonspecific  viral 
syndrome  to  severe  and  fatal  hemor- 
rhagic disease  (2).  The  most  serious 
symptoms  accompany  dengue  hemor- 
rhagic fever  (DHF)  and  dengue  shock 
syndrome  (DSS).  Epidemics  have 
occurred  in  the  Western  Hemisphere  for 
200  years.  In  the  past  15  years,  dengue 
transmission  has  increased  greatly  in  the 
Caribbean;  epidemics  are  occurring  at 
more  frequent  intervals  (3).  Dengue 
hemorrhagic  fever  is  one  of  the  leading 
causes  of  hospitalization  and  death 
among  children  in  Southeast  Asia  (2) 
(Table  1).  Dengue  had  once  been 
endemic  in  Texas,  and  cases  occurred 
locally  as  recently  as  1980  and  1986  (4). 

DENGUE  IN  TEXAS 

On  August  25,  1995,  the  Texas  Depart- 
ment of  Health  (TDH)  reported  notifi- 
cation of  a dengue  outbreak  in 
Reynosa,  Mexico,  approximately  10 
miles  from  McAllen,  Tex  (4).  TDH  sub- 
sequently reported  9 confirmed  cases 
from  Hidalgo,  Cameron,  Dallas,  Fort 
Bend,  and  Waller  counties.  Of  the  8 
who  had  a 4-fold  antibody  titer  rise  in 
acute  and  convalescent  serum  samples, 
2 had  dengue  virus  isolated  from  acute 
sera.  One  patient  had  only  a virus  iso- 
late. Additionally,  20  probable  cases 
have  been  reported  from  the  counties 
of  Hidalgo,  Bell,  Harris,  Collin,  Dallas, 
Fort  Bend,  Cameron,  Hays,  and  Tar- 
rant. The  “confirmed”  and  “probable” 
cases  included  9 males  and  20  females 
between  the  ages  of  13  and  89  years 
(Table  2).  Onset  of  illness  was  in  March 
and  July  through  December  with  most 
cases  in  August  through  October.  Most 


had  significant  travel  histories:  12  had 
been  to  Mexico  (5  to  Reynosa,  2 to  Rio 
Bravo,  1 to  Matamoros,  and  1 each  to 
Ciudad  de  Valles,  San  Luis,  Potosi,  and 
Montemorelos),  2 to  unknown  destina- 
tions, 4 to  the  Caribbean,  2 to  El  Sal- 
vador, 2 to  Honduras,  and  1 to 
Guatemala. 

By  October  6,  1995,  the  TDH  had 
processed  126  specimens,  including  12 
paired  sera,  for  dengue  testing.  Eleven 
cases  were  confirmed  serologically 
from  the  following  counties:  Dallas  (2), 
Fort  Bend  (2),  Harris  (3),  Hays  (1),  Hi- 
dalgo (2),  and  Tarrant  (1).  At  least  10 
additional  suspected  cases  exist  in 
Texas.  Every  serologically  confirmed 
case  had  a travel  history  outside  the 
United  States  to  areas  epidemic  for 
dengue  (4). 

THE  VIRUS 

Dengue  viruses  are  arboviruses,  single- 
stranded,  enveloped  RNA  viruses  in  the 
family  Flaviviridae,  genus  flavivirus, 
and  type  species,  yellow  fever  (5). 
Within  the  latter  69  serotypes,  the  4 
dengue  serotypes  are  dengue- 1 (DEN- 
1),  dengue-2  (DEN-2),  dengue-3  (DEN- 
3),  and  dengue-4  (DEN-4)  (6).  Within 
each  serotype  are  genetically  distinct 
genotypes  that  have  99%  homology. 
Current  data  define  two  genotypes  of 
DEN-1,  five  genotypes  of  DEN-2,  four 
genotypes  of  DEN-3,  and  two  geno- 
types of  DEN-4  (7).  All  4 serotypes  can 
cause  DHF,  depending  on  the  immune 
status  of  the  host  and  on  age,  because 
DHF  occurs  predominately  in  persons 
under  the  age  of  16  years  (8). 

THE  VECTOR 

The  principal  mosquito  vector  of 
dengue  virus  is  Aedes  (Ae)  aegypti, 
which  is  present  in  most  tropical  coun- 
tries. Ae  albopictus,  introduced  recently 
into  the  United  States  from  Asia,  is  an 
arbovirus  vector  (9),  as  are  Ae  polyne- 
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Table  1.  Epidemiologic  history. 


1779 

Dengue  fever,  described  by  Bylon  in  Batavia  (Jakarta)  (44).  Epidemics  reported  in  Egypt 
and  Indonesia  (45). 

1780 

Earliest  dengue  epidemics  in  the  medical  literature  from  Philadelphia  (46).  Sporadic  epi- 
demics reported  in  the  United  States  after  1780,  when  Rush  names  the  disease  “break-bone 
fever”  (44). 

1922 

Approximately  30,000  cases  of  dengue  fever  occur  in  Galveston  during  1922  (47). 

1944 

Sabin  isolates  dengue- 1 and  dengue-2  (48). 

1945 

Dengue  outbreak  in  Louisiana  (51).  Dengue  outbreak  in  Texas  (52). 

1950s 

Pan  American  Health  Organization  program  to  eradicate  Ae  aegypti  (49).  Control  of  Ae 
aegypti  mosquitoes  in  the  American  region  reported,  but  the  vector  never  was  eliminated 
from  the  Southeastern  United  States  (50). 

1953-1954 

The  first  recognized  epidemic  of  DHF  in  southeast  Asia  in  Manila,  Philippines  (53). 

1956 

Hammon  et  al  (54)  isolate  dengue-3  and  dengue-4  during  epidemics  of  hemorrhagic  illness 
among  children  in  the  Philippines. 

1975 

The  first  case  of  DHF  with  laboratory-diagnosed  dengue  in  the  Americas  from  Puerto  Rico  (55). 

1980 

Outbreaks  of  indigenous  dengue  transmission  in  Texas  (52). 

1981 

Epidemic  in  Cuba:  10,000  cases  of  hemorrhagic  fever  with  158  deaths  (56). 

1985 

Ae  albopictus  first  identified  in  the  United  States  near  Houston,  Tex,  in  1985  (57). 

1986 

During  April  and  May,  Ae  albopictus  found  near  Houston,  Tex;  New  Orleans,  La;  and 
Memphis,  Tenn;  during  June  and  July,  near  Gulfport,  Miss,  and  Jacksonville,  Fla  (57).  By 
the  fall  of  1986,  Ae  albopictus  is  present  in  42  counties  in  12  states  (18).  Outbreaks  of  indige- 
nous dengue  transmission  occur  in  Texas  (52).  Five  of  the  14  CDC-confirmed  cases  repon- 
ed  from  Texas  were  probably  imported;  the  remainder  of  these  patients  have  not  traveled 
outside  the  state,  suggesting  that  the  infections  were  acquired  locally.  Four  cases  are  report- 
ed from  Brownsville,  3 cases  from  Corpus  Christi,  and  2 cases  from  Laredo  (57). 

1987 

Ae  albopictus  found  in  areas  of  17  states  of  the  United  States  including  downtown  Chicago, 
111  (58). 

1980-1989 

276  confirmed  cases  of  dengue  in  the  continental  United  States  and  Hawaii  reported  to  the 
CDC  (59). 

1991 

Eighty-two  cases  of  suspected  dengue  with  serum  samples  submitted  to  CDC  from  27  states. 
Of  these,  25  (34%)  cases  from  18  states  are  serologically  or  virologically  diagnosed  as  dengue 
(43).  By  the  end  of  the  year,  Ae  albopictus  reported  in  254  counties  in  23  states  (58). 

1992 

Serum  samples  from  68  persons  with  suspected  imported  dengue  with  onset  in  1992  submit- 
ted to  CDC  from  23  states  (60).  Of  these  17,  25%  of  the  cases  (from  10  states)  were  serolog- 
ically or  virologically  diagnosed  as  dengue.  Travel  histories  were  available  for  14  persons  with 
laboratory-diagnosed  dengue;  infections  were  acquired  in  Asia  (7  cases),  the  Caribbean  islands 
(5  cases),  Honduras  (1  case),  and  Colombia  (1  case)  (13). 

More  than  25,000  US  military  personnel  are  stationed  in  Somalia  during  Operation  Restore 
Hope  in  1992-1993.  Dengue  is  responsible  for  14  of  81  (17%)  acute  febrile  illnesses  in  US 
forces  in  Somalia  (61). 

1994 

Since  September  19,  1994,  approximately  20,000  US  military  personnel  have  been  deployed 
to  Haiti  as  part  of  Operation  Uphold  Democracy.  From  September  19  to  November  4,  1994, 
a total  of  106  military  personnel  who  had  febrile  illnesses  were  evaluated.  As  of  November 
10,  preliminary  laboratory  results  were  available  for  48  febrile  patients.  Of  these,  antifla- 
vivirus  IgM  was  detected  in  11  (23%),  and  dengue  virus  was  isolated  from  3 additional 
patients  (dengue-1  [1  patient]  and  dengue-2  [2  patients]). 

DHF  = dengue  hemorrhagic  fever 

CDC  = Centers  for  Disease  Control  and  Prevention 

Table  2.  Clinical  findings  from  29  cases  of  dengue  in 
Texas. 


Symptom 

No.  of 

Cases  Claiming 
to  Have  Symptom 

Fever 

29 

Joint/bone  pain 

26 

Headache 

24 

Chills 

21 

Myalgia 

18 

Anorexia 

18 

Severe  malaise 

17 

Rash 

16 

Lumbosacral  pain 

12 

Nausea/vomiting 

12 

Altered  taste 

11 

Retro-orbital  pain 

9 

Hypersensitivity,  “skin  felt  strange”  7 

Respiratory  symptoms 

7 

Petechiae/purpura/epistaxis 

3 

Lymphadenopathy 

4 

siensis  (10)  and  Ae  scutellaris  (11)  in 
the  South  and  Central  Pacific. 

Ae  aegypti  is  a small,  black  mosquito 
with  a silver-white,  l3tre-shaped  figure 
on  the  upper  thorax  with  white  bands 
on  the  hind  tarsi  and  abdomen  (12). 
This  mosquito  is  prevalent  only  in  the 
southern  United  States  because  temper- 
ature limits  northward  spread.  Nearly 
eradicated  in  the  1960s,  it  is  now  pres- 
ent in  most  tropical  areas,  found  year- 
round  in  southern  Texas  and  Florida 
(13).  Ae  aegypti  thrives  in  wet  and  dry 
climates,  bites  during  the  morning  or 
late  afternoon,  readily  enters  houses, 
and  prefers  human  blood  meals,  biting 
principally  around  the  ankles  or  the 
back  of  the  neck.  This  mosquito  is  pres- 
ent usually  in  peridomestic  settings  in 
dark  areas  such  as  closets,  bathrooms, 
behind  curtains,  and  under  beds  (13), 
and  is  cosmotropical  in  distribution, 
breeding  in  man-made  containers  and 
flower  vases  around  dwellings.  Its  flight 
range  is  limited  (100  m)  (14). 

The  female  Ae  aegypti  acquires  the 
dengue  virus  by  biting  an  infected  hu- 
man during  the  viremic  phase,  which  is 
usually  4 to  5 days  but  may  persist  for  12 
days  (15).  After  8 to  11  days,  the  mos- 
quito transmits  the  virus  during  every 
feeding  and  remains  a vector  for  life. 
The  virus  multiplies  in  the  mosquito  sali- 
vary glands  during  this  extrinsic  incuba- 
tion period.  The  vector  also  can  transmit 
the  virus  immediately  by  a change  of 
host  when  feeding  is  interrupted  (8). 
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Ae  albopictus,  the  “Asian  tiger  mos- 
quito,” is  similar  to  Ae  aegypti  with  a 
black  body  and  silver-white  markings 
(12),  but  Ae  albopictus  has  a single,  sil- 
ver-white stripe  down  the  center  of  the 
dorsum  of  the  thorax.  Called  “the 
Tiger”  because  of  its  characteristic 
white  markings  on  its  body  and  legs 
(16),  this  aggressive,  daytime-biting 
mosquito  is  a worldwide  vector  for  yel- 
low fever  and  dengue  fever.  This  mos- 
quito is  distributed  widely  throughout 
Asia,  the  Hawaiian  Islands,  and  parts 
of  the  eastern  United  States.  It  often 
lands  and  bites  immediately,  having  a 
ilflight  range  of  less  than  one  quarter  of 
la  mile.  It  breeds  in  small,  temporary 
II  pools  of  water  such  as  tree  holes  or 

2 puddles  in  tires.  The  introduction  of  Ae 
I albopictus  into  the  United  States  in 
e 1986  is  of  special  concern  because  this 

I species  is  an  exceptionally  efficient 
e host  for  dengue  viruses  and  can  trans- 
amit  both  horizontally  (human  to  hu- 
(man)  and  vertically  (from  infected 
li female  to  her  offspring),  a process 
(called  transovarial  transmission  (17). 

e During  the  1980s,  Japan  imported 
rused  tire  casing  from  Asian  countries 
ifor  retreading  in  the  United  States, 
e Breeding  sites  were  found  in  those  tires 
i (9),  and  larvae  of  this  and  other  mos- 
a quito  species  were  found  in  shipments 

3 of  tires  from  Japan  and  Hawaii  (18). 
)iThe  patchy,  discontinuous  distribution 
n of  the  mosquito  in  the  United  States 
jl  suggested  interstate  transport  in  con- 
signments of  tire  casings  (19).  All  im- 

li  ported  tires  from  Asian  countries  now 

II  require  a certificate  of  treatment  for 
li  killing  mosquito  ova  (9). 

1 Other  viruses  that  infect  the  Aedes 
oi  mosquitoes  include  other  Flaviviruses 
;r  (ie,  Japanese  encephalitis,  St  Louis  en- 
fe  cephalitis.  West  Nile);  yellow  fever 
i virus;  Alphaviruses  (ie,  Chikungunya, 
ja  Ross  River,  Western  equine  encephali- 
ni  tis.  Eastern  equine  encephalitis);  Bun- 
0 yavirus  (ie.  Rift  Valley  River);  and 
certain  Reoviridae. 


EPIDEMIOLOGY 

Dengue  is  now  the  most  common 
arthropod-borne  viral  disease  in  the 
world,  affecting  from  30  to  60  million 
persons  yearly  (1).  Before  the  1950s, 
major  epidemics  were  relatively  rare, 
occurring  at  intervals  of  10  to  40  years, 
primarily  because  both  the  viruses  and 
the  mosquito  vectors  relied  on  mar- 
itime transport  (11).  Outbreaks  oc- 
curred in  port  cities,  with  subsequent 
spread  to  neighboring  inland  cities. 
Epidemics  were  described  generally  as 
nonspecific  mild  viral  illness,  rarely 
causing  death.  Urbanization  and  the 
increase  in  travel  led  to  rapid  transmis- 
sion of  dengue  after  World  War  II,  re- 
sulting in  circulation  of  multiple  virus 
serotypes  simultaneously  and  more  fre- 
quent epidemic  dengue  with  DHF  (11). 
Coincident  with  the  worldwide  in- 
crease of  dengue  and  DHF  has  been  the 
increased  importation  of  dengue  into 
the  United  States  (11). 

During  the  1980s,  hemorrhagic 
dengue  spread  to  areas  (ie,  Americas 
and  the  Pacific)  where  only  classic 
dengue  had  been  reported  formerly 
(20).  Since  1984,  dengue  epidemics 
with  associated  cases  of  DHF  have  oc- 
curred in  Aruba,  Brazil,  Colombia,  El 
Salvador,  French  Guiana,  Honduras, 
Mexico,  Nicaragua,  Puerto  Rico,  Santa 
Lucia,  Surinam,  and  Venezuela.  In  ad- 
dition, dengue  is  endemic  in  many  is- 
lands in  the  Caribbean  and  in  Central 
and  South  America  (13). 

The  pathogenesis  of  DHF  and  DSS 
is  problematic.  The  theory  of  immuno- 
logic enhancement  (21)  predicts  that 
individuals  who  have  been  immuno- 
logically  sensitized  to  a single  dengue 
virus  serotype  may  develop  nonneu- 
tralizing antibodies  that  actually  en- 
hance the  entry  of  different  dengue 
viruses  into  mononuclear  phagocytes, 
resulting  in  activation  of  complement 
and  kinins  and  release  of  mediators  of 
vascular  permeability  (21).  Thus, 


dengue  fever  may  lead  to  immunity  to 
a particular  infecting  dengue  serotype 
but  creates  susceptibility  for  dengue 
hemorrhagic  fever  with  infection  with 
other  serotypes.  Age,  sex,  and  race  do 
not  influence  susceptibility  to  classic 
dengue  fever,  but  in  Asia,  DHF  is  pre- 
dominantly a disease  of  children  (10), 
typically  younger  than  15  years  (11). 
DHF  occurs  in  persons  with  antibodies 
from  a previous  dengue  infection  but 
not  during  an  initial  dengue  infection 
(22-24).  DHF  and  DSS  also  can  occur 
in  infants  with  passive  antibodies  from 
dengue-immune  mothers  (25). 

Thus,  infection  with  1 dengue 
serot3q)e  is  believed  to  provoke  long- 
lasting  homotypic  immunity  (26)  but 
only  temporary,  partial  protection 
against  other  serotypes  (27).  In  experi- 
mental infections,  heterotypic  immu- 
nity lasted  for  2 months,  after  which 
patients  were  susceptible  to  infection 
with  another  serotype  (28).  Epidemio- 
logic data  suggest  that  heterotypic  im- 
munity might  last  a year  (29). 

CLINICAL  MANIFESTATIONS 

Clinical  manifestations  of  dengue,  as 
classified  by  the  World  Health  Organi- 
zation (WHO),  may  be  asymptomatic, 
minimally  symptomatic,  or  sympto- 
matic (27).  If  symptomatic,  manifesta- 
tions may  be  nonspecific  symptoms, 
dengue  fever,  or  dengue  hemorrhagic 
fever.  Dengue  fever  is  defined  by  non- 
specific or  specific  symptoms  without 
hemorrhage.  Dengue  hemorrhagic 
fever  may  occur  with  or  without  shock, 
the  former  being  defined  as  DSS.  Re- 
stated simply,  hemorrhage  defines  DHF 
and  shock  defines  DSS. 

After  subcutaneous  inoculation,  the 
virus  infects  mononuclear  phagocytes. 
Replication  is  enhanced  in  the  presence 
of  subneutralizing  concentrations  of 
dengue  antibody  (30).  Infected  mononu- 
clear cells  become  the  target  of  an  im- 
mune elimination  mechanism,  triggering 
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the  production  of  mediators  with  the  ac- 
tivation of  complement  and  the  clotting 
cascade,  and  eventually  producing  DHF 
(21). 

Two  to  15  days  after  the  bite  of  an 
infective  mosquito,  the  patient  experi- 
ences fever,  chills,  headache,  eye  pain, 
joint  pain,  and  severe  myalgia,  eg, 
“breakbone  fever”  (31).  A transient, 
generalized  erythematous  flushlike  rash 
sparing  the  palms  and  soles  may  be 
present  during  the  first  24  to  48  hours 
after  onset  of  fever.  Other  symptoms 
are  anorexia,  nausea,  vomiting,  taste  al- 
teration, nonspecific  respiratory  symp- 
toms, marked  lassitude,  cutaneous 
hyperesthesia,  and  conjunctival  suffu- 
sion. The  physical  examination  may  re- 
veal bradycardia  and  generalized 
lymphadenopathy  and  hepatomegaly, 
but  splenomegaly  is  infrequent  (32). 
Marked  leukopenia,  ie,  as  few  as  1500 
cells/mm^  and  neutropenia  are  typical, 
and  thrombocytopenia  may  occur  on 
the  third  to  eighth  day. 

On  the  third  to  fifth  day,  fever  sub- 
sides and  a second  rash,  varying  from 
scarlatiniform  and  maculopapular  to 
petechial,  occasionally  purpuric,  may 
appear  coincidental  with  the  decline  of 
the  temperature.  The  rash  is  character- 
ized by  dilatation  of  capillary  venules, 
transudation  of  fluid  and  protein  into 
interstitial  spaces,  and  diapedesis  of  red 
blood  cells.  The  rash  results  from  an  im- 
munologic response  targeted  to  dengue 
virus-infected  phagocytes  (33).  The 
rash  usually  desquamates  during  this 
period,  heralding  recovery.  The  patient 
may  recover  completely  or  may  experi- 
ence a second  febrile  phase,  producing 
a biphasic  temperature  curve  (32). 
Convalescence  after  classic  dengue  may 
be  prolonged  for  several  weeks  and  as- 
sociated with  weakness,  depression, 
meningoencephalitis,  and  polyneuritis, 
as  well  as  occasional  cardiac  symptoms, 
ie,  myocarditis,  palpitations,  extrasys- 
tole, and  bradycardia  (10). 

Dengue  hemorrhagic  fever  patients 


demonstrate  hypovolemia  and  throm- 
bocytopenia during  a dengue  infection, 
while  those  with  hypotension  or  a nar- 
row pulse  pressure  are  said  to  have  DSS 
(21).  Hemorrhagic  phenomena,  partic- 
ularly petechial  hemorrhages,  epistaxis, 
and  hemoconcentration,  complete  the 
criteria  for  DHF  (10).  Fever,  hemor- 
rhagic manifestations  including  a posi- 
tive tourniquet  test,  thrombocytopenia, 
and  hemoconcentration  (or  objective 
evidence  of  increased  capillary  perme- 
ability, such  as  hypoalbuminemia  or 
pleural  or  abdominal  effusion)  consti- 
tute the  minimal  criteria  for  diagnosis 
of  DHF  by  the  WHO  (27). 

In  patients  who  develop  DHF,  the 
viral  prodrome  is  similar  to  that  seen  in 
“classical”  dengue  (34).  The  critical 
stage  of  DHF  is  usually  the  period  from 
approximately  24  hours  before  to  2 
hours  after  the  temperature  falls  to  or 
below  normal,  when  circulatory  failure 
usually  occurs  (11).  As  the  fever  begins 
to  drop  around  day  3 to  5,  circulatory 
instability  develops  suddenly  with 
signs  of  decreased  peripheral  perfusion 
followed  by  shock  (15,34).  The  activa- 
tion of  complement  and  the  blood-clot- 
ting systems  and  increased  vascular 
permeability  are  cotemporal  and  co- 
variable; they  occur  at  the  time  of  de- 
fervescence, a time  in  the  course  of 
classic  dengue  fever  when  the  patient 
has  recovered  from  the  illness  (21). 

The  pathophysiologic  hallmarks  of 
DHF  are  plasma  leakage  and  abnormal 
hemostasis  caused  by  vascular  perme- 
ability. Histamine  mediation  of  vascu- 
lar permeability  in  DHF  and  DSS  is 
supported  by  the  increased  24-hour 
urinary  histamine  excretion,  but  anti- 
histamines or  steroids  offer  no  benefit 
(35).  Plasma  leak  manifestations  in- 
clude a rapid  rise  in  hematocrit,  pleural 
effusion  and  ascites,  hypoproteinemia, 
and  reduced  plasma  volume. 

Disorders  in  hemostasis  involve 
thrombocytopenia  and  coagulopathy,  ev- 
idenced by  a positive  tourniquet  test 


(36).  Laboratory  tests  confirm  thrombo- 
cytopenia, disseminated  intravascular 
coagulation  (DIG),  and  hemoconcentra- 
tion (20%  or  greater  increase  in  hemat- 
ocrit) (10,11).  Petechiae,  ecchymosis, 
and  spontaneous  hemorrhages  may  ap- 
pear, and  tender  hepatomegaly  has  been 
reported  (10).  In  DHF  and  DSS,  the  con- 
stant finding  of  diagnostic  and  prognos- 
tic value  is  a decrease  in  platelet  count 
preceding  the  rise  in  hematocrit  (7). 

The  mechanism  of  thrombocytope- 
nia is  direct  action  of  the  virus  on 
megakaryocytes  in  the  marrow.  The 
marked  destruction  of  the  cells  in  the 
marrow,  followed  by  active  cellular 
proliferation  and  repopulating,  may  ac- 
count for  the  bone  pain  (“breakbone 
fever”)  (37).  Leukocyte  counts  less 
than  5000/mm^  are  observed  in  most 
cases.  The  neutropenia  usually  lasts  at 
least  a week  and  sometimes  nearly  2 
weeks  (36).  A hematocrit  elevated  by 
20%  or  more  is  objective  evidence  of 
increased  vascular  permeability.  Hy- 
ponatremia and  reduced  plasma  osmo- 
larity  are  found  commonly  in  DHF 
patients  with  shock  and  may  result  in 
convulsions.  Metabolic  acidosis  may  be 
present.  Hypoproteinemia  and  mildly 
elevated  liver  function  tests  are  seen. 
Spinal  fluid  is  usually  clear,  but  cere- 
brospinal fluid  pressure  may  be  in- 
creased. The  results  of  urinalysis  are 
usually  normal,  but  hematuria,  trace 
albuminuria,  and  urinary  casts  may  oc- 
cur along  with  elevated  blood  urea  ni- 
trogen and  low  serum  complement. 
Chest  radiographs  often  reveal  pleural 
effusion,  usually  on  the  right.  The  ex- 
tent of  pleural  effusion  is  correlated 
with  disease  severity  (36).  Transient 
immune  glomerulonephritis  or  acute 
renal  failure  may  be  evident  (38). 

Hypoalbuminemia  may  lead  to  hy- 
povolemia, shock,  and  death.  Intensive 
management  is  important  at  this  time. 
Fifty  percent  of  patients  with  DHF  in 
shock  die  without  supportive  treatment 
(36).  Intracerebral  hemorrhage  occa- 
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sionally  may  cause  localizing  central 
nervous  system  findings  and  some- 
times death.  The  usual  cause  of  death 
is  not  known  but  may  be  due  to  hyper- 
kalemia and  cardiac  arrest  (5). 

Other  manifestations  of  dengue 
have  been  reported.  Sumarmo  et  al 
(39)  presented  4 cases  of  virologically 
proven  dengue  presenting  as  en- 
cephalopathy. Heart  failure  has  been 
associated  with  dengue,  as  a result  of 
viral  myocarditis  or  injudicious  fluid 
therapy  (40). 

DIFFERENTIAL  DIAGNOSIS 

Dengue  can  be  confused  with  roseola  in- 
|fantum  (exanthema  subitem),  influenza, 
typhoid  fever,  malaria,  scarlet  fever, 
meningococcemia,  rickettsial  infections 
(such  as  Rocky  Mountain  spotted  fever), 
land  idiopathic  thrombocytopenic  pur- 
pura, among  others. 

Itreatment,  management,  and 
[prognosis 

'Treatment  is  symptomatic  for  classic 
self-limited  dengue,  ie,  bed  rest,  anal- 
gesics, and  oral  fluids.  Patients  or  par- 
ents should  observe  for  hemorrhage, 
signs  of  impending  shock,  or  altered 
mental  status.  Aspirin  is  contraindi- 
cated, both  because  of  its  anticoagu- 
lant effects  and  the  risk  of  Reye’s 
syndrome.  Isolation  is  not  necessary, 
except  that  further  mosquito  contact 
should  be  avoided  through  the  use  of 
mosquito  netting  or  screens  (31). 

Patients  with  significant  hemor- 
rhage, hemoconcentration,  effusions, 
edema,  or  low  serum  albumin  as  well 
as  abnormal  electrolyte  balance 
should  be  hospitalized  and  may  re- 
quire admission  to  an  intensive  care 
unit  because  shock  develops  in  one 
third  of  the  patients  (7).  Intravenous 
fluid  therapy  is  the  mainstay  of  treat- 
ment for  patients  with  DHE  (2)  and 
will  usually  prevent  the  development 


of  DIG.  Prognosis  depends  on  the 
early  recognition  and  treatment  of 
shock,  based  on  careful  monitoring. 
The  case  fatality  rate  in  severe  DHF 
with  DSS  is  high  (up  to  50%)  in  pa- 
tients not  hospitalized  and  treated 
promptly;  however,  less  than  5%  of 
these  patients  succumb  with  good 
medical  management  (10). 

Gareful,  repeated  estimation  of  vol- 
ume depletion  is  obtained  by  measur- 
ing vital  signs,  urine  output,  and 
hematocrit  or  serum  protein  concen- 
tration. Central  venous  pressure  moni- 
toring is  useful  and  electrolyte  levels 
and  blood  gases  should  be  determined 
periodically  and  corrected  as  needed. 
To  avoid  fluid  overload,  intravenous 
fluids  should  be  interrupted  when  the 
hematocrit  drops  to  approximately 
40%  and  when  clinical  signs  and  uri- 
nary output  improve  (usually  after  24 
to  72  hrs)  (10).  Transfusions  of  fresh 
whole  blood  or  packed  red  cells  with 
colloid  treat  major  hemorrhage;  trans- 
fusions of  fresh  frozen  plasma  or 
platelets  treat  consumption  coagulopa- 
thy. Transfusion  is  contraindicated  in 
cases  with  severe  plasma  loss  in  the 
absence  of  bleeding  (7).  Recognizing 
internal  bleeding  in  the  presence  of 
hemoconcentration  may  prove  diffi- 
cult. A drop  of  hematocrit  by  10%  with 
no  clinical  improvement  despite  ade- 
quate fluid  administration  may  indi- 
cate significant  internal  hemorrhage 
(7).  Though  controversial,  steroids 
provide  no  benefit  in  the  treatment  of 
severe  DHE  and  DSS  (7). 

WHO  has  developed  5 criteria  for 
discharging  patients  hospitalized  with 
dengue  and  DHE.  These  criteria  are  ab- 
sence of  fever  for  24  hours  without  the 
use  of  antipyretics,  a return  of  appetite, 
visible  improvement  in  the  clinical  pic- 
ture, stable  hematocrit  3 days  after  re- 
covery from  shock,  platelet  count 
greater  than  50,000/mm^  and  no  res- 
piratory distress  from  pleural  effusion 
and  ascites  (27). 


DIAGNOSIS  AND 
DOCUMENTATION 

Virologic  diagnosis  of  dengue  infection 
requires  isolating  the  virus  from  the  pa- 
tient’s blood  while  the  patient  is  febrile 
(15).  Serologic  diagnosis  is  best  ac- 
complished by  obtaining  acute  and 
convalescent  sera  for  IgG  antibody  titer 
rise  or  the  presence  of  anti-dengue  IgM 
(15).  When  a secondary  dengue  infec- 
tion is  likely,  serologic  diagnosis  de- 
pends on  a 4-fold  or  greater  increase  in 
antibody  titer  by  the  hemagglutination 
inhibition  (HI),  complement  fixation, 
enzyme-linked  immunosorbent  assay 
(ELISA),  fluorescent  antibody,  or  neu- 
tralizing antibody  determinations  (5). 

Most  serologic  screening  for  dengue 
infection  is  done  with  IgM  ELISA  (41). 
During  the  appropriate  time  of  illness, 
the  specificity  and  sensitivity  is  high 
(15).  The  pattern  of  HI  response  has 
been  used  to  classify  dengue  infections 
as  primary  or  secondary,  based  on  the 
concept  that  initial  or  primary  dengue 
infections  tend  to  elicit  lower  HI  titers 
than  do  secondary  infections  (2).  De- 
termination of  IgM: IgG  ratio  by  ELISA 
is  an  alternative  for  distinguishing  pri- 
mary from  secondary  infections  (41). 
Rapid  identification  of  flavivirus  using 
polymerase  chain  reaction  has  been  de- 
scribed (42). 

Suspected  dengue  cases  should  be 
reported  to  state  health  departments 
with  a clinical  summary,  a detailed 
travel  history,  and  sample  collection. 
Acute  and  convalescent  sera  should  be 
sent  through  the  state  laboratory  to 
Dengue  Branch,  Division  of  Vector-Borne 
Infectious  Diseases,  National  Center  for 
Infectious  Diseases,  GDC,  Atlanta  (43). 

PREVENTION 

No  vaccine  against  dengue  is  currently 
available,  but  a quadravalent  vaccine  is 
undergoing  clinical  trials  in  Bangkok 
(10).  The  only  effective  way  to  avoid 
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dengue  infection  is  to  avoid  infected 
mosquitoes  through  the  use  of  personal 
insect  repellent,  insect  barriers,  and  pro- 
tective clothing.  Elimination  of  breeding 
sites  and  the  use  of  larvicides  may  help 
prevent  dengue  fever  outbreaks  by  re- 
ducing vector  mosquito  populations. 
Quarantine  is  not  required  for  the  patient 
with  DHF,  but  suspected  DHF  patients 
should  be  in  mosquito-proof  rooms. 

CONCLUSION 

The  recognized  cases  in  Texas  suggest 
the  presence  of  many  more  cases,  un- 
recognized because  the  diagnosis  was 
not  considered,  and  yet  even  more 
mildly  symptomatic  and  asymptomatic 
cases.  The  accelerating  frequency  of 
cases  in  Texas  and  the  introduction  of  a 
new,  efficient  vector  portend  a major 
resurgence  of  dengue  and  its  life- 
threatening  consequences.  Awareness 
by  physicians  is  imperative  if  early  in- 
tervention for  serious  complications  is 
to  forestall  significant  mortality. 
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Texas  Medicine  has  two  purposes:  As  a newsmagazine  for  physicians  it  in- 
forms readers  about  public  health  issues,  legislation,  medical  economics,  le- 
gal topics,  science,  medical  education,  news  of  the  Texas  Medical 
Association,  and  general  news  of  the  medical  profession  in  Texas.  In  its  Jour- 
nal section,  Texas  Medicine  publishes  peer-reviewed,  clinically  useful  scien- 
tihc  articles  and  other  technical  information. 
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tion in  the  event  that  such  work  is  published  by  the  TMA.” 

Transmittal  letters  not  containing  the  foregoing  language  signed  by  all 
authors  of  the  manuscript  will  necessitate  return  of  the  manuscript. 

JOURNAL  ARTICLES 

Manuscripts  should  be  typed  double-spaced  with  ample  margins.  Three 
copies,  including  illustrations,  should  be  submitted  and  the  author  should 
keep  a copy. 

Titles  should  include  the  words  most  suitable  for  indexing  the  article  in 
“Index  Medicus,”  should  stress  the  main  point,  and  should  be  brief. 

Include  a mailing  address  and  telephone  number  for  each  author. 
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Text  should  be  narrative  with  complete  sentences,  few  abbreviations, 
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When  citing  clinical  laboratory  data,  please  report  in  Systeme  Interna- 
tional (SI)  units. 

For  more  extensive  information  about  preparing  medical  articles  for 
publication,  the  editors  suggest  the  following  sources: 
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editors,  and  publishers  in  the  biological  sciences,  ed  5,  rev  and  expanded. 
Bethesda,  Md,  Council  of  Biology  Editors,  Inc,  1983. 
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and  techniques  of  clear,  concise  writing,  which  are  applicable  to  scientific  as 
well  as  general  topics. 

REFERENCES 

References  to  scientihc  publications  should  be  listed  in  numerical  order  at 
the  end  of  the  article,  with  reference  numbers  placed  in  parentheses  at  ap- 
propriate points  in  text. 


Minimum  acceptable  data: 

Journals:  Authors,  article  title,  journal,  volume,  inclusive  pages,  year. 
Books:  Author,  title,  place  of  publication,  publisher,  year. 

Other  sources:  Enough  information  must  be  included  so  that  the  infor- 
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ILLUSTRATIONS 

Illustrations  may  be  black  and  white  or  color  drawings  or  photographs,  with 
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COPYRIGHT 

Texas  Medicine  is  copyrighted  by  the  Texas  Medical  Association.  Written  per- 
mission from  the  managing  editor  must  be  obtained  before  reproducing,  in 
part  or  in  whole,  any  material  published  in  Texas  Medicine. 

POINT  OF  VIEW 

Publication  of  any  article  or  statement  is  not  to  be  deemed  an  endorsement 
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If  you’re  a physician  looking  for  a change  of  pace  above  and  beyond  the  ordinary,  consider  becoming  a 
commissioned  officer/physician  with  the  Air  Force  Reserve,  As  in  civilian  life,  Air  Force  Reserve  physicians 
provide  critical  and  preventive  care  and  vital  clinical  services. 


Flowever,  as  a Reservist,  your  medical  expertise  can  take  you  around  the  globe  and  into  real-world  scenarios  that 
will  take  healing  above  & beyond.  Air  Force  Reserve  physician/officers  hold  a position  of  special  trust  and 
responsibility.  Combined  with  training  opportunities  in  areas  such  as  Global  Medicine  and  Combat  Casualty  Care, 
paid  CME  activities,  you  will  find  yourself  among  an  elite  group  of  health  care  providers.  All  it  takes  is  one 
weekend  a month  and  two  weeks  per  year.  Feel  the  pride  of  doing  something  above  and  beyond  for  your  country 
while  adding  a new  dimension  to  your  medical  career. 


Call  1-800-257-1212. 

Or  visit  our  web  site  at  www.afreserve.com. 

Reserve 

ABO  VE  fl.  BE  YONO 

APN  25-803-0003  


Texas  Physicians’  Directory 


Allergy 


Corpus  Christi  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 

Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 
Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 

XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4«90 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  ot  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 

INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  ATherapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Bariatric  Surgery 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


Dermatology 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor’s  only  toll-free  (888)  614-2400 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


Phillip  E.  Hansen,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

(214)  661-7010 


Medical  Oncology 


Janet  Macheledt,  MD  — Medical  Oncology/Hematology 
Frankie  Ann  Holmes,  MD  — Medical  Oncology 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221  5618  Medical  Center  Drive,  Suite  201 

Houston,  Texas  77024  Katy,  Texas  77494 

Telephone  (713)  467-1722  Telephone  (713)  392-2757 

Fax  (713)  467-1704  Fax  (713)  392-8148 
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Neurological  Surgery 


Orthopedic  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 


750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  In 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas.  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 


Tel  800.880.1300 
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Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 


ROBERTO  6.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tomer,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months’  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Advertising  Manager,  Texas  Medicine,  401  West  15th  St.,  Austin, 
TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


This  one’s  a keeper! 


You  cant  afford  to  miss 
November’s  special  managed  care 
issue  of  Texas  Medicine. 

Learn  about  managed  care’s  effects  on 
medicine,  what  these  changes  mean 
to  you  and  your  patients,  and 
what’s  ahead  for  your  profession. 


For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300.  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  www.texmed.org. 
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Emergency  Medicine 

NACOGDOCHES.  P:iit  time  physician  required  to 
cover  24  hours  alternate  Saturdays,  Moderate  vol- 
ume, excellent  backup.  Must  have  own  insurance, 
AC1.S.  Call  Gavin  McGown,  MD,  at  (409)  560-0428. 


Growing  ER  practice  needs  physicians  in 
Sherman, Texas.  Stable  practice  with  con- 
venience care,  occupational  and  hyper- 
baric medicine.  Competitive  salary  and 
benefits.  Fax  resume  to  (903)  891-2025  or 
call  Lisa  Morgan  at  (903)  870-4609. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TEXAS:  Regiomil  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  raitge  from  14,000-00,000  pt  vis- 
its tmnually.  E;m\  excellent  comijeirsation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


ER  Physician 

Immediate  opening  for  FT  or  PT  ER  Physi- 
cian to  work  in  a small  hospital  located  45 
miles  from  Houston.  Send  resume  to  Ad 
Box  1201,  Texas  Medical  Association,  401 
W.  15th  St.,  Austin,  TX  78701. 


Family/General  Practice 

Wanted:  Semi-retired  Generalist  Medical  Di- 
rector in  alternative  medical  practice.  Part  time.  Gar- 
land, Texas.  Fax  CV  to  (817)  424-1059,  or  contact 
David  or  Lisa  at  (972)  494-9605. 

Central  Texas  - FP/IM.  Part-time  primary  care 
physician  position  available  with  a busy  practice  in  a 
small  community  a short  drive  from  Austin.  Salary 
and  hours  negotiable.  Send  CVs  via  fax  to  Brennan 
McNally  at  (512)  482-4167. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  No  overnight  travel  re- 
quired. Send  CV  to  ad  reply  attn:  David,  509B  West 
Lynn,  Austin,  TX  78703. 


I an 
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The  University  of  Texas  Health  Science  Center  at 
San  Antonio  is  an  Equal  Employment/ 
Affirmative  Action  Employer. 


NORTHEASTTEXAS,  FP,  NO  OB:  30  minutes 
from  Tyler;  call  1:3,  employed  position  with  inte- 
grated health  system;  full  scope  FP  including  inpa- 
tient plus  option  to  admit  to  hospitalist.  To  indicate 
your  interest,  call  Kari  Donovan,  (800)  765-3055, 
ext.  3024,  ID#:5751TX,  Fax:  (314)  726-3009,  e-mail: 
kdonovan@ceJka.com. 

Family  Practice  — excellent  opportunities.  At- 
tractive FP  openings  to  Join  well-established  practices 
in  the  Dallas/Ft.  Worth  area  and  in  South  Texas  just 
45  miles  west  of  the  Gulf  of  Mexico.  Reply  confiden- 
tially to  Laurie  Myers.  Phone  (800)  338-7107;  fax 
(414)  427-7251;  e-mail:  fha@execpc.com. 


Methodist 

Hospitals  of  Dallas 

EMERGENCY  MEDICINE 

B/E  or  B/C  full-time  emergency-trained 
physicians  needed  to  staff  busy  emergency 
rooms  on  each  of  onr  hospital  campuses, 
Methodist  Medical  Center  and  Charlton 
Methodist  Hospital.  Excellent  medical  staff 
and  teamwork  among  hospital  departments. 
ER  physicians  are  independent  contractors 
with  an  excellent  pay  structure  and  paid 
malpractice. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide general  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facilities 
nearby.  Incoming  physician  would  prefer- 
ably associate  with  an  established  practi- 
tioner in  the  area  or  consider  establishing  a 
solo  practice  with  hospital  support. 

RHEEMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance, marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  It)  minutes  apart  in  south 
Dallas  County. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  .Susan  Cogburn.  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  6.5.5999,  Dallas,  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502,  e-mail: 
susancogburn  @ mhd.com. 
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Family/General  Practice 


Internal  Medicine 


STAFF  PHYSICIANS 


Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest 
with  list  of  three  references  to: 


Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  CV 
to  (972)  256-1882. 

j Permanent  part-time  position 
■ 2-2  1/2  days  a week. 

Miiil  CV  1(1  1 lOI-B  Thorpe  L;me. 

Sun  Mtii'C’os.  T\  7f!(j(i() 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

November  1 998  October  1 , 1 998 
December  1 998  November  1 , 1 998 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide  hos- 
pital inpatient  core  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office  prac- 
tice. This  position  requires  no  on-call  re- 
sponsibility. Very  attractive 
compensation  package  includes  salary, 
dIus  benefits  to  include  professional  lia- 
Dility  insurance,  major  medical  and  term 
ife  insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME  al- 
lowance, 401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 
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Locum  Tenens 


a new  career  course, 
doesn't  have  to  feel  like  re-discovering, 
-i—  the  New  World.  Staff  Care  will  served 
os  your  guide  to  explore  the  adventurous,-^ 
realms  of  LOCUM  TENENS.  Travel,  licen^ 

can  ■ 

sure  and  occurrence  malpractice  insuranc®, 
are  inclusive  in  our  total  package  designed^ 
to  give  you  nationwide  opportunities..ii 

Texas  Based,  Texas  Besti 

Endorsed  by  Texas  Medical  Association; 

' ’ ■ ' ' 


in  Locum 


81)0.211.41)71^ 


’For  more  info  about  our  LOCUM  TENENS  CO 

,V, 

‘v.r-. 

. Western  Destination^ 

800.685.2272 

Midwest  & Eastern  Destinations 

www.locumsnet.com 
Unable  to  place  j i or  h i physicians 


Int  ^iiti 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Family  Practice 

• Radiology 

• Pediatrics 

• OB/QYn 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  today! 

1-800-531-1122 


Occupational  Medicine 

OM  Physicians  needed  for  Houston  area.  Imme- 
diate and  future  opportunities  with  US  HealthWorks. 
Call  Ned  at  (713)  797-6106. 


Radiology 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care  System  Ra- 
diology Service  has  an  opening  for  a staff  radiolo- 
gist at  its  Dallas  facility.  It  is  seeking  a board 
certified  general  radiologist.  Candidates  must 
have  training  and  experience  in  CT,  Ultrasound 
and  MRI,  and  training  or  experience  in  cross-sec- 
tional interventional  techniques  such  as  percuta- 
neous biopsy  and  drainage  procedures. 

This  position  includes  an  academic  appointment 
with  its  affiliate,  The  University  of  Texas  South- 
western Medical  Center,  it  also  has  a very  active 
residency  program. 

Applicants  must  be  a U.S.  citizen  and  must  pos- 
sess an  active  current  license  to  practice  radiology 
in  a State,  Territory  or  Commonwealth  of  the 
United  States,  or  in  the  District  of  Columbia. 

Applicants  should  forward  a curriculum  vitae  and 
references  to: 

Ward  M.  Terry,  M.D. 

Cliief,  Radiology  Service  (114) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
214-372-7073 
214-302-7480  (FAX) 

An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-Smoking  Facility 
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Radiology 


HEALTH  SCIENCES  CENTER 


RADIOLOGIST  POSITION 

TTUHSC  (®  El  Paso,  Department  of  Radiology  seeks 
a board  eligible  or  certified  radiologist  with  fellow- 
ship training  in  body  imaging.  This  is  an  interesting 
and  challenging  position  in  a county  hospital  that  is 
the  trauma  center  for  a community  of  650,000  and 
the  primary  inpatient  and  outpatient  caregiver  for  a 
large  indigent  and  underserved  population  of 
250,000. 

Our  equipment  is  current  with  a new  MRl,  second 
CT  scanner,  and  combined  cardiovascular  machine 
soon  to  be  installed.  Our  mammography  program  is  a 
center  of  excellence.  Our  ultrasound  and  mammogra- 
phy sections  are  ACR  accredited. 

This  is  an  ideal  position  for  a recent  trainee  who  de- 
sires to  affiliate  with  a medical  school  and  become  a 
part  of  an  active  clinical  service.  Salary  is  commen- 
surate with  training  and  experience.  Benefits  includ- 
ing retirement  are  generous. 

El  Paso  is  a delightful  city  of  650,000  with  a year 
round  warm  dry  climate  and  the  ease  of  southern  liv- 
ing. 

Send  correspondence  to  Dr.  Lloyd  K.  Mark,  Professor 
and  Regional  Chairman,  Department  of  Radiology, 
Texas  Tech  University  HSC  @ El  Paso,  4800  Alberta 
St.,  El  Paso,  TX  79905,  fax  (915)  545-6607,  e-mail 
radelkm@ttuhsc.edu  or  call  me  at  (915)  545-6845. 


Department  of 
Veterans  Affairs 


MRI-ANGIOGRAPHY  OPPORTUNITY 


Department  of  Veterans  Affairs,  Central  Texas  Veterans  Health 
Care  System  (CTVHCS),  in  Temple,  Texas,  in  affiliation  with 
Texas  A&M  Health  Science  Center,  has  an  immediate  position 
for  BE/BC  Radiologist  with  experience  or  recent  training 
in  MRl  and  angiography  to  work  at  Temple,  Texas.  The  posi- 
tion will  include  some  general  radiology  and  leaching  of 
residents/medical  students.  Applicants  should  be  qualified 
for  academic  appointment.  Citizenship  or  permanent  resident 
status  required.  Excellent  benefits  package.  Competitive 
salary.  Central  Texas  enjoys  moderate  climate,  recreational 
and  cultural  activities,  no  state  income  tax,  and  is  ideally  lo- 
cated between  Dallas  and  Austin.  Fax  CV  to  Mary  Doerfler, 
Physician  Recruiter,  CTVHCS,  1901  South  First  Street,  Temple, 
TX  76504;  fax  (254)  899-4007,  or  call  (254)  899-4049.  All 
applicants  tentatively  selected  for  VA  employmenf  in  a lesf- 
ing  designated  position  are  subject  to  drug  testing.  Appli- 
cants who  refuse  will  be  denied  employment  with  VA. 

Equal  Opportunity  Employer 


Other  Opportunities 

PHYSICIAN  ASSISTANT:  Geriatric  Practice 
looking  for  physician  assistant.  Will  start  part  time 
and  work  into  full  time.  Must  be  able  to  generate  his 
own  income.  Please  fax  resume  to  (903)  839-4148  or 
e-mail  it  to  docrbt@ballist.net. 

Doctor  of  multi-disciplinary  facility.  $150  K plus 
per  year.  Less  than  40  hours  per  week.  No  on  call.  To 
begin  as  soon  as  possible.  Call  (713)  975-7870. 

ATTENTION  PHYSICIANS:  Openings  through- 
out Texas  and  nationwide.  BE/BC  Internal  Medicine, 
Orthopedics,  Psychiatry,  Neurology,  sub-specialties. 
FLEXIBLE  HOURS,  WEEKENDS  & EVENINGS,  $60- 
80/HR.  Please  contact  HC  Healthcare  Systems,  LLC, 
(800)  716-3633. 


PRIVATE  PRACTICE  OPPORTUNITIES 


(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 


Or  send  CV  to; 

PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281-493-2234 


Reuben 
B r o n s t e i n 

& Associates 


POSITIONS  WANTED 


Physical  Medicine/Rehabilitation  (PM&R)  - 

Completing  chief  residency  in  a university  program 
in  Chicago  in  June  1999.  Excellent  credentials.  Have 
green  card.  Available  for  work  in  July  1999.  Inter- 
ested in  PMSiR  and/or  Occupational  Medicine  in 
Houston  or  suburbs.  May  attend  interviews  in  Sep- 
tember-October  1998.  Contact  (409)  245-6888  or 
e-mail:  adural@aol.com. 

PATHOLOGIST,  board  certified,  AP,  CP  and  Der- 
matopathology,  20  plus  years  experience,  just  retired 
from  Army,  seeking  full-time,  part-time  or  locum 
tenens  positions  in  Dallas-Fon  Worth  area.  Other  ar- 
eas considered  for  part-time.  Licensed  in  Texas, 
Kansas,  Georgia,  Illinois.  Available  immediately. 
Contact  (214)  221-1732  or  fax  (214)  221-1733. 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

GP  & Urgent  Care  practice  in  Fort  Worth.  Cash 
practice.  Nets  300K.  Call  broker  Paul  Bell,  Ph.D., 
(972)  93M497. 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


FOR  SALE 

PEDIATRIC  PRACTICE 

In  Suburban  Houston 
Dr.  will  retire 

Send  inquiries  to: 

5757  Westheimer,  Suite  3,  Box  230,  Houston,  TX  77057 


Office  Space  Available 

AUSTIN:  Doctor’s  Office  for  Lease,  NW, 

Steck  and  Mopac.  Great  location,  trees,  view. 

Finished  out  with  darkroom  and  X-ray  unit  (for  sale). 
Available  Feb.  1999.  1,566  s.f.  Contact  Jeff  Henley 
(512)  346-0292  about  lease;  (512)  346-3536  about 
X-ray. 


MEDICAL  SUITE  FOR  OCCUPANCY  - Private 
practice  in  a modem  office  building.  A fully  equipped 
new  office  with  three  examination  rooms  and  a mi- 
nor surgery  room  located  in  Houston,  Texas.  Call 
(800)  506-4074  and/or  contact  Box  271139,  Hous- 
ton, TX  77277,  or  send  a fax  to  (713)  668-7711. 
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Office  Space  Available 


Equipment  For  Sale 


Round  Rock,  Texas 
Available  Space: 

1,500  sq.  ft.  - 5,000  sq.  ft. 

• Abundant  Parking 

• Located  near: 

- Hospitals 

- Medical  Practices 

- Pharmacies 

- Outpatient 
Radiology  Office 

• Will  remodel  to  suit 


PRIME  MEDICAL 
SPACE  FOR  LEASE 

Austin  Radiological  Associa- 
tion has  recently  expanded 
services  and  geographic  avail- 
ability with  the  opening  of 
offices  in  Round  Rock  and 
San  Marcos. 

With  construction 
complete  and 
these  two  offices 
open,  we  are  now 
able  to  offer  the 
additional  prime 
lease  space  located 
next  to  the  radio- 
logical practice  to 
interested  parties  who  have  a 
medically  related  business  or 
practice. 


San  Marcos,  Texas 
Available  Space: 

1,500  sq.  ft.  - 5,000  sq.  ft. 


MAGNUM 
Commercial  and  Industrial 
Real  Estate 
(512)  833-5300 
or 

Austin  Radiological  Association 
(512)  795-5100 


NEW,  NEVER  USED:  Cryomedics  LEEP  Unit, 
Model  110-G,  complete  system,  $2,900.  AMBCO  650 
AB  - Audiometer,  $600.  BARELY  USED:  AFFIRM 
VPlll  Micro  probe  processor,  $5,900.  Palestine,  Texas. 
(903)  729-5191. 


BUSINESS  AND 
FINANCIAL  SERVICES 


FINANCING  ALL  THE  NEEDS 
OF  HEALTHCARE  PROFESSIONALS 


Incredible  Service  for  over  72,000  Doctors! 

• Equipment  Leasing/Financing 

• Leasehold  Improvements 

• Supply  Contracts 

• Working  capital. 

• Application  only,  $150,000 

• Start  ups,  practice  acquisitions, 
buy-ins.  Competitive  fixed  rates. 

7’e/  1-X00-22S-2488  Fax  l-80()-52(v02S‘) 
Secure  website.  http://w'ww'.lipsc.com 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of 
accurate  transcription  by  experienced,  well- 
trained  personnel.  For  more  information  call 
toll-free  1-888-799-1399. 


Fel  800.880.1300 


Volume  94  ★ Number  10 


69 


Classified  Directory 


LEGAL  SERVICES 

Legal  Representation  of  Health  Care  Protessionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

*Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified  adver- 
tising sells  for  $2.00  per  word,  minimum  25  words  or 
$50,  per  issue.  We  do  not  count  articles  (a,  an,  the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  advertising 
with  Texas  Medicine.  Ad  box  numbers  can  be  substi- 
tuted for  formal  addresses  upon  request  at  no  extra 
cost.  Name  and  address  of  ad  box  number  listings 
cannot  be  given  out  unless  specific  permission  to  do 
so  has  been  given.  The  advertising  office  will  not  con- 
tact ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Adver- 
tising Manager,  Texas  Medicine,  401  W.  15th  St., 
Austin,  TX  78701. 
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Educational  Opportunities 


Contemporary  Issues  and  Practices  in 

OB/GYN,  October  28-30,  Doubletree  Lincoln  Hotel, 
Dallas.  Course  Directors:  Karen  Bradshaw,  MD  and 
Susan  Cox,  MD.  Contact:  Leah  Cannon,  program  co- 
ordinator, UT  Southwestern  Medical  Center  at  Dallas, 
(214)  648-3794. 

Drug  Treatment  of  Hypertension,  Obesity,  and 
Dyslipidemia  in  Populations  At  Risk  For  Car- 
diovascular Disease,  October  29,  UT  Southwest- 
ern Medical  Center  at  Dallas,  Simmons  Biomedical 
• Research  Building.  Course  Director:  Gloria  Vega,  PhD. 
I Contact  Lisa  Dunlevy,  program  coordinator, 
i (214)  648-9532. 

Third  Annual  Update  in  Ultrasonography,  Octo- 
^ber  30-31,  Doubletree  Lincoln  Hotel,  Dallas.  Course 
Director:  Michael  Lucas,  MD.  Contact:  Leah  Cannon, 
program  coordinator,  UT  Southwestern  Medical  Cen- 
ter at  Dallas,  (214)  648-3794. 


Update  in  Sexually  Transmitted  Diseases,  No- 
vember 6-7,  McDermott  Plaza,  UT  Southwestern 
Medical  Center  at  Dallas.  Course  Direaor:  J.  W. 

Smith,  MD.  Contaa:  Lisa  Dunlevy,  program  coordina- 
tor, (214)  648-9532. 

Lymphatic  Mapping  and  Sentinel  Lymph  Node 
Biopsy  in  Breast  Cancer  and  Melanoma,  No- 
vember 12,  Simmons  Biomedical  and  Research  Build- 
ing and  Harry  S.  Moss  Clinical  Science  Building,  UT 
Southwestern  Medical  Center  at  Dallas.  Course  Direc- 
tors: Thomas  Anthony,  MD;  William  Erdman,  MD; 
David  Euhus,  MD;  Dana  Mathews,  PhD,  MD. 

Contact:  Jonya  Kelsey-Williams,  program  coordinator, 
(214)  648-3792. 

What's  New  in  Gastroenterology  & Hepatol- 
ogy?, November  13-14,  Le  Meridien  Hotel,  Dallas. 
Course  Director:  Walter  Peterson,  MD.  Contact  Lisa 
Dunlevy,  program  coordinator,  UT  Southwestern 
Medical  Center  at  Dallas,  (214)  648-9532. 


DOCUMENT 


DOCUMENT 


MEDICAL  RECORD 
ISSUES  FOR  PHYSICIAHS 
AND  SURGEONS 

TEXAS  MEDICAL  ASSOCIATION 


Tfex 

lir 


TfexasMedical 

Association 


TMIT 


Become  familiar  with  questions 
and  issues  pertaining  to  release, 
retention,  and  access  to  medical 
records. 

Understand  liability  implications 
associated  with  a minimalist 
charting  philosophy,  and 

' Increase  awareness  of  the  latest 
documentation  issues  facing 
physicians  such  as  computerized 
records. 

COMING  SOON  TO  THESE  LOCATIONS: 

Primary  Care  Sessions: 

TVler:  October  8 
McAllen:  October  22 
Fort  Worth:  November  5 
Houston:  November  12 

Surgical  Sessions: 

Dallas:  October  8 


CAU  (SOO)  8S0-I300.  EXT.  1411,  OR  (512)  370-1411  TO  REGISTER. 


ULTRASOUND  EDUCATION 

Radiology  (Abdominal) 

October  1-3 

OB/Gyn 

October  15-17 

Family  Practice 

November  19-21 

Emergency  Medicine 

December  3-5 

Advanced  Emergency 
Medicine 

November  6-7 

OB/Gyn  (5  day) 

October  26-30 

December  7-11 

Echocardiography 

November  9-16 

Vascular 

October  5-9 

Radiology 
(5-day  Abdominal) 

October  26-30 

Nov.  30-Dec.  4 

Proslate 

October  31 

Courses  listed  above  are  held  in  Houston,  TX.  Con- 
tract courses  can  be  brought  to  your  location,  mini- 
mum enrollment  required.  Call  (800)  239-1361  for 
more  information  and/ or  a free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  I credit 

uuww.aheconline.Gom 

Update  in  Cancer  Genetic  Risk  Assessment 
and  Counseling  for  Clinicians,  November  14, 
Simmons  Biomedical  Research  Building,  UT  South- 
western Medical  Center  at  Dallas.  Course  Director: 
Gail  Tomlinson,  MD,  PhD.  Contact:  Stacey  Novomy, 
program  coordinator,  (214)  648-3784. 
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BackTalk 


Question 

What  is  your  opinion  on  physicians’ 
selling  products  in  their  offices? 


A A elling  products  in  the  office  erodes  confidence  that 
^^the  physician’s  primary  goal  is  to  promote  the  pa- 
tient’s well-being.  The  physician’s  most  precious  commodity 
is  trust.  Patients  follow  their  doctors’  recommendations  be- 
cause they  trust  that  their  doctors  are  advocates  for  their 
health  and  well-being.  No  activity  that  undermines  this  con- 
fidence is  worth  [the  benefit  of]  any  additional  income.” 

George  A.  Edwards,  MD,  53 

pediatrics,  Austin 

A A ^^ffering  products  in  our  offices  is  acceptable.  The  ‘hard 
sell’  of  products  is  offensive  and  should  not  be  done.” 

Leon  Daily,  Jr,  MD,  60 

obstetrics-gynecology,  Houston 

AA|  n cases  where  the  products  are  medically  related  to  the 
I physician’s  practice  and  the  products  are  provided  as  a 
convenience  to  the  patients,  I believe  [that  is]  within  a physi- 
cian’s ethical  boundaries.  Otherwise,  no.” 

James  H.  Clark  III,  MD,  40 

pathology,  Houston 

A A ^^hysicians  should  only  sell  products  in  their  offices  if 
■ these  products  benefit  their  patients  and  would  oth- 
erwise be  unavailable  to  them.  Any  other  standard  would  di- 
minish the  doctor-patient  relationship.” 

T.  Harrop  Miller,  Jr,  MD,  54 

urological  surgery,  Abilene 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in* 
terest.  Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
forfuture  topics.  Send  them  to  Texas  Medicine,  BackTalk,  401  W 15th  St,  Austin, TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m_mcever@texmed.org. 


A A % Awhile  at  first  the  idea  of  physicians’  selling  products 
W W from  their  offices  sounds  like  a potential  conflict  of 
interest,  in  many  cases  it  provides  a real  service  to  the  pa- 
tient. This  may  be  true  in  rural  areas,  where  medical  prod- 
ucts may  not  readily  be  available,  or  in  specialties  such  as 
medical  oncology,  in  which  the  physician  often  dispenses  and 
oversees  the  administration  of  chemotherapy.  This  assumes 
that  the  products  sold  are  of  proven  efficacy.” 

Martin  N.  Raber,  MD,  51 

oncology,  Houston 

nr  or  rural  communities,  it  allows  patients  access  to  med- 
I ical  supplies  promptly.  The  physician’s  ethics  should 
prohibit  influencing  patients  to  purchase  something  they  do 
not  need  or  [something  that]  would  not  be  of  benefit  to  them." 

J.  James  Rohack,  MD,  44 

cardiovascular  diseases.  Temple 

A A ^^hese  are  difficult  financial  times  for  practicing  physi- 
I cians.  I have  no  problem  with  income  produced  out- 
side of  an  office  location.  However,  selling  patients  products 
in  the  office  is  fraught  with  ethical  risks  and  could  be  con- 
sidered demeaning  to  our  profession.” 

Dennis  J.  Factor,  MD,  64 

obstetrics-gynecology,  Dallas 

A A I n general,  physicians  should  focus  on  diagnosis  and 
I treatment  without  the  conflict  of  interest  involved  in 
pushing  products.  But  some  devices  such  as  hearing  aids  and 
orthopedic  splints  need  to  come  from  the  office.” 

George T.  Conklin,  MD,  58 

internal  medicine,  Houston 
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Endorsed  by  medical  associations  nationwide,  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasing. 


Listen  t^irouR  heart. 


Autoflex 

Leasing  has  been  listening  to  physician’s  heSs  for  over  15 
years.  With  no  down  payment,  no  security  deposit,  lower 
monthly  payments,  next  day  home/office  delivery,  free  quality 
rental  cars,  trade-ins,  GAPP  insurance  and  mcne;, 

Even  better,  you’re  literally  only  a quick  phone  call  away  from 
getting  that  new  car  delivered  to  your  door  tomorrow! 
Sound  easy?  Soundexciting?  Hiere’s  more! 

tii^ntgsn  Autoflex  has 

become  the  medical  community’s  resident  expert  in  automobile 
leasing.  Established  in  1982,  Autoflex  Leasing  is  recognized 
for  it’s  superior  service  record,  flexible  leasing  plans,,, 
^^^te^^^us  volume  buymg^^^wer. 

vet  cost  of  vehicled 

and  more  money  for  your  trade-in! 

While  a new  car  dealership  may  offer  only  one  or  two  lease 
programs.  Autoflex  Leasing  offers  you  more  than  fifty. 
Besides  searching  every  le^  program  available  in  our  database 


nationwide,  we  also  have 


available  only  to  Autoflex 


agcess  to  exclusive  lease  progra 


% We  compare  every  facet  of  your  aunto 
lease  and  combine  it  with  our  buying  power  to  offer  you  the 
lowest  leasing  rates  available.  Who  do  you  think  can  buy  a 
new  vehicle  for  less...  the  individual  who  buys  a new  car 
every  few  years,  or  Autoflex -Leasing  who  buys  thousands  of  , 
cars  evray  year?] 

m 

why  so  many  of  your  peers  have  chosen  Autoflex  Leasing  to  be 
their  leasing  agent  for  fife.  For  more  i^ormatfon,  visit  us  at 


www.autotlex.com 


Superior 

Service 


Free 

DELIVERY 


It  s easy  to  see 


Lower 

Monthly 

Payments 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 


If  you  answer  “yes”  to  any 
of  these  statements... 


d 1 expect  to  be  healthy 
andi  independent 
throughout  my 
retirement  years. 

□ 1 will  be  able  to  maintain  a 
retirement  nest-egg  as  long 
as  1 need  it. 


□ 1 will  not  become  dependent  on 
my  family  when  1 get  older. 


□ 1 expect  to  enjoy  the  same 
standard  of  living  throughout 
my  retirement  years. 


...you  may  need  the  TAIA-Endorsed  Long-Term  Care  Plan* 
to  help  preserve  the  vision  you  have  for  your  retirement  years. 

Call  TMAIT  now  to  request  more  information  or  to  find  the  TMAIT  agent  in  your  area; 

1 800  880-8181,  Dept.  2211 

Weekdays  between  7:30  a.m.  and  5:30  p.m. 


Administered  By 


Endorsed  By 


Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


^Tex 
B Assi 


TexasMedical 

Association 


Big  responsibilities... Big  decisions... Get  solid  financial  protection  for  your  family  from  TMA. 

*This  coverage  is  available  to  TMA  members  as  well  as  spouses,  parents  and  parents-in-law. 
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The  Expertise  Referring  Physieians 
Have  Come  To  Count  On:  Cook  Childrens 
Talks  With  Dr.  Lawrence  Fox. 


Dr.  Lawrence  Fox  — Medical  Director  Of  Cardiovascular  Surgery 


Dr.  Fox,  you  are  one  oe  only  a few  pediatric 

CARDIOVASCULAR  SURGEONS  IN  THE  U.S.  WHO  PER- 
FORM CORRECTIVE  SURGERY  FOR  HYPOPLASTIC  LEFT 
HEART  SYNDROME.  As  YOU  WORK  WITH  REFERRING 
PHYSICIANS,  WHAT  IS  IT  THAT  PROMPTS  THEM  TO 
CONTINUE  TO  REFER  PATIENTS  TO  YOU  FOR  THIS  AND 
OTHER  PEDIATRIC  HEART  PROBLEMS? 


The  child’s  primary  care  physician  knows  we're  committed  to  deliv- 
ering the  highest  quality  care,  and  that  we  have  the  expertise  and 
technology  to  do  things  other  hospitals  can't.  Our  goal  is  to  return  a 

healthy  child  to  his  or  her  parents  and 
pediatrician  as  soon  as  possible. 

How  DO  YOU  WORK  WITH 
REFERRING  PHYSICIANS 
SO  THAT  YOU  DO  NOT  IN 
ANY  WAY  DIMINISH  THEIR 
OWN  RELATIONSHIP  WITH 
THEIR  PATIENTS? 

In  a word,  communi- 
cation. We  keep 
the  referring 
physician 
informed 

every 


step  of  the  way.  After  the  operation  is  done,  the  primary  care  doctor 
gets  a call  and  a letter,  and  the  .same  occurs  on  the  day  of  the 
patient  's  discharge.  Also,  our  nurses  make  sure  to  keep  the  referring 
physician  informed  about  any  changes  in  the  patient’s  condition. 

What  do  referring  physicians  think  are  the 

KEYS  TO  EXCELLENT  PEDIATRIC  SPECIALTY  CARE? 

The}'  want  to  see  us  care  for  the  patient 's  problem  with  a good  result 
and  return  the  patient  to  them  promptly.  Referring  physicians  also 
know  that  we  do  a lot  of  surgeries  at  Cook  Children's,  and  it's  like 
anything  else  - the  more  you  do.  the  better  the  outcomes.  Another 
thing  they  appreciate  is  the  fact  ii'c  have  a cardiac  support  group 
that  helps  reduce  the  stress  of  families  and  everyone  involved. 

Can  you  relate  an  interesting  case  which 

EXEMPLIFIES  THE  TRUST  OF  REFERRING  PHYSICIANS 
IN  YOUR  SPECIALTY  CARE  HERE  AT  CoOK  CHILDRENS? 
Yes.  A baby  was  born  with  a condition  known  as  transposition  of  the 
great  arteries,  which  means  the  position  of  the  heart 's  major  arteries 
needs  to  be  “switched.  ’’  If  uncorrected,  most  babies  will  die  in  the 
first  few  weeks  of  life.  The  referring  physician  knew  we  performed 
many  oj  these  complex  operations  with  a very  high  level  of  succe.\s, 
and  it'rts  therefore  calling  to  have  our  team  care  for  his  patient. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  on  Dr.  Fox  and  his  partner  in 
Cardiovascular  Surgery,  Jeffrey  Heinle,  call  T800-COOK517. 

CookChildren’s 

Medical  Center 


From  the  Chair 


Medicine  remains  a 
profession 


By  John  C.  Jennings,  MD 

The  profession  of  medicine  is  con- 
fused about  managed  care.  If  you 
ask  a room  full  of  physicians  to  de- 
fine “managed  care,”  you  will  get 
diverse  answers.  And  no  matter 
how  you  define  the  term,  just  the  men- 
tion of  it  will  be  accompanied  by  strong 
feelings,  many  of  which  are  negative. 

Managed  care,  as  it  currently  is  evolv- 
ing, is  a response  to  rapidly  rising  health 
care  costs.  Its  basic  goals  are  good.  Who 
would  argue  with  an  effort  to  control 
costs,  to  use  resources  wisely,  to  make 
medical  care  more  accessible,  and  to 
maintain  quality  medical  care?  Individ- 
ual physicians  share  these  goals  and  in- 
corporate them  into  their  practices.  But 
the  confusion,  and  even  anger,  occurs 
when  any  system  of  managed  care  either 
directly  or  indirectly  impairs  the  patient- 
physician  relationship.  This  relationship 
is  the  very  heart  of  our  professionalism. 

Dr  Jennings  is  director  of  the  Residency  Program,  De- 
partment of  Obstetrics  and  Gynecology  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Galveston  and  chair  of 
I the  Texas  Medicine  Editorial  Committee. 


It  is  imperative  that  physicians  under- 
stand managed  care  to  be  able  to  work 
within  it.  Resource  utilization,  accessibil- 
ity, and  quality  of  care  are  all  linked  to- 
gether. At  best,  any  attempt  to  manage 
care  that  considers  these  issues  separately 
is  likely  to  render  suboptimal  results,  and 
at  worst,  to  flatly  fail.  Physicians  can  con- 
trol costs.  Physicians  can  be  accessible  to 
patients.  Physicians  can  practice  quality 
medicine.  Physicians  are  uniquely  posi- 
tioned to  manage  managed  care. 


We  are  not  the  only  ones  confused 
about  managed  care;  our  patients  are  as 
well.  Policymakers  and  third-party  pay- 
ers have  imposed  managed  care  on  our 
patients  without  their  consent.  They  are 
confronted  with  an  “alphabet  soup”  of 
terminology.  They  are  now  “covered 
lives,”  and  their  physicians  are  among  a 
long  list  of  “health  care  providers.”  It 
takes  an  instruction  manual  for  patients 
to  access  medical  care  these  days,  and 
our  staffs  and  we  are  called  upon  to 
serve  as  “translators”  for  our  patients. 
Like  it  or  not,  this  service  has  become 
an  important  part  of  maintaining  an  ef- 
fective patient-physician  relationship. 

The  practice  of  medicine  has  never 
been  Just  another  Job.  It  is  the  ultimate 
service  profession.  In  the  beginning,  med- 
ical practice  was  confined  to  a physician’s 
encounter  with  a patient  in  need.  As 


medical  knowledge  increased,  physicians 
needed  help  to  deliver  their  services.  This 
expansion  of  services  eventually  has  be- 
come the  “health  care  industry.”  The  mar- 
ket-driven forces  of  managed  care  are 
often  perceived,  by  both  patients  and 
physicians,  as  an  interference  with  what 
is  professionally  sacred  — that  is,  the 
ability  of  an  individual  patient  to  build  a 
trusting  relationship  with  a physician  of 
his  or  her  choice.  We  cannot  be  expected 
to  develop  loyalties  to  hospitals,  insur- 


ance plans,  and  indirectly,  to  their  stock- 
holders at  the  expense  of  relationships 
with  individual  patients.  Understanding 
the  business  of  medicine  is  an  important 
part  of  the  practice  of  medicine,  but  the 
profession  must  not  be  consumed  by  the 
business.  Our  No.  1 priority  should  ap- 
propriately be  the  health  of  our  patients. 

This  issue  of  Texas  Medicine  presents 
the  current  status  and  impact  of  man- 
aged care  in  Texas.  This  information 
should  be  valuable  to  physicians  in 
solving  problems  associated  with  man- 
aged care.  In  a time  of  rapid  change  in 
medical  care  delivery,  physicians  must 
be  enabled  to  remain  the  patients’  best 
advocate.  Change  always  produces  op- 
portunity. We  in  medicine  now  have 
the  opportunity  to  step  forward  and 
take  responsibility  for  our  own  destiny 
I to  the  benefit  of  our  patients.  ★ 


Managed  care,  as  it  currently  is  evolving,  is  a response  to 
rapidly  rising  health  care  costs.  Its  basic  goals  are  good. 
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Frontier  Only  Deals  with  the  Facts 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
professional  liability  insurance 
provider.  We  could  not  agree  more. 
Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Q232ZB  Frontier  has  been  providing 
medical  professional  liability  insurance 
for  more  than  20  years  and  is  a licensed 
and  admitted  insurance  company  in  the 
State  of  Texas,  I Frontier’s 

financial  stability  is  clearly  demonstrated 
by  our  Standard  and  Poor’s  Rating  of 
A+  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.QI^SZES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 
doctors,  part-time  physicians,  loss-free 
claim  history  and  others. 

To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  275-3873.  If  calling 
from  Houston  (713)  461*1504. 


HRH  AMARILLO 
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Houston:  281-358-9782 
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AGENCY,  INC. 

800-531 -8826 
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Managed  care: 

Why,  what,  and  where  is  it? 


By  Paul  B.  Handel,  MD,  president, 
Harris  County  Medical  Society 


The  answers  to  the  “why”  of  man- 
aged care  may  become  apparent 
in  a root  cause  analysis.  Medical 
costs  are  increasing  at  an  unsus- 
tainable rate.  Why?  Physicians, 
hospitals,  pharmaceutical  companies, 
etc,  are  delivering  huge  amounts  of  ser- 
vices. Why?  Patients  are  demanding  or 
needing  increasing  volumes  of  services. 
Why?  Lifestyle  choices  and  an  economic 
disconnect  between  the  patient  and  the 
cost  of  health  care  are  the  2 main  drivers 
in  the  consumption  of  services.  Why? 
Personal  responsibility  is  abdicated  be- 
cause someone  else  is  paying  the  bills. 
Why?  Businesses  get  a preferential  tax 
advantage  for  health  insurance,  the  gov- 
ernment pays  for  Medicare,  and  every- 
one feels  he  or  she  is  entitled  to  all  the 
benefits.  (The  reality  is  all  health  care 
costs  paid  for  by  the  government  or  busi- 


Editor's  note:  As  part  of  this  special  issue  on  managed 
care,  Texas  Medicine  asked  4 physicians  for  their 
views  on  the  subject.  Here  are  their  responses. 


ness  are  added  to  the  tax  bill  or  the  cost 
of  all  goods  and  services,  and  ultimately 
represent  a tax  on  each  of  us.) 

Managed  care,  as  we  are  experienc- 
ing it  today,  was  instituted  to  reduce 
the  increasing  cost  of  medical  services. 
The  concept  was  widely  and  wildly  em- 
braced because  this  new  system  would 
not  only  save  money,  it  would  improve 
health,  prevent  disease,  and  improve 
access  to  care.  Such  a deal. 


Managed  care  blossomed  because  its 
initial  foray  reduced  inflation  by  intense 
negotiation  and  downward  pressure  on 
reimbursement  to  doctors  and  hospi- 
tals. As  feared  earlier  and  appreciated 
now,  the  savings  were  a onetime  phe- 
nomenon. All  the  while,  the  law  of  un- 
intended consequences  was  being 
enforced.  Dollars  disappeared  from 
teaching  and  research.  The  safety  net 
for  the  indigent  disappeared.  More  re- 
cently, dollars  for  the  treatment  of  cov- 
ered patients  have  disappeared.  The 
uninsured  population  grows.  So,  the 
“why”  of  managed  care  is  economic  as 
it  exists  today.  This  part  of  the  promise 
has  been  broken.  In  many  cases,  money 
has  shifted  from  the  provision  of  care  to 
administration  and  profit.  If  health  care 
costs  increase  as  projected,  will  pa- 


tients, hospitals,  physicians,  druggists, 
and  others  be  sacrificed  for  the  preser- 
vation of  a satisfactory  profit  margin? 

Managed  care  is  simply  and  easily 
defined.  Give  the  appropriate  treatment 
at  the  appropriate  time  in  the  appropri- 
ate place  in  the  most  cost-effective 
manner.  A 65-year-old  woman  with 
cancer  of  the  esophagus  waits  2 months 
for  surgery.  A 9-year-old  boy  with  a 
brain  abscess  waits  6 months  for  a di- 


agnosis (that’s  too  late  to  prevent  per- 
manent damage).  An  83-year-old  man 
is  told  he  can  get  1 cataract  removed 
because  he  needs  only  1 eye.  These  are 
the  stories  that  infuriate  me  and 
frighten  the  public.  Where  were  their 
doctors?  Where  was  the  managed  care? 
Where  is  the  care?  The  managed  care 
industry’s  response  is  that  these  are  an- 
ecdotal problems.  From  coast  to  coast, 
these  anecdotes  are  woven  into  a tapes- 
try of  tragedy  that  should  have  every 
physician  screaming  out,  “No  more!” 

What  is  managed  care?  It  is  layers  of 
bureaucracy  that  result  in  delay  and 
denial  of  care;  added  personnel  in 
physicians’  offices  and  hospitals  to  deal 
with  the  layers  of  bureaucracy;  and 
mounting  frustration  on  the  part  of  the 
patients  in  dealing  with  (and  this  is 


If  health  care  costs  increase  as  projected,  will  patients, 
hospitals,  physicians,  druggists,  and  others  he  sacrificed 
for  the  preservation  of  a satisfactory  profit  margin? 
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heartbreaking)  physicians  they  sense 
do  not  care  about  them,  or  the  bureau- 
cracy of  the  organization  they  know 
doesn’t  care  about  them.  Managed  care 
today  is  an  economic  experiment,  and 
its  true  promise  is  unfulfilled. 

Managed  care  should  be  a system 
that  examines  and  then  implements 
state-of-the-art  disease  management 
when  appropriate.  It  should  be  foremost 
in  true  prevention  activities,  including 
lifestyle  modification  and  education, 
starting  with  our  youth.  The  so-called 
preventive  services,  which  are  actually 
early  diagnosis  activities,  need  to  be 
stressed  and  used  particularly  in  at-risk 
populations.  We  will  probably  see  these 
services  increase  the  cost  of  medical  care 
when  rendered  to  the  targeted  groups. 
Managed  care,  in  its  real  sense,  will  not 
emerge  nor  survive  without  the  partner- 
ship between  the  patient  and  physician 
each  step  of  the  way.  If  we  arrive  at  this 
point,  we  also  will  know  the  correct 
amount  of  money  to  spend  on  health 
care.  The  patients  and  the  system  will 
mutually  decide  on  the  correct  figure. 

Where  is  managed  care?  It  is  not 
here  by  a long  shot.  The  predators  and 
opportunists  must  be  exposed  and  dis- 
posed of.  Profit  cannot  be  the  only  or 
primary  reason  for  being  in  managed 
care.  Medical  decisions  can  be  made 
only  by  physicians  after  complete  and 
honest  discussion  with  their  patients. 
The  best  treatments  and  diagnostics 
based  on  science  have  to  be  available 
for  those  discussions.  The  function  of 
the  medical  directors  and  physician  ad- 
visory panels  is  to  provide  this  infor- 
mation. Closing  the  loop  on  care  would 
be  to  ascertain  that  it  was  rendered 
timely  and  to  assess  the  outcome. 

We  can  solve  the  dual  dilemmas  of  in- 
creasing costs  and  the  rising  number  of 
uninsured.  Let  us  combine  the  critical  el- 
ements of  personal  responsibility  and  in- 
volvement along  with  bona  fide 
managed  care  and  place  them  on  the 
foundation  of  the  patient-physician  rela- 
tionship. We  will  see  the  dawn  of  the  mil- 
lennium as  a brighter  sun  shining  on  the 
best  health  care  system  in  the  world.  ★ 


Dr  Handel  is  vice  chair  of  the 
TMA  Council  on  Socioeconomics. 


Physician  organization  is 
key  to  responding  to 


By  Norman  Chenven,  MD,  president, 
Austin  Regional  Clinic 

Managed  care  on  a large  scale  has 
been  a fact  of  life  in  American 
medicine  for  more  than  20 
years.  In  that  time,  it  has  had 
important  successes  and  notable 
failures.  Currently  we  are  witnessing  a 
ferocious  media  and  regulatory  backlash 
against  it,  but  this  backlash  must  be 


viewed  with  balance  and  perspective. 
The  societal  pressures  to  reduce  the  cost 
of  care  and  to  require  greater  account- 
ability of  physicians,  hospitals,  and 
other  health  care  providers  that  gave 
rise  to  managed  care  will  not  go  away. 
Therefore,  the  medical  profession 
should  not  see  this  backlash  as  society’s 
retreat  from  the  original  intent  of  man- 
aged care,  but  only  as  a repudiation  of 
some  of  the  cruder  techniques  em- 
ployed by  health  plans. 

Physicians,  rather  than  relaxing 
their  guard  in  the  hope  of  managed 
care’s  demise,  need  instead  to  intensify 
their  efforts  to  respond  to  the  chal- 
lenges posed  by  managed  care  by  orga- 
nizing themselves  to  better  control  cost 
and  accept  accountability  for  quality 
outcomes. 

The  business  of  medicine  has  become 
increasingly  a business  of  negotiation 
and  leverage.  That  won’t  change.  It  is  I 


imperative  that  we  build  medical  orga- 
nizations with  enough  scale  to  negotiate 
successfully  and  with  enough  expertise 
and  infrastructure  to  manage  well.  Only 
in  this  way  can  we  deal  with  the  health 
plans  from  a position  of  strength. 

Managed  care  began  to  evolve  in  the 
1970s  as  a market-based  response  to 
the  problems  of  escalating  costs,  re- 
duced access,  and  questions  about  the 
ability  of  American  medicine  to  provide 
broad-based  preventive  care.  Medical 
costs  were  rising  at  more  than  twice  the 
rate  of  inflation  and  seemed  beyond 
reason  and  beyond  control.  Increasing 
costs  discouraged  businesses  from  pro- 
viding health  benefits  to  their  employ- 
ees and  created  extreme  fiscal  pressure 
on  the  federal,  state,  and  local  govern- 
ments responsible  for  the  costs  of 
Medicare,  Medicaid,  and  various  indi- 
gent programs.  By  1980,  more  than  35 
million  Americans  were  without  health 
insurance.  At  the  same  time,  public 


health  statistics  were  raising  serious 
questions  about  the  effectiveness  of  our 
increasingly  expensive  health  care  sys- 
tem to  achieve  competitive  public 
health  measures  when  compared  with 
the  less  costly  systems  of  other  indus- 
trialized nations. 

Business  and  government,  the  2 ulti- 
mate underwriters  of  medical  costs,  de- 
manded a solution  to  these  problems 
and  encouraged  experimentation  with 
prepaid  and  contractual  medicine.  Be- 
cause both  the  medical  and  hospital  in- 
dustries were  highly  decentralized  — in 
terms  of  organization,  no  more  than  cot- 
tage industries  — and  therefore  neither 
predisposed  to  nor  capable  of  addressing 
cost  issues,  that  task  fell  to  the  health  in- 
surance industry  and  nascent  health 
maintenance  organizations  (HMOs). 
They  used  the  leverage  of  their  size  and 
purchasing  power  to  impose  fiscal  re- 
straint by  instituting  severe  discounting 


It  is  imperative  that  we  build  medical  organizations 
with  enough  scale  to  negotiate  successful  y and  with 
enough  expertise  and  infrastructure  to  manage  well. 
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and  innovative  care  management  tech- 
niques such  as  preauthorization,  treat- 
ment protocols,  and  formularies. 

Managed  care  has  been  an  extraor- 
dinary success  from  the  perspective  of 
'its  growth  as  an  industry  and  its  ability 
to  restrain  medical  costs.  Between  the 
1970s  and  the  mid-1990s,  HMO  mem- 
bership grew  from  a mere  7 million 
plan  members  to  more  than  65  million 
plan  members  nationwide.  Preferred 
provider  organizations  (PPOs)  were 
not  even  a factor  in  the  1970s,  and 
they  now  provide  coverage  to  80  mil- 
lion individuals. 

The  impact  on  controlling  medical 
inflation  has  been  dramatic,  resulting  in 
almost  4 years  of  little  to  no  premium 
increases.  This  is  a significant  accom- 
plishment, considering  that  premium 
inflation  was  running  at  15%  or  more 
annually  as  recently  as  a decade  ago. 

The  ability  of  health  plans  to  create 
a temporary  plateau  in  health  care  in- 


flation should  be  viewed  as  the  first 
phase  of  a massive  and  prolonged  tran- 
sition that  will  continue  to  affect  the 
medical  industry.  Managed  care  organi- 
zations were  able  to  achieve  early  and 
all-too-easy  financial  success  by  using 
their  aggregate  purchasing  power  to 
negotiate  substantial  discounts,  to  re- 
duce hospital  lengths  of  stay  by  using 
case  management  staff,  and  to  exploit 
irrationally  inflated  Medicare  in  places 
like  South  Florida,  southern  California, 
and  Houston.  Their  financial  successes 
were  dramatic  in  terms  of  dollars  saved 
(and  health  plan  profits). 

But  early  success  obscured  crucial 
weaknesses  in  the  structure  and  meth- 
ods of  the  health  plans.  We  see  stunning 
examples  of  these  weaknesses  today.  By 
1997,  for  example,  Texas  HMOs  in  ag- 
gregate reported  almost  $250  million  in 
losses.  The  Northeast’s  Oxford  Health 
Plan,  once  the  darling  of  Wall  Street  for 


its  rapid  growth  and  high  profitability, 
revealed  last  summer  that  it  had  in- 
curred losses  in  the  range  of  half  a bil- 
lion dollars.  Dallas-Fort  Worth’s  Harris 
Methodist  Health  Plan,  that  area’s  heav- 
iest hitter,  has  been  disciplined  by  the 
Texas  Department  of  Insurance  for  alle- 
gations of  improperly  designed  finan- 
cial incentives  and  has  agreed  to  make 
a multimillion-dollar  restitution  to  con- 
tracted physicians.  In  addition  to  all 
this,  the  public  is  increasingly  clam- 
orous in  its  discontent  with  managed 
care  in  general  and  with  what  is  per- 
ceived as  capricious  and  arbitrary  deci- 
sion-making by  the  health  plans. 

Managed  care  payers  have  focused 
on  growth  and  have  failed  to  invest  in 
improving  the  quality  of  care  or  meet- 
ing the  needs  of  patients  and  providers. 
Buoyed  by  quick  and  easy  fiscal  suc- 
cess, they  put  their  expertise  and 
money  into  mergers,  acquisitions,  and 
low-ball  premium  setting  to  grow  mar- 


ket share.  The  investment  in  infrastruc- 
ture necessary  to  build  healthy 
managed  care  systems  for  the  long 
term  was  either  misunderstood,  under- 
estimated, or  ignored. 

Of  course,  lip  service  was  given  to 
the  importance  of  installing  informa- 
tion systems  and  investing  in  quality  as- 
surance. But  such  laudable  goals  are 
hollow  unless  buttressed  by  real  com- 
mitment to  more  than  the  bottom  line. 
Long-term  success  will  require  the  de- 
velopment and  installation  of  clinical 
infrastructure  and  information  systems 
on  a massive  scale.  And  while  the 
health  plans  continue  to  describe  their 
product  as  “cost  efficient,  high-quality 
health  care,”  they  continue  to  neglect 
investment  in  the  research  and  develop- 
ment necessary  to  create  that  product. 

Furthermore,  the  health  plans  seem 
suicidally  unable  to  find  the  balance 
between  service  that  fosters  consumer 


confidence  and  cost  that  meets  con- 
sumer need.  We  have  to  go  back  to  the 
American  automobile  industry  of  the 
1960s  and  early  1970s  to  find  an  in- 
dustry as  disconnected  from  the  needs 
and  desires  of  its  consumers  as  the 
managed  care  industry  is  today. 

Is  it  possible  that  managed  care  has 
failed  so  profoundly  and  offended  so 
many  that  we  can  expect  it  to  wither 
away?  The  answer  is  no.  The  problems 
that  gave  rise  to  managed  care  are  still 
with  us.  In  fact,  we  are  on  the  verge  of 
renewed  health  care  cost  inflation,  and 
it  is  likely  that  the  regulatory  changes 
and  consumer  demands  associated  with 
the  managed  care  backlash  will  actually 
accelerate  the  inflationary  pressures. 
Employers  and  government  will  not  ac- 
cept disproportionate  health  care  infla- 
tion in  the  future  and  therefore  we  can 
expect  that  they  will  continue  to  seek 
new  cost-containment  solutions.  Health 
plans  will  be  re-empowered  for  this  task. 

If  physicians  hope  to  influence  these 
future  changes  in  the  industry,  we  must 
organize  ourselves  for  the  task.  Our 
profession’s  tradition  of  fierce  indepen- 
dence works  against  us  in  this  setting. 
It  is  wishful  thinking  to  imagine  that 
we  can  solve  the  problems  of  cost,  ac- 
cess, and  quality  one  doctor  and  one 
patient  at  a time.  The  health  care  in- 
dustry is  immensely  complex  and  capi- 
tal-intensive. Physicians  have  an 
opportunity  to  regain  a measure  of  con- 
trol and  to  provide  needed  leadership, 
but  that  will  require  a willingness  to 
belong  to  organizations  and  to  work  to- 
gether within  them. 

We  physicians  must  understand  the 
current  phase  of  managed  care  bashing 
as  no  more  than  a perturbation  in  the 
midst  of  the  continued  restructuring  of 
our  industry.  We  must  take  advantage 
of  the  moment  by  building  and 
strengthening  provider-directed  organi- 
zations so  they  will  be  capable  of  re- 
sponding to  the  demands  of  the  public 
and  the  market.  ★ 


Managed  care  payers  have  focused  on  growth  and 
have  failed  to  invest  in  improving  the  quality  of  care 
or  meeting  the  needs  of  patients  and  providers. 
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This  cloud  has  a silver  lining 


By  David  Morehead,  MD,  president, 

Scott  & White  Health  Plan 

Saying  something  favorable  about 
managed  care  these  days  offers 
new  perspective  to  Isaiah’s  de- 
scription of  “ a voice  crying 
in  the  wilderness.”  Managed  care 
initiatives  have  not  been  perfect.  Some 
health  plans  have  withheld  necessary 
and  appropriate  care  from  patients. 
Some  health  plans  have  dealt  unfairly 
with  providers,  both  physicians  and 
hospitals.  A few  health  plan  executives 
are  paid  salaries  that  embarrass  execu- 
tives of  other  plans.  These  abuses  have 
been  documented  and  reported  again 
and  again  in  the  press.  But,  given  its 
defects,  is  managed  care  all  bad? 

Scott  & White  Health  Plan  repre- 
sents a provider-sponsored,  nonprofit, 
community-based  health  plan  (an 
HMO)  in  operation  for  more  than  15 
years.  We  provide  our  enrollees  high- 
quality,  comprehensive  medical  ser- 


vices and  believe  that  we  act  in  the  best 
interests  of  our  patients.  We  also  per- 
ceive that  we  deal  fairly  with  non-Scott 
& White  hospitals  and  professionals 
with  whom  we  contract.  The  Central 
Texas  patients,  purchasers,  and 
providers  we  deal  with  tell  us  that  they 
are  pleased  with  our  partnership.  Scott 
& White’s  HMO  experience  is  positive. 

Most  of  the  pictures  painted  in  both 
I the  lay  and  medical  professional  press 


during  the  past  few  years  have  de- 
picted managed  care  as  an  evil  mon- 
ster. Focusing  on  only  the  negative 
aspects  of  managed  care  has  hindered 
thoughtful  observers  from  recognizing 
the  good  things  accomplished  by  this 
model  of  health  care. 

On  the  positive  side,  managed  care 
has; 

• Emerged  as  an  honest  response  to 
the  health  care  financing  crisis; 

• Fulfilled  its  mandate; 

• Provided  medical  care  satisfactory 
to  its  enrollees;  and 

• Offered  a health  care  model  poten- 
tially better  than  the  alternatives. 

The  above  positive  features  of  man- 
aged care  require  more  detailed  expla- 
nations. 

Managed  care  emerged 
as  an  honest  response  to  the 
health  care  financing  crisis 

During  the  last  40  years,  health  care 
expenditures  have  risen  at  unaccept- 
able rates,  doubling  or  tripling  in  each 
of  the  4 decades  since  1950.  Currently, 
the  United  States  spends  more  of  its 
gross  domestic  product  for  health  care 
than  any  other  developed  country. 
Economists  monitored  the  rapid  in- 
crease in  health  care  expenditures  and 
moaned  about  the  implications,  but  not 
much  else  happened. 


The  turning  point  came  in  the  1980s 
when  US  business  leaders  realized  that 
they  could  not  remain  globally  price- 
competitive  in  the  face  of  out-of-con- 
trol  medical  inflation.  Global 
competition  means  that  a manufac- 
turer in  Austin  has  to  compete  on  price 
with  a Japanese  competitor.  Produc- 
tion costs  were  tipped  in  favor  of  Asia 
because  our  Japanese  competitors  paid 
much  less  for  employee  health  care. 


American  industry  decided  in  the 
1980s  that  something  had  to  be  done 
when  their  costs  for  health  care  con- 
sumed more  than  60%  of  their  pre-tax 
corporate  profits  — a 3-fold  increase 
over  the  previous  decade. 

Society,  through  its  business  and 
government  leaders,  mandated  that 
medicine  find  ways  to  control  the  esca- 
lating costs  of  medical  care.  Managed 
care  emerged  as  a social  experiment,  a 
different  health  care  delivery  model 
predicated  on  the  thesis  that  a portion 
of  medical  services  is  unnecessary 
and/or  duplicative  and  that  better  co- 
ordination of  patient  care  eliminates 
waste  and  reduces  the  costs  of  care. 
How  has  it  worked? 

Managed  care  fulfilled 
its  mandate 

Business  leaders  formed  coalitions  and 
sought  brokers  or  providers  of  health 
care  that  could  manage  patient  care,  ie, 
provide  medical  services  more  effi- 
ciently (less  expensively).  Once  devel- 
oped, premiums  for  managed  care 
products  were  lower  than  those  of  in- 
demnity companies,  and  purchasers  re- 
sponded by  switching  to  the  less 
expensive  plans.  During  the  1990s,  en- 
rollment in  indemnity  plans  dropped  to 
one  fourth  of  its  1990  membership 
while  enrollment  in  managed  care 
plans  more  than  doubled.  Presently,  ap- 
proximately 85%  of  insured  employees 
are  covered  through  some  type  of  man- 
aged care  program. 

While  managed  care  grew,  it 
achieved  its  mandate  to  limit  the  in- 
crease in  health  care  expenditures;  the 
percentage  increase  in  annual  health 
care  benefit  costs  has  dropped  in  con- 
cert with  the  enrollment  growth  in 
managed  care  plans.  Increases  in  the 
costs  of  health  care  benefits  funded  by 
employers  averaged  less  than  2%  an- 
nually during  the  last  4 years  compared 
with  double-digit  growth  in  the  early 
1990s.  Although  there  is  continued  ar- 
gument about  skimming  healthy  pa- 
tients, withholding  necessary  services, 
and  inadequate  reimbursement  to 
providers,  even  the  severest  critics  of 
managed  care  must  admit  that  the  drop 
in  medical  service  inflation  is  tempo- 


Focusing  on  only  the  negative  aspects  of  managed  care 
has  hindered  thoughtful  observers  from  recognizing  the 
good  things  accomplished  by  this  model  of  health  care. 
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rally  linked  to  the  emergence  and 
growth  of  managed  care. 

Managed  care  enrollees 
are  generally  satisfied 
with  their  medical  care 

Managed  care  patients  are  satisfied. 
Several  studies  during  the  past  few 
years  (Roper  Starch  Worldwide  Survey, 
1996,  and  ABC  News  Survey,  1997)  re- 
veal that,  in  general,  managed  care  en- 


ferent  from  the  ones  we’ve  tried,  but  so- 
cial experiments  to  test  whether  a sys- 
tem will  work  are  expensive  and  risky. 
The  threat  to  American  medicine  is  that 
the  current  managed  care  initiative  will 
be  rendered  impotent,  that  purchasers 
will  become  frustrated  and  give  up,  and 
that  forces  promoting  a national  health 
care  system  will  prevail.  Other  devel- 
oped countries  control  their  costs  by  ra- 
tioning care  through  nationalized  health 


Medicine’s  best  hope  is  for  purchasers  and  providers 
to  work  together  in  good  faith  to  develop 
the  best  method  to  provide  cost-effective  care. 


rollees  are  as  satisfied  with  the  medical 
care  they  receive  as  patients  in  fee-for- 
service  systems.  There  is  only  a few  per- 
centage points  difference  in  patient 
satisfaction  rates  between  how  patients 
judge  both  the  quality  and  availability 
of  the  care  they  receive  when  the  2 sys- 
tems are  compared.  In  the  ABC  News 
Survey,  patients  were  equally  willing  to 
recommend  traditional  versus  managed 
care.  Patients  do  note  differences;  they 
Judge  that  specialists  are  more  readily 
available  in  the  fee-for-service  system 
but  they  are  less  satisfied  with  costs  as- 
sociated with  fee-for-service  medicine. 

Even  though  patients  enrolled  in 
health  plans  are  satisfied  with  their 
own  care,  the  public  is  concerned 
about  managed  care.  If  they  are  satis- 
fied with  their  own  care,  then  why  do 
they  fret?  Patients  are  worried  they 
may  not  get  necessary  care  in  the  fu- 
ture. Many  of  these  fears  likely  arise 
from  media  stories  that  have  been  told 
and  retold. 

Managed  care  may  be  better 
than  the  next  iteration 

If  global  competition  continues,  the  ris- 
ing costs  of  medical  care  must  be  limited 
to  the  degree  that  health  care  costs  in- 
crease in  other  countries  for  American 
industry  to  remain  price  competitive. 
How  to  control  costs  is  the  $64,000 
question.  It’s  easy  to  concoct  other  op- 
tions for  health  care  delivery  systems  dif- 


services; in  these  systems,  annual  expen- 
ditures for  medical  care  for  the  whole 
nation  are  limited  to  a budgeted  amount 
set  by  the  government.  Although  man- 
aged care  is  not  perfect,  modifying  it  so 
that  it  works  better  may  be  a much-pre- 
ferred solution  for  both  patients  and 
providers  when  compared  with  a gov- 
ernment-controlled system.  The  danger 
in  destroying  managed  care  is  that  we 
may  not  like  what  we  get  in  its  place. 

American  medicine  is  in  turmoil, 
scrambling  to  determine  the  best  way 
to  deliver  health  care  services  to  US  cit- 
izens. Current  national  debate  suggests 
that  we  haven’t  yet  devised  a perfect 
system  that  is  acceptable  to  a sufficient 
number  of  American  leaders.  Medi- 
cine’s best  hope  is  for  purchasers  and 
providers  to  work  together  in  good 
faith  to  develop  the  best  method  to 
provide  cost-effective  care.  As  society’s 
expectations  of  medicine  shift,  painful 
changes  from  traditional  fee-for-service 
medicine  are  inevitable.  Managed  care 
has  proved  itself  effective  and  is  not  a 
bad  option.  ★ 


The  role  of  a Harris 
Methodist  Health  Plan 
medical  director 


By  Robert  Cluck,  MD,  medical  director, 
Harris  Methodist  Health  Plan 


Susan  Tulloch  was  the  last  patient  I 
saw  on  that  last  day  of  my  prac- 
tice, March  18, 1994.  We  had  been 
through  a lot  together.  I had  deliv- 
ered 3 of  her  babies,  performed 
surgery  on  her,  and  most  recently  had 
been  a special  friend  and  supporter  dur- 
ing her  bout  with  breast  cancer.  She  had 
been  one  of  my  first  patients  and  had  re- 
mained with  me  for  the  25  years  of  my 
practice.  She  always  came  in  for  her 
checkup  at  about  the  same  time  each 
year  and  never  failed  to  brighten  my  day. 

I did  not  know  this  was  to  be  the  last 
time  I would  see  her,  and  I certainly 
had  no  idea  that  Friday  afternoon  as  I 
left  the  office  that  I would  not  return. 
Her  last  comment  to  me  that  day  was, 
“Be  thankful  that  you  will  be  around 
Sunday  to  enjoy  another  birthday  and 
do  not  do  anything  crazy.”  I wish  I had 
taken  her  advice! 

Almost  to  the  hour  2 days  later,  I was 
in  the  emergency  department  at  Baylor 
Hospital  fighting  for  my  life  following  a 
motorcycle  accident  in  which  my  right 
arm  was  nearly  completely  severed.  I 
had  many  other  injuries,  any  of  which 
could  have  been  fatal.  Because  of  many 
dedicated  physicians,  nurses,  and  ther- 
apists who  simply  would  not  let  me  give 
up,  and,  of  course,  because  of  a very 
dedicated  family,  and  with  the  help  of 
my  colleagues  and  friends,  I am  able  to 
share  this  story. 

Even  though  it  had  to  be  obvious  to 
everyone  else  that  because  of  the  mas- 
sive injury  to  my  arm  I would  never  be 
able  to  practice  again,  no  one  ever  told 
me  so.  And  that  thought  never  really 
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entered  my  mind,  at  least  not  until 
early  1996,  when  I went  back  to  my  of- 
fice, where  my  partners  helped  me 
evaluate  my  physical  skills  and  found 
them  severely  deficient.  It  was  at  that 
moment  that  I realized  the  terrible  re- 
ality that  I would  probably  not  be  able 
to  be  productive  for  the  rest  of  my  life. 
That  was  a very  gray  day! 

Then  one  day  out  of  the  blue  that 
spring,  I received  a call  from  Harris 


and  physicians.  Patients  may  complain 
of  health  plan  procedures,  rude  or  un- 
caring providers,  or  even  occasionally 
that  they  are  concerned  about  the  qual- 
ity of  health  care  they  receive.  Medical 
directors  look  at  and  investigate  all  com- 
plaints of  quality  lodged  against  physi-^ 
cians  by  their  patients  or  even  by  other 
physicians.  We  also  provide  support  to' 
our  various  physician  committees  such^ 
as  the  UM,  QI,  and  pharmacy  commit-* 


It  became  clear  to  me  that  the  image  that 
health  maintenance  organizations  generated  in 
most  physicians’  minds  was  greatly  distorted. 


Methodist  and  accepted  a part-time  po- 
sition as  associate  medical  director.  Be- 
cause of  the  pervasive  suspicions  that  we 
physicians  held  against  all  managed  care 
plans,  I did  not  initially  tell  any  of  my 
friends  about  my  new  job.  In  fact,  I 
would  always  enter  the  building  through 
the  rear  entrance.  Over  the  following  6 
months,  however,  I learned  about  the 
dedication  and  skills  of  the  people  who 
work  at  Harris.  I proudly  came  out  of 
hiding  and  began  to  publicly  extol  the 
many  virtues  of  Harris  Methodist  Health 
Plan.  It  became  clear  to  me  that  the  im- 
age that  health  maintenance  organiza- 
tions generated  in  most  physicians’ 
minds  was  greatly  distorted. 

I feel  that  as  a medical  director  of 
Harris  Methodist  Health  Plan,  I have  be- 
come an  advocate  for  our  2 most  impor- 
tant customers:  our  physicians  and  our 
members.  Many  view  us  as  only  being  in 
the  business  of  denying  care,  when  in 
fact  after  applying  nationally  accepted 
medical  necessity  criteria,  an  extremely 
small  number  of  requests  for  services  are 
denied.  We  routinely  attempt  to  contact 
the  physician  to  get  other  information  or 
to  get  a different  viewpoint  before  deny- 
ing a service.  I am  very  proud  of  the  fact 
that  even  after  a service  is  denied,  there 
are  several  appeal  mechanisms  available 
by  which  the  physician  or  patient  is  able 
to  get  an  independent  review. 

We  also  extend  great  care  in  review- 
ing all  complaints  from  our  members 


tees.  These  committees  are  composed  ofj 
practicing  physicians  in  our  network 
who  provide  a vital  function  of  monitor- 
ing the  medical  delivery  system. 

Medical  directors  also  provide  im- 
portant functions  by  evaluating  new 
technologies  as  they  are  introduced.  We 
also  help  monitor  under-  and  over-uti- 
lization, and  if  necessary,  perform  inter- 
ventions if  problems  in  these  areas  are 
identified.  Developing  and  implement- 
ing practice  guidelines  improves  the 
quality  and  cost-effectiveness  of  med- 
ical care.  We  help  physicians  receive  fair 
reimbursement  for  services  rendered  by 
reviewing  claims  and  medical  records. 

I am  very  proud  to  represent  Harris 
Methodist  Health  Plan,  and  I am  happy 
to  say  that  most  of  my  physician  peers 
and  friends  recognize  the  importance 
of  having  a physician  who  has  exten- 
sive practice  experience  represent  their 
interests  in  a managed  care  organiza- 
tion such  as  Harris.  Our  advice  carries 
a lot  of  weight  inside  the  plan  and  is 
never  ignored.  Of  course,  there  is  a ' 
tremendous  advantage  in  having  a lo- 
cal managed  care  organization  with  lo- 
cal practitioners  in  places  of 
leadership.  Most  of  us  recognize  that 
only  by  working  closely  together  in  a 
cooperative  manner  and  by  constantly 
keeping  our  patients  as  the  center  of 
our  attention  will  we  be  able  to  con- 
tinue to  deliver  the  very  highest  quality  : 
care  available.  ★ 
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Orval  E.  Brown,  MD,  Dallas;  Ellen  M. 
Friedman,  MD,  Houston;  and  Charles 
A.  Syms  III,  MD,  San  Antonio,  were 
among  53  otolaryngologists  who  re- 
ceived the  American  Academy  of  Oto- 
laryngology-Head and  Neck  Surgery’s 
prestigious  Honor  Award. 

Baytown  family  practitioner  Abida 
Burki,  MD,  received  the  Recognition 
Award  in  Continuing  Medical  Education 
from  the  American  Medical  Association. 

Dallas  gastroenterologist  SonT.  Do,  MD, 
was  elected  president  of  the  Vietnamese 
Medical  Association-Texas  Chapter.  Dr 
Do  also  was  elected  a member  of  the 
Board  of  Directors  of  the  Vietnamese 
Medical  Association. 

Nefertiti  C.  duPont,  fourth-year  med- 
ical student  at  Texas  A&M  University 
Health  Science  Center  in  Temple,  was 
named  a member  of  the  American 
Medical  Association’s  Council  on  Med- 
ical Service. 

San  Antonio  physical  medicine  and  reha- 
bilitation specialist  Stacy  S.  Gillespie, 
DO,  was  appointed  medical  director  of 
the  new  Rehabilitation  Unit  at  Metropol- 
itan Methodist  Hospital,  a member  of  the 
Methodist  Healthcare  System. 


Nefertiti  C.  duPont 

Amarillo  endocrinologist  Gerald  Hol- 
man, MD,  was  elected  chair  of  the 
American  Board  of  Hospice  & Palliative 
Medicine  and  appointed  to  the  Ameri- 
can Hospice  Foundation  Board  of  Di- 
rectors. 

Grapevine  internist  Michael  Horoda, 
MD,  was  named  medical  director  of  the 
All  Saints  Senior  Health  Center  in  Hal- 
tom  City. 

Allergy  and  immunology  specialist  Bob 
Lanier,  MD,  Fort  Worth,  received  an 
American  Heart  Association  Paul  R.  El- 
lis Media  Award  in  the  Major  Metro 
Market  Television  category  for  his  en- 
try “Heart  Month  Series:  Women  and 
Heart  Disease.” 

Daniel  M.  Martinez,  MD,  Dallas,  received 
the  1998  Academy  of  Otolaryngology- 
Head  and  Neck  Surgery  Foundation  Dis- 
tinguished Award  for  Humanitarian 


Gerald  Holman,  MD 


Please  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  Inclusion  in  the  Newsmakers 
section  are  TM A membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johannaJ@texmed.org. 


A.E.  Pino,  MD  Phleu  N.  Tran,  MD 


Efforts  for  providing  medical  care  to  the 
indigent  population  residing  on  the  east- 
ern slopes  of  Sierra  Madre  in  Mexico. 

Houston  family  practitioner  Carlos 
Moreno,  MD,  was  appointed  the  C. 
Frank  Webber  Chair  in  Family  Medicine 
at  The  University  of  Texas-Houston 
Medical  School. 

West  general  surgeon  Billy  D.  Pierce, 
MD,  was  named  Citizen  of  the  Year  by 
the  West  Chamber  of  Commerce. 

A.E.  Pino,  MD,  DeLeon,  was  elected 
chair  of  the  Orthopaedic  Section  of  the 
International  College  of  Surgeons- 
United  States  of  America  Division. 

Carthage  general  practitioner  W.C. 
Smith,  MD,  was  recognized  for  40  years 
of  providing  continuing  medical  educa- 
tion for  family  practitioners  through  the 
East  Texas  Academy  of  Family  Practice. 
The  academy  also  established  the  W.C. 
Smith  Endowment  for  Continuing  Med- 
ical Education  in  Family  Practice  to  be 
housed  at  The  University  of  Texas  Health 
Center  in  Tyler. 
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Give  a salute  to 
your  “Right  Arm. 


yy 


TEXAS 
ACADEMY  OE 
PHYSICIAN 
ASSISTANTS 


Nominate  your  hard-working  physician 
assistant  for  the  Texas  Academy  of 
Physician  Assistants’  PA  of  the  Year 
award.  Submissions  should  include 
the  PA’s  name,  address  and  phone 
number.  Deadline  is  January  31,  1999. 
Nominations  should  be  sent  to  TAPA, 
401  W.  15th  St.,  Austin,  TX  78701. 

Call  (800)  280-7655  with  questions. 


BECAUSE  YOU  WENT  TO  MED  SCHOOL 
NOT  LAW  SCHOOL. 


Maybe  it’s  time  you  took  on  a few  new 
partners.  A group  that  can  help  with  your 
medical  liability  program  while  you  do  what 
you  were  trained  for— practicing  medicine. 
Call  today  for  our  custom-tailored  liability 
programs  and  coverage  at  competitive  prices. 


api  • FPiC 


http:/ / www.amph.com/api 

1.800.252.3628 


American  Physicians  Insurance  Exchange  and  Florida  Physicians  Insurance  Company,  Inc. 
have  joined  forces  co  offer  national  experience,  local  service,  stability  and  commitment. 


Amarillo  family  practitioner  Phieu  N. 
Tran,  MD,  was  reelected  president  of 
the  Vietnamese  Medical  Association 
Board  of  Directors.  Dr  Tran  also  was 
elected  president  of  the  Vietnamese 
Medical  Association  of  the  Free  World. 


Deaths 


Martin  Stowell  Buehler,  MD,  87;  Dal- 
las; University  of  Minnesota-Min- 
neapolis,  1939;  died  August  20,  1998. 

George  Chung-Min  Chao,  MD,  77; 

Houston;  National  Defense  Medical 
College-Taipei,  Taiwan,  1948;  died  Au- 
gust 11,  1998. 

Norma  Battles  Coffee,  MD,  55;  Dallas, 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1968;  died 
August  1,  1998. 

Hyman  Dittman,  MD,  93;  Dallas;  Uni- 
versity of  Durham  College  of  Medicine- 
New  Castle,  England,  1936;  died 
August  17,  1998. 

William  Virgil  Hall,  MD,  58;  Dallas; 
The  University  of  Texas  Southwestern 
Medical  School  at  Dallas,  1966;  died 
August  15,  1998. 

Montague  Lane,  MD,  68;  Houston; 
Chicago  Medical  School,  1953;  died 
August  12,  1998. 

Mark  Lane  Welch,  MD,  87;  Dallas;  Uni- 
versity of  Arkansas  for  Medical  Sci- 
ences College  of  Medicine,  1941;  died 
August  16,  1998. 
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ControHen 


Covered  by  Texas  Medicaid 


Freedom  From  the  High  Cost  of  Heartburn 


• Pepcid  AC® 

• Ranitidine  150  mg 

• Prilosec'®*  20  mg 


$0.28  per  dose' 

$ 1 .48  per  dose' 
$3.59  per  dose' 


'Prilosec  (omeprazole)  is  a registered  trademark  of  Astra  Merck. 

1.  Sources;  IRl.  November  1997;  Red  Book  Update.  November  1997; 
IMS  America.  September  1997. 


Medicaid  requires 
a prescription 
for  coverage  of 
Pepcid  AC  10  mg 


© Joiinstin  & Johnson  o MERCK  Consumer  IMiarmaceuticals  Co.,  199S  (B)  Registered  trademark  of  Merck  & Co.,  Inc. 
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Ifs  all  about  the  patients 

Leadership  conference  focuses  on  quality  in  the  face  of  change 


From  the  Patients’  Bill  of  Rights 
to  “Putting  Patients  First,” 
TMA’s  Fall  Leadership  Confer- 
ence September  18-19  in 
Austin  addressed  the  need  for 
physicians  to  create  an  envi- 
ronment where  they  can  pro- 
vide quality  health  care  for 
their  patients. 

The  conference’s  keynote  speaker, 
American  Medical  Association  President 
Nancy  W.  Dickey,  MD,  of  College  Station, 
said  AMA  followed  TMA’s  lead  when  de- 
vising the  5 principles  presented  in  AMA’s 
national  Patients’  Bill  of  Rights,  which 
was  stalled  in  the  Senate  at  press  time. 
The  bill,  designed  to  bring  balance  to  a 
health  care  system  that’s  “out  of  whack,” 
originally  included  an  appeals  process 
and  provisions  on  full  disclosure,  ac- 
countability, prudent  layperson,  and  gag 
clauses.  Dr  Dickey  said.  Changes  in  the 
health  care  system  need  to  be  based  on 
patient  choice,  she  added.  “We  value 
choice  for  the  mundane  things,  but  we 
aren’t  allowed  choice  for  the  critical 
things  like  health  care.” 


TMA  President  John  P.  Howe  III,  MD,  introduced  the 
“Putting  Patients  First"  campaign  during  Texas 
Medical  Association’s  1998  Fall  Leadership  Conference. 
“I'm  convinced  that  with  your  help,  ‘Putting  Patients 
First’  can  be  ...  a rallying  cry  that  will  allow  us  to  rise 
above  our  differences  and  be  seen  as  a unified  force, 
speaking  out  for  tbe  finest  and  noblest  profession  on 
this  earth.  Most  importantly,  the  very  patients  we  serve 
I ...  will  be  tbe  beneficiaries,”  Dr  Howe  said. 
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A “Putting  Patients  First”  campaign 
to  unify  and  involve  all  35,000  TMA 
members  in  association  activities  and  al- 
low them  to  serve  as  advocates  for  their 
patients  was  announced  during  the  con- 
ference by  TMA  President  John  P.  Howe 
III,  MD.  Dr  Howe  asked  conference  par- 
ticipants to  submit  ideas  for  the  “Putting 
Patients  First”  theme  “to  involve,  excite, 
and  motivate  our  35,000  members  at 
their  homes,  in  their  communities”  and 
increase  member  participation.  “What  a 
magnificent  difference  we  would  make, 
what  a wonderful  legacy  we  could 
leave,  and  how  unthinkable  for  the  fu- 
ture if  we  don’t,”  he  said.  “We  can  take 
back  our  profession  if  we  are  willing  to 
take  up  the  fight,  all  35,000  of  us.” 

The  conference,  attended  by  730 
TMA  members  and  their  guests,  also 
featured  US  Reps  Kay  Granger  (R-Fort 
Worth)  and  Jim  Turner  (D-Crockett), 
who  gave  updates  on  patient  protection 
legislation,  as  well  as  a presentation  by 
Ira  R.  Byock,  MD,  of  Missoula,  Mont, 
who  discussed  the  physician’s  role  in 
preserving  quality  in  end-of-life  care. 
Also  during  the  general  session,  TMA 
Board  of  Trustees  Chair  Byron  Howard, 
MD,  of  Dallas,  presented  Jon  R.  Homa- 
day  TMA  director  of  special  services,  a 
plaque  on  behalf  of  the  board  “in  grate- 
ful appreciation  of  40  years  of  outstand- 
ing service  to  the  physicians  of  Texas  as 
a member  of  the  Texas  Medical  Associa- 
tion’s professional  staff.” 

During  the  luncheon  session,  AMA 
Board  of  Trustees  Chair  Randolph  D. 
Smoak,  Jr,  MD,  of  Orangeburg,  SC,  in- 
spired physicians  to  strive  for  quality  for 
their  patients  and  themselves  in  the 
changing  health  care  environment. 
“American  medicine  is  the  finest  the 
world  has  ever  known,”  he  said.  “De- 
spite changes  in  the  marketplace, 
changes  in  the  financing  system  and  the 
delivery  system,  and  even  changes  in 
American  society,  our  profession  remains 
committed  to  quality  and  to  the  patients 
we  serve.  Through  our  efforts  to  keep 
quality  first,  we  will  continue  to  ensure 
the  health,  not  only  of  America,  not  only 
of  our  patients,  but  also  our  profession.” 

Earlier  in  the  day,  a standing-room- 
only  crowd  learned  how  to  decipher 
and  deal  with  managed  care  contracts 
in  one  of  the  best-ever  attended  “dawn 


At  TMA's  1998  Fall  Leadership  Conference,  American 
Medical  Association  President  Nancy  W.  Dickey,  MD, 
said  AMA  is  trying  to  help  physicians  remove  barriers 
to  care  such  as  limited  consultants,  time  per  patient, 
and  formularies.  Patients  need  to  know  their  health 
care  supercedes  regulation,  bureaucracy,  and  paper* 
work.  "Care,  time,  the  explanation  — those  are  the 
things  our  patients  see  as  quality." 


An  expert  in  palliative  care,  Ira  R.  Byock,  MD,  of 
M issoula,  Mont,  says  America  is  facing  a "growing  cri- 
sis that  surrounds  dying  and  care  of  the  dying."  The 
goal  of  palliative  care,  he  believes,  is  achieving  the 
best  quality  of  life  by  relieving  distressing  symptoms, 
easing  pain,  and  giving  "meticulous  attention  to  the 
myriad  physical,  spiritual,  and  psychosocial  needs  of 
the  patients  and  families." 


AMA  President  Nancy  W.  Dickey,  MD,  second  from  right,  and  TMA  President  John  P.  Howe  III,  MD,  second  from 
left,  present  the  Texas  Medicine’s  Best  Awards  to  7 US  representatives  for  their  steadfast  support  for  patients' 
rights  during  TMA’s  1998  Fall  Leadership  Conference.  Pictured  are  Michael  Sullivan,  far  left,  who  accepted  the 
award  on  behalf  of  US  Rep  Ron  Paul  (R-Surfside  Beach);  US  Rep  Jim  Turner  (D-Crockett),  middle;  and  US  Rep 
Kevin  Brady  (R-The  Woodlands),  far  right.  Members  of  the  “Magnificent  7"  not  pictured  are  US  Rep  Henry  Bonilla 
(R-San  Antonio),  US  Rep  Ralph  Hall  (D-Rockwall),  US  Rep  Max  Sandlin  (D-Marshall),  and  US  Rep  Charles 
Stenholm  (D-Stamford).  The  award,  which  usually  is  reserved  for  state  legislators,  was  extended  to  these  mem- 
bers of  Congress  f his  year  because  of  their  help  in  the  federal  battle  on  managed  care  reform. 


Tel  800.880.1300 


Texas  Medicine  Rounds 


19 


duster”  sessions.  Edna  Ramon  Butts, 
JD,  of  Austin,  and  Mary  Emma  Karam, 
JD,  of  Dallas,  used  a practical  approach 
to  demystify  managed  care  contracts. 
Physicians  saw  how  to  translate  the 
“legalese”  of  actual  contracts  into  lay- 
man’s terms  and  were  instructed  in 
practical  negotiating  strategies. 

At  the  afternoon  educational  forum 
that  included  breakout  sessions.  Dr 
Dickey  described  the  growing  move- 
ment to  better  measure  quality  of  care 
and  how  national  institutions  have  be- 
gun pooling  their  resources  toward  that 
goal.  Measuring  the  quality  of  care 
physicians  render  will  become  an  in- 
creasingly sophisticated  enterprise  and 
must  be  physician-led,  she  added.  “But 
to  do  that,  we’ve  got  to  know  what 
we’re  doing,  how  well  we’re  doing  it, 
and  how  to  get  better  at  doing  it.  The 
first  step  we  must  take  is  to  collect  data 
— some  kind  of  data  on  some  portion 
of  our  practices  — and  always  have  a 
willingness  to  look  at  ourselves.”  ★ 


Fort  Worth  pediatrician  Melissa  Garretson,  MD,  asks  American  Medical  Association  President 
MD,  how  to  fight  bad  contracts  from  big  insurers.  Dr  Dickey  says  the  AMA  will  soon  create  "S 
will  locate  weaknesses  in  contracts  for  physicians. 


Patient  protection  legislation  passed  by  the  US  House 
of  Representatives  earlier  this  year  did  not  go  far 
enough  in  addressing  the  problems  posed  by  the  cur- 
rent managed  health  care  system,  but  it  at  least  raised 
awareness  and  generated  discussion  in  Congress,  and 
it  represents  progress,  US  Rep  Kay  Granger  (R-Fort 
Worth)  said  during  her  presentation  at  the  TMA  Fall 
Leadership  Conference.  She  says  she  has  a commit- 
ment from  the  congressional  task  force  working  on  the 
legislation  that  it  is  not  intended  to  preempt  the  HMD 
liability  bill  passed  by  the  Texas  Legislature  in  1997. 
"Your  success  in  passing  broad  and  sweeping  HMD 
patient  protection  reforms  last  year  in  the  state  legis- 
lature has  raised  the  standard  for  not  just  patient  care 
in  Texas,  but  patient  care  throughout  the  country.  When 
that  model  proves  itself,  and  time  will  help  it  prove 
I itself.  I’ll  take  this  fight  to  the  Congress,"  she  pledged. 


US  Rep  Jim  Turner  (D-Crockett)  is  fighting  for  nation- 
al patient  protection  legislation  modeled  after  Texas 
laws.  "The  American  people  will  continue  to  demand 
that  the  heavy  hand  of  those  who  are  more  concerned 
about  managing  costs  than  quality  of  care  be 
restrained."  And  his  message  to  whom  he  calls  "man- 
aged care  hardliners"  is  strong,  “If  you  choose  to 
destroy  the  finest  health  care  system  in  the  world,  you 
will  destroy  yourselves." 


American  Medical  Association  Board  of  Trustees 
Chair  Randolph  D.  Smoak,  Jr,  MD,  of  Orangeburg,  SC, 
discussed  activities  the  AMA  is  working  on  to  help 
physicians  provide,  measure,  and  improve  quality  dur- 
ing his  presentation  at  TMA’s  Fall  Leadership 
Conference.  These  efforts  include  private  sector  advo- 
cacy, the  American  Medical  Accreditation  Program, 
the  National  Patient  Safety  Foundation,  and  evalua- 
tion and  management  codes.  Dr  Smoak,  who  is  run- 
ning for  AMA  president-elect,  emphasized  that  AMA 
needs  TMA’s  help  to  fight  for  patients.  “AMA  is  here. 
We  stand  side-by-side  with  you.  We’re  with  you  100%. 
We  can’t  promise  outcomes,  but  we  certainly  can 
promise  our  concerted  efforts." 
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Jim  Lincoln 


TMA  members  want 
to  get  involved 

Although  most  Texas  Medical  Asso- 
ciation members  do  not  partici- 
pate directly  in  TMA  activities, 
programs,  or  events,  a recently 
completed  survey  indicates  that 
more  than  half  of  the  members  want  to 
increase  their  involvement  in  the  associ- 
I ation.  Earning  continuing  medical  edu- 
j cation  (CME)  credit,  using  the  TMA 
' Library,  attending  TMA  meetings,  visit- 
ing the  TMA’s  Web  site,  and  attending 
practice  management  seminars  topped 
the  members’  list  of  ways  to  increase 
participation. 

More  than  1,500  TMA  members  re- 
‘ sponded  to  the  survey,  which  was  dis- 
tributed with  the  July  issue  of  Action 
and  posted  on  the  TMA  Web  site.  The 
full  survey  report  was  presented  to  the 
TMA  Board  of  Trustees  in  September  as 
part  of  an  involvement  improvement 
plan  devised  by  TMA  President  John  P. 
Howe  III,  MD. 

Dr  Howe  said  he  was  concerned  that 
the  survey  found  “underwhelming  lev- 
' els  of  personal  participation”  in  TMA 
activities.  He  pointed  particularly  to 
survey  findings  that  showed  small  per- 
centages of  the  membership  attend 
TMA  meetings,  take  part  in  policymak- 
j ing  activities,  or  serve  on  TMA  boards, 

I councils,  or  committees, 
i “The  fact  that  1,500  members  com- 
' pleted  the  survey  is  an  indication  of  the 
^ inherent  strength  of  this  organization,” 
Dr  Howe  added.  “The  survey  responses 
will  help  us  ensure  that  TMA  remains 
highly  relevant  to  members  by  provid- 
ing the  right  avenues  for  participation. 
That,  in  turn,  should  help  us  avoid  the 
apathy  and  membership  declines  that 
have  plagued  so  many  other  medical 
' societies.” 

More  than  half  of  those  surveyed  re- 
ported that  advocacy  for  physicians 
and  patients  is  the  primary  reason  for 
TMA  membership.  That  group  also  ex- 
pressed the  highest  mean  satisfaction 
with  TMA.  And  half  of  them  indicated 
they  would  like  to  increase  their  level 
of  participation.  However,  relatively 
few  members  have  been  involved  in  — 
I or  expressed  a desire  to  increase  their 
participation  in  — TMA’s  traditional 


advocacy,  governance,  and  policymak- 
ing activities. 

“All  of  that  makes  it  appear  that  a 
more  broad-based,  indirect  advocacy 
effort,  such  as  those  suggested  in  the 
trustee-approved  ‘Ten-Point  Action 
Plan  for  Putting  Patients  First,’  would 
be  well  received  and  appreciated  by  a 
large  segment  of  the  membership,”  Dr 
Howe  said. 

Other  highlights  of  the  survey  find- 
ings include: 

• The  most  common  “regular”  or  “oc- 
casional” methods  of  current  partic- 
ipation are  contributing  to  TEXPAC 
(39.1%),  calling  or  writing  TMA  for 
help  (38.5%),  and  receiving  free 
CME  through  a TMA  meeting 
(36.8%). 

• Physicians  who  were  most  inter- 
ested in  increased  participation  in- 
clude residents  and  medical 
students  (75%),  the  youngest  physi- 
cians (65.1%),  independent  con- 
tractors (59.5%),  and  those  with 
specialties  in  cardiovascular  disease 
(73.3%),  allergy  and  immunology 
(66.7%),  and  plastic  surgery  (65%). 

• The  2 most  common  reasons  given 
for  not  wanting  to  increase  partici- 
pation were  a lack  of  available  time 
(45.2%)  and  satisfaction  with  cur- 
rent level  of  participation  (39%). 

• More  than  91%  of  members  report 
that  they  are  satisfied,  very  satisfied, 
or  extremely  satisfied  with  TMA. 
When  asked  about  satisfaction  with 
their  county  medical  societies,  more 
than  80%  are  satisfied. 

Future  issues  of  Texas  Medicine  will 
provide  additional  details  on  the 
“Putting  Patients  First”  program.  The 
full  survey  report  is  available  on  the 
“About  TMA”  page  of  the  “Members 
Only”  section  of  the  TMA  Web  site  at 
www.texmed.org.  ★ 


Things  you 
need  to  know 


When  joining  a managed  care  or- 
ganization (MCO),  you  should 
know  how  to  manage  your  risk. 
The  following  questions  will 
help  you  do  just  that. 

• What  type  of  liability  cover- 
age is  required? 

• Does  the  plan  require  partici- 
pation on  a quality  assurance 
or  utilization  review  commit- 
tee? If  so,  will  the  MCO  indem- 
nify me  from  any  lawsuits 
related  to  these  functions? 

• What  type  of  call  coverage  is 
required? 

• What  is  the  MCO’s  policy  on 
confidentiality? 

• Is  the  convenant  not-to-com- 
pete  clause  reasonable? 


Source:  TMA's  Texas  Physician  Services 
Organization  (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
theTPSO  cataiog,  caii  (800)  523-TPSO,  or  (512) 
370-1418;  or  e-mail  tpso@texmed.org. 


Tei  800.880.1300 


Texas  Medicine  Rounds 


21 


One  thing  growing  as  fast  as  managed  care  is  the  num- 
ber of  Web  sites  for  managed  care  resources.  This 
month’s  “MedBytes”  samples  a few. 

Health  Administration  Responsibility  Project  (HARP) 
(www.harp.org):  Physicians,  patients,  and  attorneys  who 
want  to  establish  the  liability  of  managed  health  care 
organizations  and  nursing  facilities  for  the  conseguences 
of  their  decisions  should  check  out  the  HARP  site. 

Health  Care  Financing  Administration  (HCFA) 
(www.hcfa.gov):  More  suited  for  physicians  than  pa- 
tients, HCFA’s  Web  site  offers  information  on  Medicaid 
managed  care  and  Medicare  managed  care.  Medicare+ 
Choice  applications  are  available  on  this  site. 

Managed  Care  and  Academic  Medical  Centers  (cfm.mc. 
duke.edu/chair/mcare/cfmindex.htm):  This  Duke  Uni- 
versity Medical  Center  site  provides  resources  and  bibli- 
ographies focusing  on  how  academic  medical  centers 
are  adapting  to  managed  care. 


Managed  Health  Care  Overview  (www.wnet.org/archive/ 
mhc/Overview/index.html):  This  consumer-oriented  on- 
line overview  provides  managed  care  definitions,  real- 
life  stories,  viewpoints  from  medical  professionals  and 
health  care  advocates,  and  a discussion  area. 

MedConnect  Managed  Care  Forum  (www.medconnect. 
com/maindir/managedhome.htm):  A site  known  for  its 
ability  to  get  people  to  participate  in  discussion  forums, 
MedConnect  teaches  health  care  professionals  about 
managed  care  and  how  it  will  affect  their  practices. 

Medicare  (www.medicare.gov):  The  official  US  govern- 
ment site  for  Medicare  information,  medicare.gov  will 
help  your  patients  navigate  through  the  world  of 
Medicare  managed  care. 

National  Committee  for  Quality  Assurance  (NCQA) 
(www.ncqa.org):  NCQA's  site  includes  information  for 
health  maintenance  organizations  on  HEDIS  and  other 
quality  guidelines. 


Managed  Care  — the  independent  monthly  magazine 
(WWW.  managedcaremag.com):  The  online  companion  site 
to  Managed  Care  magazine  allows  users  to  view  managed 
care  news  updates,  search  Managed  Care  archives,  and 
browse  by  issue. 

Managed  Care  Information  Center  (www.themcic.com): 
Designed  for  health  care  executives,  this  site  includes 
market  news  and  Web  resources. 


TMA  managed  care  offerings 

Visitors  to  TMA's  Web  site  at  www.texmed.org  will  find 
managed  care  information  under  the  “Business  of  Medi- 
cine” section.  The  latest  additions  fall  in  the  “Medicare/ 
Medicaid”  area  and  include  an  overview  of  Medicaid 
managed  care.  By  selecting  “Texas  Physician  Services 
Organization”  under  “Business  of  Medicine”  in  the 
“Members  Only”  area,  users  can  learn  about  physician 
practice  management  company  trends  and  their  impact 
on  physicians. 


If  you  know  of  so^e  coo,^  77  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  atwww.texmed.org. 

s coIZ  is  noZo  oZider  d 7 " '“7  '©‘-med.org.  Publication  of  information  about  Web  sites  in 

column  ,s  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved 
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Managed  care  increases 
curbside  consults 


A study  of  413  Rhode  Island  pri- 
mary care  physicians  (PCPs)  and 
medical  subspecialists  showed 
that  physicians  practicing  in 
health  maintenance  organiza- 
tions (HMOs)  were  almost  twice  as 
I likely  to  obtain  curbside  consults  as 
non-HMO  physicians  were.  The  study 
also  showed  that  HMO  physician  con- 
sults were  more  likely  than  fee-for-ser- 
ivice  physician  consults  to  result  in 
{ formal  consultations. 

During  1 week  of  the  study,  70%  of 
PCPs  and  68%  of  subspecialists  partici- 
pated in  at  least  1 consult,  during 
which  the  PCP  received  advice  from  a 
: subspecialist  on  topics  such  as  labora- 
tory or  radiology  results,  initial  treat- 
ment for  a patient,  and  the  need  for 
diagnostic  tests  and  formal  consulta- 
tions. Subspecialties  most  frequently 
: involved  in  curbside  consultations  were 
I cardiology,  gastroenterology,  and  infec- 
; tious  diseases. 

PCPs  and  subspecialists  disagree  on 
: the  quality  of  information  exchanged 
■ during  curbside  consultations,  though 
the  practice  of  them  is  widespread. 

I Nearly  half  of  PCPs  surveyed  thought 
1 information  gathered  during  a casual 
I consult  was  insufficient  and  nearly 
40%  believed  important  clinical  infor- 
I mation  was  missing.  But  more  than 
! 80%  of  subspecialists  thought  that  the 
information  exchanged  during  a casual 
I consult  was  insufficient  and  more  than 
' 77%  believed  important  clinical  infor- 
I mation  was  missing. 

, Though  the  study,  which  was  pub- 
1 lished  in  the  September  9 issue  of  the 
I Journal  of  the  American  Medical  Associ- 
ation, showed  that  many  subspecialists 
I think  PCPs  filter  out  important  infor- 
j mation  during  a curbside  consultation, 

; more  than  77%  of  subspecialists  report 
I that  informal  consultations  are  essen- 
I tial  for  maintaining  good  relations  with 
other  physicians.  ★ 


D.  Merriwether  & Associates 

Medical  Practice  Cousultiag 


Providing  a full  range  of  medical  practice  consulting  services 


ii  Practice  Assessiiiciit 
a Practice  Management  Oversight 

☆ New  Practice  Start-Up 

☆ Medical  Group  Formation 

a Practice  Acquisition/loint  Venture 

Other  Gliei 


Flo.spitalist  I'rogram 
a Physician  Compensation 
is  Strategic  I’lanning 

☆ Managed  (’.are  Contracting 

☆ Quality  Improvement/Conipliance 
Specific  Projects 


3203  Glen  Springs,  Kingwood,  Texas  77339 
(281)  360-0404  telephone  (281)  360-4531  fax 
email  merriweth@aol.coni 


Waod/IVIenna  & Campany 

281-358-9782  • 800-856-9782  • 281-359-3625  FAX 

WWW.  insurance@inalpractice  .com 


Tel  800.880.1300 
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^ERMATOPATHOLOGY  ^LABORATORIES 


TMAF  board 
allocates  grants 


COCKERELLIASSOCIATES 


ERMATOPATHOLOGY  LABORATORIES 


■ Diagnostic  Dermatopathology 

■ Evaluation  oE  Margins 

■ ImmunoEluorescence 

■ Immtinohistochemistry 

■ Clinicopathologic  Correlation 

■ Frozen  Sections 

■ Diagnostic  Consultation 

■ Rush  2 Hour  Permanent  Sections 

24  Hour  Service  • Courier  • Air  Freight 
Fax  Reports  • Stat  Pick-up 

CLAY  J.  COCKERELL,  M.D.  ROBERT  G.  FREEMAN,  M.D. 

Medical  Diicctor  Emeritus 

2330  BUTLER  STREET  ■ SUITE  I Is  ■ UAl  LAS,  TEXAS  7s2 35 
214/638-2222  ■ 800/309-0000  ■ Eax  214/630-5210 

Email  lab@skinc'ancct.com  ■ Wcbsiu  w vvw.skincanccr.com 


The  Texas  Medical  Association 
Foundation’s  (TMAF’s)  Board  of 
Trustees  recently  awarded  more 
than  $130,000  in  funding  to  pro- 
grams focused  on  TMA  priority 
issues  such  as  domestic  violence  pre- 
vention, tuberculosis  treatment,  and 
early  detection  of  breast  cancer. 

At  its  September  18  meeting,  the 
22-member  board  reviewed  32  re- 
quests for  funding  from  TMA,  health- 
related  organizations,  and  county 
medical,  alliance,  and  specialty  soci- 
eties. TMA  initiatives  receiving  funding 
are  the  Elder  Abuse  Report  and  Poster 
Series,  sponsored  by  the  TMA  Blue  Rib- 
bon Panel  on  Family  Violence;  a Physi- 
cian’s Curriculum  on  Tuberculosis  in 
Texas,  conducted  by  the  TMA  Special 
Task  Force  on  TB  in  Texas;  Hard  Hats 
for  Little  Heads,  a year-round  bike  hel- 
met donation  program  conducted  by 
Texas  physicians  in  their  local  commu- 
nities; and  Spanish  language  stories 
and  promotional  efforts  for  HealthLine 
Texas,  TMA  s radio  newsfeed  program. 

The  Community  Grants  program  — 
the  philanthropy’s  new  effort  to  sup- 
port public  health  and  science  projects 
of  the  family  of  medicine  — resulted  in 
6 grants  for  programs  that  will  be  con- 
ducted through  partnerships  between 
community  and  health-related  organi- 
zations and  county  medical,  alliance, 
and  specialty  societies.  Community 
grants  were  awarded  to: 

• Breast  Health  Awareness  Bingo,  a 
community  event  designed  to  in- 
crease the  number  of  early-stage 
breast  cancers  diagnosed  and  de- 
crease the  number  of  late-stage 
breast  cancers  diagnosed  — spon- 
sored by  the  Bexar  County  Medical 
Society  iAlliance  and  the  /Vmerican 
Cancer  Society. 

• Hard  Hats  for  Little  Heads,  a project 
that  provides  low-income  children 
with  helmets  and  educates  them 
and  their  parents  about  bike  safety 
— sponsored  by  the  McLennan 
County  Medical  Society. 

• Ropes  Course  Project,  a treatment 
strategy  to  help  build  self-esteem. 
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trust,  and  confidence  among  chil- 
dren who  are  victims  of  sexual 
abuse  and  their  families  — spon- 
sored by  the  Ector  County  Medical 
Alliance  and  Harmony  Home  Chil- 
dren’s Advocacy  Center  in  Odessa. 

• Child  Abuse  Pocket  Guide:  Helping 
Hearts  and  Hands  for  Abused  Chil- 
dren, a project  that  will  distribute 
pocket  guides  to  physicians,  school 
personnel,  and  child  care  providers 
featuring  guidelines  on  what  to  say 
and  do  when  a child  is  suspected  of 
being  abused  — sponsored  by  the 
Texas  Pediatric  Society. 

• Museum  of  Health  and  Medical  Sci- 
ence, for  a School  Field  Trip  Pro- 
gram to  provide  hands-on, 
high-quality  health  education  for 
visiting  children  — sponsored  by  the 
Harris  County  Medical  Society. 

• Prescription  for  the  Next  Step,  an  ef- 
fort to  Join  physicians,  attorneys, 
and  others  in  the  community  in 
identifying  and  helping  victims  of 
domestic  violence  — sponsored  by 
the  Taylor-Jones-Haskell  County 
Medical  Society  and  the  Noah  Pro- 
ject, a center  that  provides  shelter 
and  support  services  for  victims  of 
domestic  violence  in  Abilene. 

Other  program  support  provided  in- 
cludes The  Rules  of  Two  Initiative,  an 
asthma  treatment  project  conducted  by 
the  Dallas  Asthma  Consortium;  Diabetes 
Education  and  Screening  Program 
aimed  at  the  Hispanic  population,  spon- 
sored by  CURE  (Communities  United  in 
Research  and  Education)  Foundation; 
and  the  Domestic  Violence  Training 
Conference  for  physicians  and  other 
health  care  professionals,  conducted  by 
the  Texas  Council  on  Family  Violence. 

The  board  voted  to  work  to  secure 
outside  funding  for  TMA’s  underage 
drinking  program  “You  Booze,  You 
Lose”  as  well  as  the  remaining  funding 
needed  for  the  elder  abuse  and  TB  pro- 
jects. TMAF  acts  on  funding  requests  at 
its  February  and  September  meetings. 
For  more  information  on  proposal 
guidelines,  contact  Lisa  Stark  Walsh, 
development  director,  at  (800)  880- 
1300,  ext  1666,  or  (512)  370-1666.  ★ 


ESSMYER,  TRITICO  6l  CLARY*,  LLP 
Charles  W.  Bailey,  Jr.,  MD,  JD  (Of  Counsel) 

Attorneys  and  Counselors  at  Law 
4300  Scotland,  Houston,  Texas  77007 

Representing  physicians  as  personal  and  independent  counsel  in  medical 
malpractice  matters.  Medical  Board  complaints  and  peer  review. 

Phone  (713)  869-1155  Toll  Free  (800)  691-5571 
Fax  (713)  869-8957 


•Board  Certified  Personal  Injury  Trial  Law,  Texas  Board  of  Legal  Specialization 
All  others  Not  Certified  by  the  Texas  Board  of  Legal  Specialization 


Foe  using  on  Excellence  in  Medicine 

SINCE  1921 


Texas  Society  of  Pathologists 
1999  Annual  Meeting 

Le  Meridien  Hotel 

January  29-3 1, 1999  in  Dallas,  Texas 

Topics  will  include  Anatomic  and  Clinical  Pathology, 
Dermatopathology,  and  Bloodbanking. 

Contact:  Liz  Leonard  for  more  information.  . 

Texas  Society  of  Pathologists  (800)  880- 1 300,  ext.  1 52 1 


Senior  Management 
Experienced  Advice 
Trusted  Direction 


• Estate 
planning 

• Money 
management 

• Trusts 

• Family 
financial 
planning 


WOODWAY 


Left  to  right:  Maureen  Phillips,  Bill  Cunningham,  Judy  Bozeman,  Rick  Morales 


WOOD  WAY 

FINANn.VL,  ADVISORS 

A TRUST  COMPANY 

10000  Memorial  Drive  • Suite  650  • Houston,  Texas  77024  • 713-683-7070 

e-mail:woodway@onramp.net 


Tel  800.880.1300 
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Call  this  24-hour  hotline  to  report  information  concerning  physicians  who  may 
be  abusing  alcohol  or  other  drugs,  or  who  may  be  chemically  addicted,  psychi- 
atrically  impaired,  or  have  other  problems.  All  calls  are  confidential. 


The  Texas  Medical  Association  Insurance  Trust  offers  life,  healtlV^isabflS 
ty,  office  overhead,  personal  accident,  and  other  insurance  plans  and  prod- 
ucts to  TM A members,  their  families,  and  office  staffs. 


TMA  offers  qualified  medical  students  and  residents  low-inte?est!l^S 
Call  for  general  requirements  and  application  procedures. 

The  TMA  Political  Action  Committee  speaks  ^rTbehalfT^hysicianT 
through  grassroots  involvement,  personal  relationships  with  elected  offi- 
cials, and  political  campaign  participation  and  contributions. 


(800)  880-1300,  ext  1362 


The  Texas  Physician  Services  Organization  delivers  physicians  and  phyl. 
cian  organizations  an  array  of  products  and  services  to  help  them  succeed 
in  the  changing  medical  marketplace. 


General  Information 
Continuing  Medical  Education 
Interspecialty  Society  Committee 
Medical  Education 
Member  Services 
Meeting  Management 
Physician  Oncology  Education  Program 
Sneak  Preview 
Specialty  Societies 
TMA  Alliance 
TMA  Bookstore 
TMA  Library 

Texas  Physician  Services  Organization 


info@texmed.org 
cme@texmed.org 
isc@texmed.org 
meded@texmed.org 
memberservices@texmed.org 
meetings@texmed.org 
poep@texmed.org 
sneakpreview@texmed.org 
ssms@texmed.org 
tmaa@texmed.org 
bookstore@texmed.org 
tma_library@texmed.org 
tpso@texmed.org 


House  of  Delegates  meets 
in  Austin  this  month 


The  House  of  Delegates,  Texas 
Medical  Association’s  policymak- 
ing body,  will  convene  in  Austin 
November  20-21  to  address  nu- 
merous issues  raised  by  the 
membership. 

Reference  committees  will  hold  hear- 
ings Friday  afternoon,  November  20,  to 
consider  resolutions  from  county  medical 
societies  and  reports  from  TMA  boards, 
councils,  committees,  and  sections.  The 
opening  session  begins  at  2 pm  on  Fri- 
day. On  Saturday  morning,  November 
21,  the  House  of  Delegates  will  vote  on 
reference  committee  recommendations. 

All  TMA  members  are  welcome  to  at- 
tend the  session,  which  will  be  held  at 
the  Renaissance  Austin  Hotel  at  9721  Ar- 
boretum Blvd.  For  more  information, 
contact  Pam  Hale,  Texas  Medical  Associ- 
ation, 401  W 15th  St,  Austin,  TX  78701; 
(800)  880-1300,  ext  1304,  or  (512)  370- 
1304;  or  e-mail  pam_h@texmed.org.  ★ 


New  center  provides  care 
for  women  over  40 


Peri-  and  postmenopausal  women 
can  turn  to  a new  facility  at  The 
University  of  Texas  Southwestern 
Medical  Center  at  Dallas  for  pre- 
ventive care  for  the  whole  body. 
Besides  treatment  for  symptoms 
brought  on  by  estrogen  loss  such  as  de- 
pression, bone  loss,  and  cancers  of  the 
breast  and  reproductive  system,  the 
women’s  center  provides  some  plastic 
surgery  procedures  and  care  for  gall- 
stones and  eye  diseases  such  as  glau- 
coma. The  center’s  patients  have  the 
opportunity  to  participate  in  clinical 
treatment  trials  for  osteoporosis,  uri- 
nary tract  disorders,  mental  health 
problems,  and  eye  diseases.  For  more 
information,  call  (214)  648-2863.  ★ 
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through  Friday,  and  9 am  to  1 pm  on 
Saturday.  The  FMA  building  is  closed  on 
major  holidays.  For  information,  contact 
Patty  Mullins,  special  collections  coordi- 
nator, in  the  TMA  Library  at  (800)  880- 
1300,  ext  1552,  or  (512)  370-1552;  or 
e-mail  patty_m@texmed.org.  ★ 

Recognize  today’s  teachers 
who  inspire  tomorrow’s  docs 

The  Texas  Medical  Association  is 
looking  for  elementary,  junior 
high,  and  senior  high  teachers  in 
Texas  who  significantly  influence 
their  students’  aptitude  and  inter- 
est in  science  and  medicine.  Teachers  can 
be  nominated  for  the  1999  Excellence  in 
Science  Teaching  Awards  by  county  med- 
ical societies,  alliances,  parent-teacher 
groups,  and  school  administrators. 

A first-place  award  of  $1,000  and  a 
merit  award  of  $500  will  be  given  in 
each  of  the  3 categories,  along  with 


commemorative  plaques.  And  a $5,000 
resource  grant  funded  by  Shell  Oil 
Company  Foundation  will  be  awarded 
to  the  schools  of  each  first-place  winner. 
First-place  winners  will  be  recognized 
during  the  opening  session  of  the  TMA 
House  of  Delegates  during  TexMed  ’99 
in  May.  A new  honorable  mention  cate- 
gory will  be  added  this  year  to  award  1 
teacher  in  each  of  the  20  educational 
regions  throughout  the  state. 

Nominees  must  submit  a description 
of  professional  activities,  a sample  lesson 
plan  used  with  students,  and  a letter  of 
recommendation  from  the  nominator. 
Winners  are  selected  for  their  innovative 
approaches  to  teaching  science,  evi- 
dence of  continued  professional  growth, 
and  reputation  among  their  peers.  For 
nomination  forms,  consult  the  TMA 
Web  site  at  www.texmed.org  or  contact 
Jill  Aslakson,  (800)  880-1300,  ext  1412, 
or  (512)  370-1412;  or  e-mail  jill_a@ 
texmed.org.  ★ 

DeBakey  school  receives 
distinction  of  excellence 


The  Michael  E.  DeBakey  High 
5chool  for  Health  Professions  re- 
ceived this  year’s  5econdary  Blue 
Ribbon  5chool  Award  from  the 
U5  Department  of  Education. 
The  award  is  the  highest  honor  at- 
tainable by  a secondary  school  and  rec- 
ognizes the  school’s  supportive,  yet  de- 
manding, academic  environment.  Only 
166  out  of  21,000  secondary  schools 
nationwide  received  the  award.  ★ 


TMA's  folk  medicine  exhibit,  on  display  through  February  26,  1999,  features  botanicals,  potions,  and  icons. 


UNTHSC  establishes 
first  endowed  chair 


A$1  million  grant  from  The  Robert 
A.  Welch  Foundation  has  helped 
the  University  of  North  Texas 
Health  5cience  Center  (UNTH5C) 
at  Fort  Worth  establish  its  first  en- 
dowed chair. 

An  international  search  for  the  oc- 
cupant of  The  Robert  A.  Welch  Chair  in 
Biochemistry  has  begun,  as  the  grant 
provided  for  the  placement  of  a senior 
research  scientist  on  the  health  science 
center  faculty.  ★ 


f 

lExhibit  explores  history 
|of  folk  medicine 

I ^■oxglove,  scented  candles,  and 
I chicken  soup  are  just  some  of  the 
ingredients  found  in  the  healing 
f I recipes  of  folk  medicine,  the  topic 
j I of  a new  exhibit  on  display  through 
February  26,  1999,  in  the  Texas  Medical 
; Association  History  of  Medicine  Gallery. 

Folk  medicine  differs  from  quackery 
in  that  it  generally  is  not  done  for  com- 
mercial gain  and  usually  is  based  on  an 
observed,  though  not  documented, 
positive  outcome.  The  exhibit  “Folk 
Medicine,”  which  includes  botanicals, 
potions,  and  icons,  explores  popular 
: health  manuals  of  the  1700s  and  1800s 
as  well  as  the  herbal  remedies  used  in 
Native  American,  Mexican  American, 
African  American,  and  Anglo  cultures. 

The  gallery  is  located  in  the  first-floor 
lobby  of  the  TMA  building  at  401  W 
15th  5t  in  Austin.  The  exhibit  can  be 
viewed  from  8:15  am  to  7 pm,  Monday 
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Do  what  your 
mother  told  you 
By  Steven  A.  Dunnagan,  MD 


A short  paragraph  appeared  in  the 
May  1998  Texas  Medical  Associa- 
tion newsletter,  Action,  expressing 
the  opinion  of  the  TMA  Board  of 
Councilors  on  misrepresenting  a 
patient’s  symptoms  to  a managed  care 
company  to  secure  treatment  that  would 
otherwise  be  denied.  The  statement  was 
brief:  “It  is  unethical  for  a physician  to 
misrepresent  a patient’s  symptoms  or  di- 
agnosis to  obtain  authorization  for  a 
treatment  the  physician  believes  is  med- 
ically necessary  or  appropriate.” 

This  issue  epitomizes  the  growing 
friction  between  managed  care  entities 
and  physicians,  and  a few  of  the  points 
made  at  the  Board  of  Councilors  meeting 
last  April  deserve  more  detailed  discus- 
sion than  that  short  paragraph  allowed. 

First  is  the  concept  of  “benign  decep- 
tion” or  “conscience-driven  deception.” 
(Read  “white  lie.”)  I will  make  a bold  as- 
sertion for  these  ethically  wishy-washy 
times:  Lying  is  wrong.  In  the  context  of 
patient  care,  and  most  especially  when 
it  is  allowed  to  enter  a patient’s  medical 
record,  it  has  the  potential  for  rippling 
throughout  the  rest  of  the  patient’s  med- 
ical course,  influencing  other  decisions, 
and  even  resulting  in  unnecessary  or  im- 


proper treatments.  That  good  intentions 
underlie  the  deception  certainly  miti- 
gates our  feelings  about  how  wrong  it  is. 
In  addition,  informal  polls  indicate  that 
a majority  of  our  colleagues  already  en- 
gage in  the  practice  to  some  degree  (the 
“Gee,  Mom,  everybody’s  doing  it”  justi- 
fication; our  mothers  never  bought  it 
and  neither  should  we).  Still,  it  is  wrong 
and  we  should  respond  strongly  to  the 
situation  that  has  forced  us  into  the  po- 
sition of  employing  the  tactic  of  “benign 
deception.” 


The  next  point  concerned  whether 
TMA  should  support  its  constituent 
members  by  condoning  the  practice  of 
benign  deception.  An  imaginary  sce- 
nario was  developed  to  highlight  the 
problems  of  officially  approving  benign 
deception  as  acceptable  behavior. 

Dr  A sees  a patient  whom  he  be- 
lieves requires  hospital  admission. 
On  calling  the  provider  organization, 
he  learns  the  patient  does  not  meet 
admission  criteria,  and  admission  is 
denied.  The  patient  goes  home  with 
honest  Dr  As  best  advice.  Subse- 
quently, Dr  As  suspicions  are  borne 
out  and  the  result  is  a bad  outcome 
that  subsequent  court  proceedings 
find  would  have  been  avoidable  had 
the  patient  been  admitted. 

Dr  A takes  the  stand  and  is  asked 
why  he  didn’t  lie  to  secure  the  proper 
care  for  his  patient.  After  all,  it  has 
been  shown  that  this  is  a widespread 


practice,  and  (in  this  scenario)  TMA 
has  rendered  its  opinion  that  “benign 
deception”  is  an  acceptable  practice. 
Now  we  have  Dr  A,  an  honest  physi- 
cian, in  trouble  for  not  lying  to  pro- 
tect his  patient.  In  addition,  the 
managed  care  entity  that  actually 
denied  his  request  may  be  somewhat 
insulated  from  judgment  since  it  was 
Dr  A,  not  the  managed  care  entity, 
who  departed  from  accepted  prac- 
tice by  failing  to  submit  an  effective 
lie  in  timely  fashion. 


The  preceding  example  is  fictional, 
but  I don’t  believe  it  would  be  a very  big 
jump  from  condoning  “benign  decep- 
tion” to  requiring  it  as  a medicolegal 
standard.  The  problem  this  presents  for 
physicians  is  clear,  but  the  benefit  of 
that  jump  to  managed  care  entities  is  a 
subtler  point  illustrating  one  of  the 
darker  sides  of  managed  care  as  per- 
ceived by  physicians:  the  power  to  re- 
duce costs  (and  enhance  profits)  by 
restricting  care  while  avoiding  any  re- 
sponsibility for  resulting  complications. 
Simply  stated,  managed  care  entities 
could  avoid  the  consequences  of  their 
actions  (or  inaction  in  this  case)  by 
transferring  consequences  to  providers. 

The  preceding  points  illustrate  some 
of  what  went  into  forming  the  board’s 
opinion. 

So  how  much  does  this  help  individ- 
ual physicians  resist  the  pressures  to  en- 
gage in  benign  deception?  In  my 
opinion,  not  much,  at  least  not  directly. 


I will  make  a bold  assertion  for  these 
ethically  wishy-washy  times;  Lying  is  wrong. 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Ter,  Moran,  senior  ed.tor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri  m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 
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In  truth,  if  an  informal  poll  by  Dr 
Matthew  K.  Wynia  is  correct,  a majority 
of  physicians  have  already  adopted 
I some  level  of  benign  deception  as  part 
of  their  practices,  so  the  point  is  moot. 
The  practice  is  already  well  established. 
To  be  honest,  and  contrary  to  my  prior 
assertions  and  observations,  1 agree  that 
such  deception  is  more  right  than  wrong 
'SO  long  as  it  clearly  serves  the  medical  in- 
jterests  of  the  patient.  Unfortunately,  it 
usually  also  serves  the  financial  interests 
of  the  physician.  This  illustrates  one  of 
the  darker  sides  of  medical  care  as  per- 
ceived by  managed  care  interests  — that 
the  decisions  of  providers  include  per- 
sonal financial  incentives  that  could 
bankrupt  the  system  (another  imbal- 
ance of  actions  and  consequences). 

The  message,  then,  is  not  for  indi- 
vidual physicians.  It  is  for  TMA, 
branches  of  government  involved  in 
health  care,  and  managed  care  organi- 
zations. These  groups  have  the  chore  of 
balancing  the  authority  to  treat  pa- 
tients with  the  responsibility  to  provide 
quality  care  in  the  setting  of  diminish- 
ing financial  resources. 

In  that  regard,  things  are  going 
pretty  well,  although  it  may  not  be  ev- 
ident to  practicing  physicians  yet.  In 
1996,  the  Texas  State  Board  of  Med- 
ical Examiners  (TSBME)  issued  an 
opinion  indicating  that  denying  med- 
ical care  is  engaging  in  the  practice  of 
medicine.  Subsequently,  the  Texas 
Legislature  passed  patient  protection 
legislation  that  contains  provisions  for 
protecting  the  patient-physician  rela- 
tionship from  interference.  Whether 
this  holds  up  in  the  legal  system  re- 
mains to  be  seen,  but  progress  is  being 
made,  and  TMA  is  largely  responsible 
for  making  it  happen. 

By  the  way,  the  TSBME  opinion  has 
some  interesting  implications.  Consider 
this:  A nonphysician  who  denies  med- 
ical care  to  someone  in  Texas  is  now 
engaged  in  the  practice  of  medicine. 
These  “deniers”  are  going  to  need  some 
things:  a license  or  permit  to  practice, 
some  evidence  of  qualifying  training 
and  experience,  a method  by  which 
their  denials  may  be  documented  (ie,  a 
note  on  the  chart),  and  a system  for 
prompt  review  that  is  fast  enough  to 
address  urgent  medical  situations  be- 


fore they  worsen.  And  1 am  dizzy  Just 
thinking  about  credentialing  and  qual- 
ity assurance  issues. 

In  summary,  “deniers”  will  be  held 
to  the  same  high  standards  and  deal 
with  the  same  intense  scrutiny  as 
physicians  (welcome  to  our  night- 
mare). Managed  care  entities  may  find 
that  responsibly  denying  medical  care 
is  as  risky  and  expensive  as  providing 
it.  It  should  be. 

Dr  Donald  Seldin,  a legendary  figure 
to  several  decades  of  graduates  of  The 
University  of  Texas  Southwestern  Med- 
ical Center  at  Dallas,  used  to  remind  us 
that  many  of  the  medical  decisions  we 
make  require  common  sense  rather 
than  science  (a  tough  concept  for  med- 
ical students).  He  did  this  simply  by 
asking,  “What  would  your  mother  do?” 
The  issue  of  benign  deception  lends  it- 
self to  such  consideration.  What  would 
my  mother  tell  me  to  do? 

• Don’t  lie,  son. 

• Actions  have  consequences. 

• With  privilege  comes  responsibility. 

• If  everybody  else  jumps  off  a cliff, 

are  you  going  to  do  that,  too? 

These  are  simple  responses  to  com- 
plicated times. 

Physicians  are  learning  to  deal  with 
the  limited  resources  available  for 
health  care.  We  must  continue  to  insist 
that  managed  care  entities  be  equally 
responsive  to  the  simple  and  basic  re- 
quirements of  the  relationships  be- 
tween patients  and  their  physicians.  ★ 


Steven  A.  Dunnagan,  MD,  is  a neuroradiologist  in  San 
Angelo  and  a member  of  theTMA  Board  of  Councilors. 
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SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 

Missed  It 


Does  American  society  cause  mental  illness?  That’s  a question  re- 
searchers at  the  UNIVERSITY  OF  CALIFORNIA-BERKELEY  posed  in  a re- 
cent study.  By  studying  3,000  Mexican  Americans  and  Mexican  immigrants 
in  Fresno  County,  Calif,  UC-Berkeley  researchers  found  that  recent  immi- 
grants had  a much  lower  rate  of  mental  disorders  than  the  US-born  Mexi- 
can Americans  — 25%  to  the  Mexican  Americans’  48%.  The  researchers 
proposed  that  the  lower  rate  of  mental  illness  in  immigrants  is  because  of 
the  emotional  support  provided  by  the  close-knit  family  structure  of  many 
Mexican  families,  a structure  that  sometimes  breaks  down  once  roots  are 
established  in  America. 

(Archives  of  General  Psychiatry,  9/98) 

Here’s  another  reason  for  women  to  get  enough  calcium:  It  can  help  relieve 
the  symptoms  of  premenstrual  syndrome  (PMS),  says  a recent  report.  Re- 
searchers in  12  hospitals  across  the  United  States  studied  the  effects  of  a 
calcium  carbonate  supplement  on  the  symptoms  of  women  who  had  com- 
plained of  the  cramps,  mood  swings,  and  breast  tenderness  associated 
with  PMS.  The  women  reported  a 48%  drop  in  their  symptoms  3 months  af- 
ter taking  the  supplements. 

(American  Journai  of  Obstetrics  and  Gynecology,  8/26/98) 

Aspirin  might  prevent  a certain  form  of  hereditary  colon  cancer,  a new 
study  has  found.  Scientists  at  THOMAS  JEFFERSON  UNIVERSITY  in 
Philadelphia  discovered  that  taking  aspirin  reduced  the  rate  of  genetic  mu- 
tation in  the  cancerous  cells  of  people  with  the  hereditary  colorectal  can- 
cer known  as  Lynch’s  syndrome. 

(Proceedings  of  the  National  Academy  of  Sciences, 

Smoking  during  pregnancy  may  increase  the  risk  of  the  baby  developing  at- 
tention deficit  disorder  and  learning  disabilities,  Swedish  researchers  re- 
cently discovered.  Scientists  in  the  Department  of  Child  and  Adolescent 
Psychiatry  at  GOTHENBURG  UNIVERSITY  studied  62  children  with  at- 
tention deficit  disorders,  and,  comparing  them  with  a control  group  of 
healthy  children,  found  that  twice  as  many  of  the  children  with  the  disor- 
ders had  mothers  who  smoked  during  pregnancy. 

(Archives  of  Disease  in  Childhood,  9/98) 


Compensation  lags  behind 
profitability  for  IDS 
physicians 


While  integrated  delivery  sys- 
tem (IDS)  financial  losses  are 
being  reduced,  physician  pro- 
ductivity is  increasing  faster 
than  physician  compensationl 
according  to  Ernst  & Young  LLP’s  1998 
Physician  Benchmarking  Survey. 

This  year,  nearly  60%  of  IDSs  re 
ported  losses  in  their  physician  prac- 
tices averaging  $86,915  per  physician, 
Last  year,  76%  of  IDSs  lost  an  average* 
of  $93,000  per  physician.  Continuing* 
industry  consolidation  and  increased 
focus  on  the  bottom  line  contributed  to* 
this  improvement,  according  to  the* 
study  of  more  than  16,000  physicians,! 
medical  directors,  and  allied  providers] 
in  124  IDSs  and  group  practices.  De-I 
spite  this  increase  in  productivity,  inJ 
come  increased  only  6%  for  primary! 
care  physicians  (PCPs),  3%  for  sur- 
geons, and  1%  for  medical  specialists, 
Procedural  specialist  income,  which 
rose  7%  faster  than  procedural  special- 
ist productivity,  was  the  exception. 

For  the  first  time  in  4 years,  the  in- 
come for  fee-for-service  physicians  sur- 
passed that  of  managed  care  physicians. 
The  incomes  of  PCPs  working  under 
fee-for-service  reimbursement  in- 
creased 8%  to  $140,000,  while  the  me- 
dian income  for  a managed  care  PCP 
increased  0.2%  to  $136,200. 

“Continuing  to  focus  on  productivity 
is  paying  off  for  integrated  physician 
networks,  and  holding  the  line  on  com- 
pensation is  helping  to  improve  the  bot- 
tom line,”  said  James  Rodeghero,  PhD, 
director  of  Physicians  Compensation  for 
Ernst  & Young  LLP.  “But  physicians  will 
expect  to  realize  more  of  the  gains  re- 
sulting from  productivity  improve- 
ments. Integrated  delivery  systems  are 
challenged  to  balance  the  focus  on  pro- 
ductivity with  the  need  for  performance 
measures  that  better  capture  the  physi- 
cians’ managed  care  results.”  ★ 
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Texan’s  book  focuses  on 
traumatic  brain  injury 


Though  it  is  the  leading  cause  of 
death  in  children  and  young 
adults  and  the  fourth  most  com- 
mon cause  of  death  in  the  devel- 
oped world,  traumatic  brain 
injury  (TBI)  rarely  receives  as  much  at- 
tention as  cancer,  heart  disease,  or  AIDS. 

William  J.  Winslade,  PhD,  JD,  a pro- 
fessor of  philosophy  in  medicine,  pre- 
ventive medicine,  community  health, 
and  behavioral  sciences  at  The  Univer- 
sity of  Texas  Medical  Branch  at  Galve- 
ston, hopes  to  change  that  with  his 
book  Confronting  Traumatic  Brain  In- 
jury: Devastation,  Hope,  and  Healing.  Dr 
Winslade,  who  also  is  a professor  of  law 
at  the  University  of  Houston  Health 
Law  and  Policy  Institute,  suffered  se- 
vere brain  trauma  as  a toddler  when  he 


fell  from  a second-story  window  onto  a 
concrete  walkway.  He  recovered  com- 
pletely and  now  studies  how  TBI  affects 
patients,  families,  and  society. 

Dr  Winslade’s  book,  which  includes 
a foreword  by  James  S.  Brady  and  is 
available  on  Yale  University  Press,  ad- 
dresses the  following  questions; 

• What  can  we  do  for  TBI  survivors 
and  their  families? 

• How  do  we  deal  with  the  conse- 
quences of  improved  medical  tech- 
nologies that  save  lives  and  a health 
care  system  that  fails  to  address  the 
quality-of-life  issues  for  the  survivor? 

• Should  we  be  raising  the  legal  dri- 
ving age  to  18? 

• What  are  the  best  ways  to  prevent 
brain  injuries? 

• What  public  policies  can  help  pay 
for  the  costs?  ★ 


SMART  program  gives 
student  research  experience 


Deveroux  Ferguson  could  never 
learn  what  it’s  like  to  be  a good 
physician  from  his  Brooklyn,  NY,- 
neighborhood,  which  is  rampant' 
with  drugs  and  gang  activity.  But 
because  of  a Baylor  College  of  Medicine* 
program,  he  was  able  to  get  firsthand' 
experience  in  laboratories  conducting* 
biomedical  research. 

The  Summer  Medical  and  Research* 
Training  (SMART)  Program  offers  stu- 
dents interested  in  scientific  research  a 
chance  to  watch  physicians  in  action.* 
“Shadowing  doctors  in  the  SMART  Pro- : 
gram  has  shown  me  the  dedication  and] 
hard  work  it  takes  to  become  a good 
doctor,”  said  Mr  Ferguson,  who  attends 
Hunter  College  in  New  York  City.  ★ 

1 

Texas  physicians  participate  ; 
in  annual  state  book  festival 


If  you  attend  the  1998  Texas  Book  Fes- ; 
tival  November  13-15  in  Austin,  youj 
might  run  into  a few  of  your  col-* 
leagues.  Among  the  festival’s  featured , 
authors  are  El  Paso  infectious  disease  ’ 
specialist  Abraham  Verghese,  MD,  and 
San  Antonio  pathologist  Deborah  Dou- 
glas, MD.  Dr  Verghese,  author  of  My  Own 
Country:  A Doctor’s  Story  of  a Town  and 
Its  People  in  the  Age  of  AIDS,  will  be  pro- 
moting his  second  book.  The  Tennis  Part- 
ner: A Doctor’s  Story  of  Friendship  and 
Loss.  The  festival  also  features  Dr  Dou- 
glas’ latest  book  Stirring  Prose:  Cooking 
with  Texas  Authors,  a collection  of  recipes 
and  food  anecdotes  by  Texas  writers. 

The  festival  will  include  displays, 
books,  and  book-related  merchandise 
for  sale  by  publishers,  small  presses, 
and  booksellers  in  the  outdoor  book 
fair  west  of  the  Capitol  on  Colorado 
Street.  All  the  featured  authors  will 
sign  their  newest  books  in  the  Texas 
Book  Festival  signing  tent,  located  at 
Colorado  and  13th  streets.  All  proceeds 
from  the  sale  of  books  and  merchan- 
dise in  the  tent  will  benefit  Texas  pub- 
lic libraries.  For  more  information,  see 
the  Texas  Book  Festival  site  at 
link.tsl. state. tx.us/bookfest.  ★ 


We  are  the  champions 


Texas  Medical  Association  Foundation  (TMAF)  President  Joseph  M.  Abell, 
Jr,  MD,  right,  of  Austin,  presents  former  TMA  President  Phil  H.  Berry,  Jr, 
MD,  of  Dallas,  a $10,000  check  as  part  of  TMAF’s  1998  Champion  of  Health 
Award.  Dr  Berry  distributed  the  grant  among  6 organ  donation  and  trans- 
plantation organizations:  TMA’s  Live  &Then  Give  program  ($5,000),  South- 
westTransplant  Alliance  in  Dallas  ($1,000), Texas  Organ  Sharing  Alliance  in 
San  Antonio  ($1,000),  LifeGift  Organ  Donation  Center  in  Houston  ($1,000), 
Baylor  University  Medical  Center  in  Dallas  ($1,000),  and  Southwest  Trans- 
plant Foundation  in  Dallas  ($1,000).  The  award  is  given  annually  by  the 
TMAF  Board  of  Trustees  to  a distinguished  Texan  for  outstanding  service 
to  the  public  in  promoting  healthy  lives  and  communities. 
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PHYSICIANS 


TAKE YOUR 
MEDICAL  CAREER 
ABOVE  & BEYOND 


If  you’re  a physician  looking  for  a change  of  pace  above  and  beyond  the  ordinary,  consider  becoming  a 
commissioned  officer/physician  with  the  Air  Force  Reserve.  As  in  civilian  life,  Air  Force  Reserve  physicians 
provide  critical  and  preventive  care  and  vital  clinical  services. 


However,  as  a Reservist,  your  medical  expertise  can  take  you  around  the  globe  and  into  real-world  scenarios  that 
will  take  healing  above  & beyond.  Air  Force  Reserve  physician/officers  hold  a position  of  special  trust  and 
responsibility.  Combined  with  training  opportunities  in  areas  such  as  Global  Medicine  and  Combat  Casualty  Care, 
paid  CME  activities,  you  will  find  yourself  among  an  elite  group  of  health  care  providers.  All  it  takes  is  one 
weekend  a month  and  two  weeks  per  year.  Feel  the  pride  of  doing  something  above  and  beyond  for  your  country 
while  adding  a new  dimension  to  your  medical  career. 

Call  1-800-257-1212. 

Or  visit  our  web  site  at  vww. afreserve.com. 

Reserve 

ABOVE  BEYOND 

APN  25-803-0003  


Airforce 


or  be  managed 


Has  managed  care  taken  over  medicine  in  Texas?  By  Laurie  Stoneham,  Associate  editor 
David  Rogers,  MD,  remembers  what  it  was  like  working  in  his  dad’s  grocery  store  growing 
up  in  Tahoka.Tex.  “I  feel  like  I was  treated  better  professionally  as  a grocery  sacker  than  I 
am  as  a physician  nowadays.  That’s  hard  to  tolerate.”  > Dr  Rogers  is  not  alone.  Many 
physicians  in  Texas  feel  as  though  something  has  gone  terribly  wrong  with  a profession 
that  s about  helping  people.  Somewhere  the  sense  of  fair  play  has  been  lost.  > > > 
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he  whole  system,  with  its  time- 
consuming  eligibility,  referral, 
and  preauthorization  require- 
ments, has,  some  say,  eroded 
and  depersonalized  patient- 
physician  relationships.  Con- 
tracts with  payers  must  be 
reviewed  by  lawyers  and  are  dif- 
ficult if  not  impossible  to  deci- 
pher in  terms  of  such  things  as 
reimbursement  schedules.  Fees 
are  being  crushed  at  every  turn 
to  the  point  that  physicians  are 
being  forced  to  dip  into  per- 
sonal savings  to  make  payrolls. 
Claims  are  submitted,  and  then 
some  computer  rebundles  codes,  always  downward. 

When  the  money  does  come  in,  often  months  after  being 
billed  and  usually  rebilled,  the  office  staff  must  police  each 
transaction  to  ensure  that  every  dollar  due  is  paid.  Many 
times,  the  dollars  promised  have  indeed  been  whittled  on, 
but  it’s  too  costly  to  go  after  the  discrepancies.  Managed  care 
has  become  a pain  some  physicians  are  so  weary  of  enduring 
that  they  are  planning  early  escape  routes  from  the  profes- 
sion they  had  planned  to  spend  all  of  their  days  practicing. 

However,  physicians’  concerns  about  managed  care  are  not 
limited  to  monetary  issues.  Equally  important  to  them  is  the 
impact  health  maintenance  organizations  (HMOs)  and  pre- 
ferred provider  organizations  (PPOs)  are  having  on  their  pro- 
fessional autonomy.  Too  often,  critics  say,  physicians  are  not 
free  to  prescribe  the  treatments  they  feel  their  patients  need; 
they  must  work  within  managed  care  guidelines  designed  to 
promote  cost-savings  rather  than  high-quality  care.  Those  con- 
cerns have  led  the  Texas  Medical  Association  to  work  with 
physicians,  lawmakers,  and  patient  rights  groups  to  seek  leg- 
islative and  regulatory  relief  to  put  the  patients’  needs  first. 

As  chaotic  as  the  situation  is  now,  experts  say  more 
changes  are  looming,  including  fewer  health  plans  as  a result 
of  mergers,  higher  patient  premiums  but  lower  physician  re- 
imbursement, and  possible  state  regulation  of  physician 
groups  formed  to  respond  to  managed  care. 

In  the  midst  of  this  chaos  is  an  opportunity  to  reinvent 
how  health  care  is  delivered,  and  Texas  is  among  the  leaders 
in  that  reshaping. 

The  theory 

Very  little  argument  exists  within  the  physician  community 
about  the  theory  of  managed  care.  Many  appreciate  and 
approve  of  managed  care’s  concepts  of  eliminating  duplica- 
tion, stressing  education  and  preventive  strategies,  and  look- 
ing at  ways  to  optimize  the  use  of  available  resources. 

“Done  properly,  with  an  ample  degree  of  intelligent  and  ex- 
perienced physician  direction  and  intelligent  and  engaged  physi- 
cian involvement  in  the  financial  arrangement,  there  are 
substantial  efficiencies  that  can  and  are  being  brought  to  the  de- 
livery of  care,”  said  Tom  Young,  executive  administrator  of  Austin 


Regional  Clinic,  an  integrated  delivery  system  and  group  practice 
that  accepts  a variety  of  managed  care  contracts.  “If  it  weren’t  foi 
those  advances,  this  thing  would  have  blown  up  15  years  ago.” 

The  history 

One  of  the  earliest  examples  of  managed  care  originated  ini 
Texas  in  the  1850s  when  Scott  & White  Hospital  and  Clinici 
in  Temple  had  a prepaid  contract  to  care  for  railroad  work- 
ers. By  1954,  there  were  174  prepayment  plans  providing 
medical  care  for  about  3 million  people  in  this  country. 

In  the  early  1970s,  the  Nbcon  administration  studied  these 
capitation  models  and  found  they  offered  a viable  way  of 
curtailing  exploding  health  care  costs  and  establishing  some 
predictability  for  the  government.  The  1973  HMO  Act  pro-' 
vided  $375  million  to  help  develop  the  first  plans.  Texas 
passed  its  version  in  1974. 

A decade  later,  another  development  fueled  the  revolution 
in  health  care  funding.  The  1983  implementation  of  diagno- 
sis-related groups  (DRGs)  heralded  the  capping  and  prospec- 
tive payment  for  care  of  Medicare  beneficiaries.  It  was  about 
this  time  that  the  modern-day  train  arrived  in  the  Texas  cap- 
ital. Austin  was  the  state’s  first  managed  care  stronghold,  pri- 
marily because  of  its  2 major  employers,  the  state 
government  and  The  University  of  Texas. 

Then  when  President  Bill  Clinton  proposed  the  Health  Secu- 
rity Act  in  1993,  managed  care  took  its  final  foothold.  Leah  Rum- 
mel,  former  deputy  commissioner  for  HMOs  and  quality  at  the 
Texas  Department  of  Insurance,  says  that’s  when  Texas  doctors 
began  signing  up  with  managed  care  plans  in  droves  to  make 
sure  they  were  on  board  if  the  Clinton  plan  left  the  station. 

The  market  forces 

David  Marcus,  PhD,  former  director  of  the  TMA  Health  Care 
Financing  Department,  believes  managed  care  represents 
what  he  calls  “the  restructuring  of  the  American  economy,” 
wherein  corporations  are  trimming  expenses  at  every  oppor- 
tunity to  remain  competitive  in  the  global  marketplace. 

In  the  late  1970s  and  1980s,  when  health  coverage  costs 
were  rocketing  out  of  sight,  managed  care  options  began  to  be 
noticed  by  employers.  This,  along  with  the  legislative  mandate 
that  companies  must  offer  an  HMO  alternative  if  requested  by 
an  employee,  created  the  first  wave  of  enrollments. 

Traditional  insurers  began  developing  plans  to  cash  in  on 
this  cost-saving  sentiment.  Dr  Marcus  explains,  “In  the  late  ’80s 
and  early  ’90s,  these  plans  were  the  entrepreneurial  darlings  of 
Wall  Street,  producing  earnings  growth  of  30%  and  more.” 

The  myriad  managed  care  models  that  range  from  pure 
capitation  to  discounted  fees  for  steered  business  have  mu- 
tated into  a vicious  animal.  “The  core  problem  is  that  normal 
free-market  forces  aren’t  in  effect  here,  because  the  end  user 
— the  patient  — has  so  little  financial  stake;  therefore,  de- 
mand is  artificially  expanded,”  said  Mr  Young,  former  execu- 
tive vice  president  of  the  Travis  County  Medical  Society.  “As 
a result,  what  is  happening  doesn’t  work.  We’re  going  to  have 
to  rearrange  the  deck  chairs  until  either  the  boat  goes  down 
or  we  stumble  on  something  that  works.” 
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The  price  wars 

Competition  became  ferocious  as  plans  clawed  for  business 
and  the  potentially  handsome  profits.  To  buy  market  share, 
premiums  were  set  at  levels  that  didn’t  even  cover  costs. 
, ‘There’s  no  escaping  the  fact  that  competition  has  kept  prices 
■artificially  low  in  some  markets,”  admits  Jeff  Kloster,  JD, 
general  counsel  of  the  Texas  Association  of  Health  Plans. 


Texas 

managed  care  players 


SNAPSHOT  OF  MANAGED  CARE  PLANS  IN  TEXAS 

Number  of  health  maintenance  organizations  (HMOs)  * * * § 
Number  of  preferred  provider  organizations  (PPOs)  f 
HMO  enrollment  t 
PPO  enrollment  § 


STATE’S  LARGEST  MANAGED  CARE  PLANS 

Plan  Total  Enrollment 


Prudential 

960,000 

United 

856,000 

NYLCare 

807,000 

Aetna 

648,000 

Humana 

433,000 

CIGNA 

544,000 

Harris  Methodist 

362,000 

ESTIMATED  MARKET  PENETRATION 

Statewide 

53%  (HMOs  and  PPOs) 

Highest  HMO  penetration 

Austin,  Dallas/Fort  Worth,  Houston,  San  Antonio 

Lowest  HMO  penetration 

El  Paso,  Amarillo,  Lubbock,  Abilene 

(not  ranked) 

Rio  Grande  Valley 

50  (as  of  1/98,  including  all  local  plans) 

126  (owned);  56  (rented) 

5 million  (including  self-funded  and  point-of-service  plans) 
7 million 


“Pricing  is  the  most  erosive  component  of  the  marketing 
mix,”  says  Preston  Gee,  senior  vice  president  of  strategic  plan- 
ning for  St  David’s  Healthcare  Partnership  in  Austin  and  au- 
thor of  several  books  on  for-profit  health  care.  “It’s  the  gasoline 
price  wars  situation  where  only  the  strong  will  survive,  and  it 
really  has  created  a lot  of  red  ink  throughout  the  country.” 

Hospitals  that  had  been  on  the  losing  end  of  the  managed 


MERGER  MANIA 

Purchaser 

Humana 

Aetna 

United 

United 

Aetna 

Sierra  Health  Plans 
Blue  Cross  Blue  Shield 


Acquisition 

PCA 

US  Healthcare 
Metropolitan  and  Travelers 
Principle 

NYLCare  (in  the  works) 

Kaiser  Permanente 

Harris  Methodist  Health  Plan  (in  discussion) 


* Source:  Texas  Department  of  Insurance 

t Source:  Association  of  Managed  Healthcare  Organizations 

t Source:  Texas  Association  of  Health  Plans 

§ Source:  Business  journal  surveys  in  Dallas/Fort  Worth,  San  Antonio,  Austin,  and  Houston 
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care  equation  got  into  what  Mr  Gee  calls  the  “bloody  battle 
of  managed  care.”  He  points  out  that  for  most  it’s  been  a 
draining  experience  because  of  the  dichotomy  of  being  both 
the  payer  and  provider. 

The  price  wars  and  predatory  practices  were  good  for  the 
employers  and  employees,  because  coverage  was  cheap,  if  a 
bit  more  inconvenient.  Employees  opted  for  a $20  copay  ver- 
sus a deductible  and  the  traditional  80-20  indemnity  plan. 

The  quest  for  profits  continues  to  drive  the  system  despite 
sucking  its  very  life  force.  Mr  Young  says  some  of  the  payers 
have  focused  on  fast-track,  short-term  profits  by  cutting  com- 
pensation levels  to  the  providers,  letting  somebody  else  as- 
sume the  financial  risk,  chiseling  on  the  levels  of  care,  and 
creating  administrative  hassles. 

The  unkept  promise 

Managed  care  promised  to  simplify  everyone’s  life,  but  Bohn 
Allen,  MD,  chair  of  TMA’s  Council  on  Socioeconomics,  says 
just  the  opposite  occurred.  “You  could  tolerate  reduced  reim- 
bursement if  they  took  the  hassles  and  they  paid  you  prompt- 
ly, but  the  problem  is  you’re  getting  the  worst  of  both  worlds. 
You’re  giving  them  a deeply  discounted  fee  and  you’re  not 
getting  paid,  and  you  have  to  jump  through  all  these  hoops 
just  to  get  your  reimbursement.  It’s  a lose-lose  deal.” 

But  perhaps  the  gravest  consequence  of  managed  care  is  the 
system’s  foundation  of  having  doctors  constantly  justify  and 
validate  every  medical  decision.  Andrew  Kant,  MD,  an  ortho- 
pedic surgeon  in  Houston,  says  it  is  frustrating  to  know  what 
care  is  needed  and  then  have  to  argue  with  someone  at  the  in- 
surance company  “who  has  no  idea  who  the  patient  is,  never 
examined  the  patient,  doesn’t  know  the  social  situation  of  the 
patient,  doesn’t  know  the  needs  of  the  patient,  but  makes  a de- 
cision based  on  some  computer  screen  somewhere.” 

Dr  Rogers  hates  what  managed  care  has  done  to  the  pa- 
tient-physician relationship.  “It  turns  a 2-person  relationship 
into  a multiparty  relationship  where  you  have  to  satisfy  all 
the  parties.  And  it  depersonalizes  the  entire  interaction.” 

Joe  Cunningham,  MD,  an  internist  who  recently  became  the 
executive  director  of  a 5.01(a)  nonprofit  health  care  corpora- 
tion in  Waco,  believes  doctors  are  increasingly  viewed  as  “ex- 
pensive, hard-to-control  cost  centers.  Everybody  wants  to  try  to 
control  them,  and  the  patient-physician  relationship  is  strained, 
damaged,  and  has  ropes  on  both  ends  pulling  it  apart.” 

The  devaluation 

Salt  is  added  to  these  wounds  by  cutting  fees  and  making 
cash  flow  impossible  to  predict.  “We,  as  the  health  care  indus- 
try, for  whatever  reason,  have  agreed  to  let  third  parties  deter- 
mine what  our  services  are  worth,  which  is  against  all  market 
forces,”  Dr  Allen  said.  The  general  surgeon  in  Arlington  says 
managed  care  has  reduced  his  income  by  50%. 

Dr  Kant  is  feeling  the  pinch,  too.  “I  make  less  today  on  a 
broken  hip  — collect  less  on  that  broken  hip  — than  I col- 
lected in  1976  when  I went  into  practice,”  he  said. 

“For  the  first  time  in  27  years,  about  3 or  4 months  ago,” 


Dr  Allen  related,  “I  was  not  able  to  make  my  payroll.  I had  to 
take  money  out  of  my  savings  to  pay  my  office  staff,  and  it 
wasn’t  because  I hadn’t  been  working  and  I hadn’t  filed 
claims;  it’s  just  that  I hadn’t  gotten  paid.”  Dr  Kant  says  he’s 
been  dickering  for  payment  with  1 plan  for  more  than  a year.  I 

While  Dr  Allen’s  cash  flow  has  improved,  he  says,  it’s  still ! 
a month-to-month  struggle.  “It’s  very  demoralizing  because ! 
you’re  working  hard  and  you’re  trying  to  do  a good  job  for 
the  patients,  and  then  you  wind  up  having  to  fight  every  dayj 
to  be  reimbursed.  It  just  wears  you  down.”  j 

Then  there  are  the  out-of-the-blue  zingers.  What’s  most ! 
troubling  to  Dr  Rogers,  a gynecologist  in  Allen  and  consul- 1 
tant  to  TMA’s  Council  on  Socioeconomics,  is  what  he  consid-  ^ 
ers  to  be  fraud  by  insurance  companies  on  a massive  scale  — j 
“the  downcoding  and  rebundling  of  claims  practiced  rou- 
tinely by  insurance  companies  that  are  using  coding  software 
that  follows  no  rules.” 

TMA  hears  the  despair  firsthand.  Bradley  Reiner,  assistant 
director  of  health  care  financing,  explains  that  the  situation 
is  quite  dire.  “The  doctors  are  frustrated  beyond  their  means. 
And  if  we’re  not  careful,  we’re  going  to  have  a physician  re- 
volt. Doctors  tell  me  they  feel  that  this  is  war.” 

The  true  believers 

Of  course,  not  all  Texas  physicians  share  these  views.  Or  travails. 

Joe  Braun,  MD,  is  more  than  the  chief  medical  officer  and 
vice  president  of  operations  for  United  Healthcare  in  Hous- 
ton. He’s  also  an  ordained  Quaker  minister  and  teaches  an 
ethics  course  for  the  masters  of  business  administration 
(MBA)  program  for  physicians  at  the  University  of  Houston- 
Clear  Lake  with  TMA  General  Counsel  Donald  R Wilcox,  JD. 
Dr  Braun  had  a successful  family  practice  in  South  Texas  be- 
fore joining  what  some  view  as  the  enemy  camp. 

Dr  Braun  knows  he’s  seen  as  a turncoat  by  some  of  his  col- 
leagues, who  ask  him  how  he  could  work  for  a managed  care 
company  in  good  conscience.  His  answer  is  always  the  same: 
“You’ve  got  to  have  people  like  me  in  there  so  that  you  have 
people  who  care  about  other  people  in  the  process  and  not 
just  let  people  who  are  MBAs  or  bean  counters  do  it.  We  still 
have  to  inject  the  human  element  into  what  we  do,  because 
in  the  end  we  are  still  taking  care  of  people.” 

The  upside 

Texas  Medicine  asked  about  the  positive  aspects  of  managed 
care.  How  has  it  improved  the  delivery  of  medical  care  for 
physicians  and  patients? 

Dr  Cunningham  is  quick  to  point  out  that  this  systemized 
approach  has  been  responsible  for  disease  management  pro- 
grams, and  “that’s  been  a very  good  thing,  and  I think  it  can 
be  an  even  better  thing.” 

Mr  Young  believes  that  one  of  managed  care’s  most  im- 
portant contributions  is  to  “massively  improve  access  to 
care.”  Whereas  there  are  choice  barriers  for  some,  “for  the 
$10-an-hour  single  parent,  access  means  being  able  to  go  to 
the  doctor  at  all.”  He  also  feels  the  gatekeeper  system  has  as- 
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HMO  executives  well  paid 
despite  industry  losses 


Even  though  the  managed  care  industry  reported  huge  fi- 
nancial losses  last  year,  executives  of  the  largest  for- 
profit  health  maintenance  organizations  (HMOs)  were 
paid  an  average  salary  of  $2  million,  according  to  a re- 
port issued  in  September  by  Families  USA,  a national 
nonprofit,  consumer-health  watchdog  organization. 

Families  USA  compiled  1997  compensation  and  stock 
options  numbers  for  top  managed  care  executives  and 
found  the  highest  paid,  for  the  second  year  in  a row,  was 


ing  each  company's  filings  to  the  Securities  and  Ex- 
change Commission  (SEC)  in  1997.  Companies  included 
in  the  analysis  are  Aetna,  CIGNA,  Coventry,  Foundation 
Health  Systems,  Inc,  Humana,  Maxicare  Health  Plans, 
Mid-Atlantic  Medical  Services,  Oxford  Health  Plans, 
PacifiCare  Health  Systems,  RightCHOICE  Managed 
Care,  Sierra  Health  Services,  Trigon  Healthcare,  United 
Healthcare,  United  Wisconsin  Services,  and  WellPoint 
Health  Networks. 


“The  industry  players’  duplicitous  concerns  about  costs  are  an  attempt  to  hide 
the  fact  that  they  don’t  want  to  ensure  that  patients  are  protected,  and  they  do 
not  want  to  be  held  accountable  for  the  health  care  decisions  they  are  making.’’ 


Stephen  Wiggins,  former  chief  executive  officer  (CEO) 
of  Oxford  Health  Plans,  Inc,  who  took  home  more  than 
$30.7  million  in  1997  and  was  sitting  on  almost  $8.7  million 
in  stock  options. 

Despite  industry  losses,  4 out  of  5 of  the  highest  paid 
HMO  industry  executives  saw  compensation,  exclusive  of 
unexercised  stock  options,  increase  significantly  in  1997. 

“The  hypocrisy  of  the  industry  on  the  issue  of  health 
care  costs  is  startling,”  said  Ron  Pollack,  executive  di- 
rector of  Families  USA.  “They  lose  money  in  1997  but 
spend  millions  to  compensate  their  top  executives, 
spend  millions  on  advertising  and  lobbying  to  kill  patient 
protections,  and  then  go  around  scaring  the  American 
public  saying  they  need  to  raise  premiums  to  cover  the 
very  minor  costs  of  comprehensive  patient  protections." 

At  the  launch  of  a recent  advertising  campaign  against 
managed  care  consumer  protections,  the  Health  Benefits 
Coalition,  an  organization  made  up  of  for-profit  managed 
care  companies,  said  patient  protections  would  “boost  trial 
lawyers'  profits”  and  would  force  premiums  to  increase. 
Aetna/us  Healthcare,  CIGNA,  United  Healthcare,  and 
Humana  are  members  of  the  Health  Benefits  Coalition. 

According  to  the  Congressional  Budget  Office  analy- 
sis of  the  Patients'  Bill  of  Rights  Act,  comprehensive 
consumer  protections  would  increase  premiums  only  4%. 
For  consumers,  that  means  less  than  $2  per  month. 

“The  industry  players'  duplicitous  concerns  about 
costs  are  an  attempt  to  hide  the  fact  that  they  don't  want 
to  ensure  that  patients  are  protected,  and  they  do  not 
want  to  be  held  accountable  for  the  health  care  decisions 
they  are  making,”  Mr  Pollack  added. 

The  analysis  examined  executive  compensation  us- 


Here  is  a list  of  the  1997  compensation  — excluding 
unexercised  stock  options  — received  by  top  executives 
of  for-profit  HMOs  that  operate  in  Texas,  as  compiled  by 
Families  USA: 

■ Wilson  Taylor,  CEO,  CIGNA 
$12,456,169 

William  McGuire,  CEO,  United  HealthCare 
$ 8,607,743 

• James  Stewart,  executive  vice  president,  CIGNA 
$ 7,306,921 

• Ronald  Compton,  former  CEO,  Aetna 
$ 5,383,148 

• Edward  Hanway,  president,  CIGNA  HealthCare 
$ 5,282,734 

Donald  Levinson,  executive  vice  president,  CIGNA 
$ 5,177,026 

David  Jones,  former  CEO,  Humana,  Inc 
$ 4,495,798 

• Travers  Wills,  chief  operating  officer.  United  HealthCare 
$ 3,461,096 

• Gregory  Wolf,  CEO,  Humana,  Inc 
$ 2,954,430 

■ Jeffrey  Folick,  executive  vice  president,  PacifiCare 
Health  Systems,  Inc 

$ 2,184,470 

■ Jeffrey  Elder,  senior  vice  president.  Foundation  Health 
Systems,  Inc 

$ 2,129,008 

Alan  Hoops,  president  and  CEO,  PacifiCare  Health 
Systems,  Inc 
$ 1,745,788 
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sisted  people  in  navigating  the  very  complex  health  care  de- 
livery system. 

“I  can  remember  days  under  indemnity  when  people  had 
to  declare  bankruptcy  because  they  didn’t  have  the  money  to 
pay  for  the  portion  of  the  medical  and  hospital  bill  that  in- 
surance didn’t  pay,”  Dr  Braun  adds.  “And  under  the  HMO  sys- 
tem, the  patients’  financial  liability  is  very  minimal.  They  can 
get  the  care  they  need  if  they’re  insured.” 

He  also  remembers  “waiting  for  90,  120,  150  days  for  in- 
demnity company  payments  and  then  having  to  go  out  and 
try  and  collect  the  balance  from  the  patient,  who  had  long 
forgotten  that  he  or  she  even  owed  me  the  money.” 

And  people  continue  to  choose  managed  care,  even  when 
they  have  other  options.  Ralph  Kimmich  is  the  director  of 
benefits  and  compensation  for  Southwest  Airlines.  He  says 
94%  of  the  26,000  Southwest  employees  choose  a managed 
care  plan  that  requires  some  level  of  contribution  versus  a 
free  indemnity  plan  for  family  coverage. 

Mr  Kimmich  also  is  the  president  of  Texas  Business  Group 
on  Health,  an  organization  dedicated  to  educating  and  serv- 
ing as  an  advocate  for  some  250  employers  that  buy  health 
insurance.  In  general,  he  thinks  employers  consider  man- 
aged care  to  be  a “net  positive,”  primarily  because  of  the 
cost-containment  features  it  offers. 

The  insurrection 

Despite  these  advantages,  physicians  are  banding  together  to 
protect  themselves  and  their  livelihood.  (See  “Strength  in 
Numbers,”  pp  59-61.)  TMA  knows  of  nearly  750  physician 
organizations  that  have  formed  to  increase  negotiating  clout 
and/or  to  streamline  administrative  functions.  Some  payers 
won’t  even  conduct  contract  talks  with  individual  physicians; 
they  deal  only  with  these  groups. 

Still,  if  the  negotiations  don’t  go  well,  the  insurance  carri- 
ers have  been  known  to  get  nasty.  They  sidestep  the  groups 
to  pick  off  physicians  one  by  one.  And  they  use  whatever  le- 
gal wrangling  and  maneuvers  are  available  to  get  what  they 
want,  including  filing  antitrust  complaints  with  the  Federal 
Trade  Commission.  According  to  Kim  Ross,  TMA’s  vice  presi- 
dent for  public  policy,  “Some  HMOs  are  now  doing  whatever 
they  can  to  crush  these  nascent  physician  organizations  be- 
cause they  represent  the  most  clear  and  present  danger  to 
their  market  share  and  profitability.” 

But  physicians  are  standing  up  and  fighting  back.  Aetna  and 
Harris  Methodist  have  felt  the  sting  of  these  collective  efforts. 
And,  more  and  more,  physicians  are  realizing  what  Dr  Allen  has 
long  counseled,  “There’s  nothing  in  the  laws,  including  the  an- 
titrust laws,  that  says  you  have  to  sign  a crappy  contract.” 

The  trends 

Where  is  managed  care  headed  in  Texas?  Here  is  what  the 
experts  suggest: 

• More  open  access  for  specialists,  such  as  the  model  that 

United  Healthcare  uses; 

• Increased  likelihood  that  more  management  companies 


such  as  FPA  Medical  Management,  Inc,  will  have  financial 
problems; 

• More  mergers  and  acquisitions  among  the  plans  and  some 
plans  folding  altogether; 

• Legislative  control  of  physician  entities  and  possibly 
billing  services; 

■ Increases  in  premium  rates  while  physician  fees  continue 
to  be  cut  even  leaner  and  meaner; 

• More  direct  contracting  between  employers  and  providers 
that  bypass  insurers  altogether; 

• Physicians  refusing  to  sign  or  quitting  contracts  that  are 
too  much  hassle; 

• Plans  initiating  more  class  action  suits  and  other  legal 
maneuvers  to  intimidate  physician  groups; 

• Physicians  retiring  earlier  and  earlier  or  changing  profes- 
sions altogether;  and 

• Continued  increases  in  disability  claims  filed  by  physicians. 

The  collaboration 

Most  physicians  know  that  managed  care  isn’t  going  away,  and 
many  believe  there  are  important  opportunities  to  collaborate 
with  the  plans.  Dr  Braun,  who  wants  to  partner  with  physi- 
cians, said,  “What  we  need  to  start  doing  is  pooling  our  col- 
lective efforts  and  trying  to  align  our  incentives.”  He  agrees 
that  “there’s  a lot  of  stress  on  the  individual  physicians  and 
together  we  need  to  think  about  better  ways  to  look  at  this 
relationship.  Because  if  they  don’t  survive,  we  don’t  survive.” 

Dr  Braun  wants  to  ease  the  administrative  burden  wher- 
ever possible  by  doing  things  like  installing  eligibility  criteria 
on  the  Internet,  speeding  up  processing  times  by  using  fax- 
back  technology,  and  rewarding  doctors  for  doing  the  right 
things  for  the  patient. 

“We  have  a respect  for  the  docs  and  we  want  to  work  with 
them,”  says  Mr  Kloster.  “It’s  in  our  best  interest;  that’s  who 
makes  our  operations  viable.  We  didn’t  pick  and  choose  our 
enemies.  We  were  chosen  as  the  enemy,  and  I think  we’ve  re- 
sponded in  a very  honest  and  forthright  manner.” 

The  evolution 

Where  we  are  right  now  is  not  the  endpoint,  by  far.  Managed 
care  still  is  evolving  in  Texas  and  throughout  the  nation. 

“There  is  enough  upheaval  and  turmoil  and  chaos  in  the 
marketplace  that  we  have  an  opportunity  to  redo  the  health 
care  delivery  system,”  Dr  Cunningham  said.  “The  fact  that 
the  system  is  what’s  changing  is  a very  scary  thing,  but  that 
doesn’t  make  it  bad.  It  just  makes  it  different,  and  physicians 
are  very  capable  of  not  only  learning  a new  delivery  system 
but  also  inventing  and  developing  that  delivery  system,  and 
I think  that’s  taking  place.”  ★ 
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TEXAS  PHYSICIAN  SERVICES  ORGANIZATION 

To  order  these  materials,  call  (800)  523-TPSO;  fax  (512) 

370-1632;  or  e-mail  tpso@texmed.org. 

TMA  Members  Nonmembers 

Risk  & Reward:  $49  $79 

A How-To  Guide  to 
Choosing  an  MSO 

Transitions:  $19  $29 

Legal  Considerations 
in  Selling  or  Closing  a 
Medical  Practice 

Starting  a Medical  $19  $29 

Practice  in  Texas 

Contracting 

How  to  Negotiate  a $19  $29 

Physician's  Employment 
Contract 


Before  You  Sign 

Free 

on  the  Dotted  Line 

Model  Managed  Care 

Free 

Contract 

Managed  Care  Contract 

Free 

Checklist 

Quality 

Is  Quality  Suffering? 

Free 

Try  Our  Prescription 

Quality  Management  Plan 

Free 

for  Physician  Groups 

and  Networks 

Patient  Satisfaction 

Free 

Survey 

Physician  Office  NCQA 

Free 

Checklist 

Sneak  Preview 

Free 

(quarterly  newsletter) 

Managed  Care  Programs 

Glossary  of  Managed 

Free 

Care  Terminology 

Managed  Care  101 

Free 

Managed  Care  Handbook 

Free 

Advice  on  Getting  Advice 

Free 

Capitation: 

$38 

The  Physician’s  Guide 

Strategy  Series  (free  brochures) 

Assessing  the  Options  in  Your  Market 

Hiring  a Practice  Administrator 

Medical  Management  in  Managed  Care 

Evaluating  the  Financial  Health  of  Your  Practice 

Marketing  Your  Practice 

Integrating  Managed  Care  Into  Your  Practice 

Developing  a Physician  Network 

Merging  Physician  Practices 

Tax  Strategies  for  Physicians 

Selecting  a Practice  Setting 

Selling  Your  Practice 

Selecting  an  MSO 

MSO  Services 

Contract  data  management  for  IPAs  and  networks 

Third-party  administration/claims  processing 

Consulting  services 

Credentialing 

Utilization/quality  review 

Provider-specific  stop  loss  coverage 

Risk  management  programs 

Insurance  programs 

Utilization  management  services  (in  development) 
Network  development 

Consultant  Referral  Service 
Practice  valuation 
Physician  placement 
Utilization  management 
Mergers  and  acquisitions 
Physician  group  formation 
General  practice  management 
Marketing  and  public  relations 
IPA  and  network  development 
Information  systems  consulting 
Contract  negotiation  and  analysis 
Formation,  implementation,  and  operation 

of  management  services  organizations  (MSOs) 

PAYMENT  ADVOCACY 

Contact  Bradley  Reiner,  Health  Care  Financing,  (800)  880- 
1300,  ext  1407,  or  (512)  370-1407;  or  Pat  Coffey,  Health  Care 
Financing,  (800)  880-1300,  ext  1416,  or  (512)  370-1416 

Hassle  Factor  Log/coding  and  billing  hotline  Free 
Mini-consults  Free 

Payment  advocacy  Free 

How  to  Select  a Billing  Service  Free  (available  12/98) 


rel  800.880.1300 


Volume  94  * Number  11 


41 


Cover  Story 


TMA  managed  care 
resources  (continued) 


SEMINAR 

Harris  County  Managed  Care  Conference.  December  10, 
1998;  8:30  am-4:30  pm;  Adam’s  Mark  Hotel,  Houston.  The 
seminar  has  been  approved  for  6 hours  of  AMA  PRA  Cat- 
egory 1 credit  and  the  presentation,  “Ethical  Conflicts  in 
the  Managed  Care  Landscape,"  is  designated  for  1 hour  in 
ethics/professional  responsibility  education.  The  cost  is 
$50  for  the  first  person,  $25  for  each  additional  person  from 
the  same  office.  For  additional  information  or  to  register, 
contact  Heather  Cusack  at  (800)  880-1300,  ext  1411,  or  (512) 
370-1411;  or  e-mail  heather_c@texmed.org. 

CME  HOME  STUDY  PROGRAMS 

For  more  information,  visit  the  TMA  Web  site  at  www. 
texmed.org/education_cme/practice_mng_seminar/ec_ 
pmsemhomeform.html. 

“The  Law  of  Managed  Care,  2nd  Edition”  — $110,  mem- 
bers; $130,  nonmembers 

“Managed  Care  Liability:  Avoiding  the  Sand  Traps  and 
Other  Hazards”  — $110,  members;  $130,  nonmembers 

TMA  LIBRARY  RESOURCES 

The  following  materials  are  available  to  all  Texas  Medical 
Association  members  and  may  be  checked  out  for  1 
month.  To  request  books  or  audiovisuals  or  for  further  in- 
formation, please  contact  the  TMA  Library  at  (800)  880- 
1300,  ext  1550,  or  (512)  370-1550;  fax  (512)  370-1634;  or  e-mail 
tma_  library@texmed.org. 

Audiovisual  CME  Programs 

Maximizing  Your  Practice  Within  a Managed  Care  Set- 
ting, Part  I (NCME  no.  714).  CME  credit  up  to  2 hrs. 

Maximizing  Your  Practice  Within  a Managed  Care  Set- 
ting, Part  II  (NCME  no.  715).  CME  credit  up  to  2 hrs. 

Legal  and  Ethical  Dilemmas  of  Current  Clinical  Prac- 
tice, Part  I:  The  Impact  of  Economic  Pressures  (NCME 
no.  707).  CME  credit  up  to  2 hrs. 

Legal  and  Ethical  Dilemmas  of  Current  Clinical  Prac- 
tice, Part  II:  Patient  Choice  and  Health  Care  Planning 
(NCME  no.  708).  CME  credit  up  to  2 hrs. 

Risk  Management  in  a Changing  Environment.  CME  credit 
up  to  2 hrs. 


Choices  in  Practice  Management:  Governance  in  the 
Age  of  Consolidated  Care  (NCME  no.  737).  CME  credit  up 
to  2 hrs. 

Taking  Back  Medicine:  What  Physicians  Need  to  Know 
to  Regain  Control.  CME  credit  up  to  2 hrs. 

Managed  Care  Liability:  Avoiding  Sand  Traps  and  Other 
Hazards.  CME  credit  up  to  5 hrs. 

Audiocassette  Series  Program 

Medical  Economics  Audiotapes-for-Loan  Subscription 
Service.  CME  credit  up  to  24  hrs. 

Books 

Integration  Strategies  for  the  Medical  Practice:  The 
Physician’s  Handbook  to  Integration  Alternatives. 
American  Medical  Association. 

Managing  Managed  Care  in  the  Medical  Practice:  The 
Physician’s  Handbook  for  Success  and  Survival.  Amer- 
ican Medical  Association. 

Starting  a Medical  Practice:  The  Physician’s  Handbook 
for  Successful  Practice  Start-Up.  American  Medical  As- 
sociation. 

Take  Charge  of  Your  Medical  Practice . . . Before  Some- 
one Else  Does  It  for  You:  Practical  Practice  Manage- 
ment for  the  Managed  Care  Market. 

Managed  Care  Answer  Book. 

Encyclopedia  of  Practice  and  Financial  Management. 

Market-Driven  Health  Care:  Who  Wins,  Who  Loses  in  the 
Transformation  of  America’s  Largest  Service  Industry. 

Business  Aspects  of  Medical  Practice:  Strategies  to  En- 
sure Success  in  Today’s  Rapidly  Changing  Medical  Prac- 
tice Environment. 

The  Managed  Health  Care  Handbook. 

Making  Sense  of  Managed  Care. 

Negotiating  Managed  Care  Contracts. 
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100  Ideas  for  Better  Patient  Relations  in  Registration, 
Billing,  and  Collections. 

A Guide  to  Forming  Physician-Directed  Managed  Care 
Networks.  Texas  Medical  Association. 

Managed  Care  Market  Profiles.  Texas  Medical  Association. 

Tricks  of  the  Trade:  How  to  Get  In  and  Stay  In  Managed 
Care  Networks.  Texas  Medical  Association. 

Literature  Searches 

Professional  librarians  on  the  TMA  Library  staff  will  per- 
form literature  searches  forTMA  members  free  of  charge. 
The  TMA  Library  collection  of  books,  audiovisuals,  and 
journals  covers  managed  care,  clinical  medicine,  practice 
management,  and  other  areas  of  concern  to  Texas  physi- 
cians. Contact  the  Reference  Desk  for  search  assistance 
at  (800)  880-1300,  ext  1551,  or  (512)  370-1551;  fax  (512)  370-1634; 
or  e-mail  tma_library@texmed.org. 

TMA  WEB  RESOURCES 

TMA’s  Web  site  has  a wealth  of  information  on  TMA  pro- 
grams as  well  as  links  to  other  sites  dealing  with  man- 
aged care.  The  address  is  www.texmed.org 

Legal  Information 

Code  for  Physicians  and  Attorneys  of  Texas;  Release  of 
Medical  Records:  A Guide  for  Physicians;  Risk  manage- 
ment seminars,  home  study  programs;  The  Americans 
with  Disabilities  Act  and  Managed  Care 
www.texmed.org/business_medicine/bm_legal.html 

Medicare/Medicaid 

E&M  It's  Broke  Let’s  Fix  it!;  Children’s  Health  Insurance 
Program  (CHIP);  More  Teenagers  Now  Eligible  for  Medic- 
aid; New  Corporation  Launches  Affordable  Health  Insur- 
ance Product  for  Children;  Newborn  Screening 
Regulatory  Changes;  Deciphering  Medicaid  Managed 
Care:  HMD,  PCCM,  and  PHP;  Medicaid  Reform  in  Texas; 
Medicaid  Managed  Care  — Frequently  Asked  Questions; 
Medicare  Assistance;  Summary  of  1997  Medicaid  Legisla- 
tion; Hot  Tips!;  In  The  Trenches;  Medicaid  Managed  Care 
Expansion  Site  Information;  Economic  State  of  the 
State;  Estimated  Net  Effect  of  1997  Payment  Changes  on 
Physician  Medicare  Revenues  in  Texas;  National  Impact 
on  Medicare  Payments  by  Specialty 
www.texmed.org/business_medicine/bm_medicare.html 


Payment  Advocacy 

Reimbursement/payment  seminars;  Managed  care  sites; 
Summary  of  1997  Managed  Care  and  Consumer  Protec- 
tion Legislation;  About  Payment  Advocacy;  TMA  Mini- 
consultation program;  TMA  Hassle  Factor  Log 
www.texmed.org/business_medicine/bm_pay_ad.html 

Quality  Improvement 

Clinical  Advocacy  Program;  Clinical  Practice  Guidelines; 
NCQA/JCAHO  Information  Checklist;  Economic  State 
of  the  State;  The  State  of  Managed  Care  Quality 
www.texmed.org/business_medicine/bm_qual_imp.html 

TPSO 

TMA-based  MSO  services:  Business  planning,  consul- 
tants, managed  care  contracting,  payment  equity,  quality 
initiatives,  seminars,  and  publications 
www.texmed.org/business_medicine/bm_tpso_main.html 

Physician  Advocacy 

Managed  care  programs  and  medical  ethics 
www.texmed.org/physician_advocacy/pa_ethics.html 

Patients’  Bill  of  Rights 

General  Provisions  in  the  Republican,  Democratic  Bills 
before  Congress;  Three-Pronged  Strategy  for  Patients’ 
Rights;  The  ‘Texas  bill’:  Texas  Physicians  Lead  Congres- 
sional Fight  for  Managed  Care  Liability  Reform;  link  to 
AMA  advocacy  information 

www.texmed.org/physician_advocacy/pa_main.html 

Education/CME 

CME:  Online  Catalog;  CME  Resource  Catalog;  CME  Op- 
portunities in  Texas  — searchable  index;  TMA  CME  Course 
Submission  Form,  CME  on  the  Internet 
www.texmed.org/education_cme/ec_cme_main.html 

Practice  Management  Seminars:  Risk  management  sem- 
inars; Financial  seminars  (with  Mercer  Global  Advisors); 
Reimbursement/payment  seminars;  Practice  manage- 
ment seminars;  home  study  programs 
www.texmed.org/education_cme/ec_prac_mng.html 

TMA  Library  & Resources 

TMA  Bookstore:  Legal,  managed  care,  office  management, 
and  OSHA  compliance  publications 
www.texmed.org/resource_center/rc_book.html 
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Law 


Watching  out  for  the  system 

Commissioner  Corner  talks  about  regulating  managed  care 


hen-Governor-elect  George  W. 
Bush  hadn’t  even  taken  office 
on  January  4,  1995,  when  he 
reached  across  the  aisle  to  tap  a 
conservative  Democratic  state 
legislator  from  rural  East  Texas 
to  serve  as  his  first  commis- 
sioner of  insurance.  A former  banker, 
realtor,  and  salesman,  Elton  Bomer,  of 
Montalba,  had  earned  the  reputation  of 
a hard-nosed,  no-nonsense  member  of 
the  House  of  Representatives.  > > 


Laura  J.  Albrecht 


By  Steve  Levine,  TMA  communication  director 
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Mr  Bomer  had  served  only  a few 
months  when  Governor  Bush  turned  to 
ihim  again,  asking  that  he  preside  over 
one  of  the  most  significant  and  contro- 
versial health  care  issues  of  this  decade 
— regulating  managed  care  organiza- 
tions. Now  into  his  second  term  as  chief 
executive  of  the  Texas  Department  of 
Insurance,  Mr  Bomer  has  emerged  as 
one  of  the  governor’s  highest  profile 
and  most  effective  appointees. 

As  managed  care  reform  and  pa- 
tients’ rights  legislation  have  leapt  from 
their  Texas  birthplace  and  engulfed  the 
nation,  Mr  Bomer  agreed  to  share  with 
Texas  Medicine  his  unique  assessment 
of  where  Texas  has  been  and  where  the 
state  is  going  on  this  vital  topic. 

Texas  Medicine:  After  Governor  Bush 
vetoed  the  Patient  Protection  Act  in 
1995  and  asked  you  to  develop  rules 
governing  managed  care,  you  went  with 
him  to  the  next  Texas  Medical  Associa- 
tion meeting  to  discuss  your  agenda. 
Share  with  us,  please,  what  the  gover- 
nor told  you  during  this  process. 


Mr  Bomer:  The  direction  the  governor 
gave  me  was  clear.  He  wanted  to  see  us 
continue  the  high  quality  of  health  care  in 
Texas,  and  he  wanted  to  keep  the  price 
down.  He  was  very  supportive  of  getting 
something  on  the  books  and  being  on  the 
leading  edge  in  ±e  country  on  managed 
care,  because  he  certainly  recognized  it 
was  here  to  stay.  He  wanted  to  address 
the  problem  after  the  bill  was  vetoed,  and 
he  did  that.  I’m  pleased  with  the  results. 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor* 
mation  on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 

1 
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Texas  Medicine:  Those  rules,  ulti- 
mately enacted  into  law,  are  arguably 
the  most  comprehensive  set  of  man- 
aged care  reforms  in  the  country.  Do 
you  think  Texas  is  being  emulated  by 
other  states? 

Mr  Bomer:  Well  it  certainly  should  be, 
and  I expect  it  will.  We  get  a lot  of  calls 
from  people  around  the  country.  The 
NAIC  (National  Association  of  Insurance 
Commissioners)  commissioners  and 
their  staffs,  as  well  as  legislators  from 


incentives.  I think  they  have  the  poten- 
tial of  undermining  medically  neces- 
sary decisions.  That  was  certainly  the 
case  of  the  Fort  Worth  HMO  (Harris 
Methodist  Health  Plan),  with  which  we 
reached  an  agreement  on  refunding 
more  than  $3  million  to  doctors  who 
were  wrongly  penalized  for  not  meet- 
ing the  HMO’s  economic  performance 
requirements  and  for  contributing  to 
the  HMO’s  pharmacy  deficit. 

I am  a patient.  I don’t  want  a doctor 
prescribing  the  cheapest  medication.  I 


am  a patient.  I don’t  want  a doctor  prescribing 


the 


cheapest  medication.  I want  the  most  effective  medication. 
I don’t  want  a doctor  not  prescribing  medication  because 
there’s  a bonus  involved  or  a great  deal  of  money  involved. 


other  states,  recognize  it  as  cutting  edge. 
They’re  generally  pleased  with  the  extent 
to  which  we  attacked  the  problem. 

Texas  Medicine:  Congress  is  making  a 
stab  at  a federal  version  of  patient  pro- 
tections. We  have  strongly  objected  to 
the  potential  federal  preemption  of  our 
statutes,  as  have  the  bills'  authors. 
Sen  David  Sibley  and  Rep  John 
Smithee.  Do  you  share  their  concerns? 

Mr  Bomer:  I share  their  concerns  100%. 
I think  it  will  have  a huge  impact.  I am 
generally  never  in  favor  of  any  federal 
law  that  preempts  state  law.  It  general- 
ly is  not  good  public  policy  to  do  that. 
There’s  some  reason  that  a law  is  like 
that  in  a particular  state.  This  is  a good 
example.  We  have  a good  state  law.  The 
sky  was  falling  when  it  passed,  but 
experience  has  proved  it  to  be  very 
good.  The  federal  law  wouldn’t  allow  it 
to  stay  in  place.  I think  that  would  be  a 
giant  step  backwards. 

Maintaining  physician 
control 

Texas  Medicine:  As  the  marketplace 
adjusts  to  these  new  laws  and  regula- 
tions, where  do  you  see  the  kinks  and 
enforcement  difficulties? 

Mr  Bomer:  A good  example  is  financial 


want  the  most  effective  medication.  I 
don’t  want  a doctor  not  prescribing 
medication  because  there’s  a bonus  in- 
volved or  a great  deal  of  money  in- 
volved. In  this  case,  a few  million 
dollars  were  involved. 

We’re  making  an  attempt  to  clarify 
what  are  acceptable  incentives  and 
what  are  not.  That  is  extremely  difficult 
to  do.  Our  language  will  necessarily  be 
fairly  generic,  fairly  broad,  because 
we’re  going  to  look  at  each  case  one  at 
a time.  We’re  already  looking  at  an- 
other HMO  that  we  feel  may  be  abus- 
ing a financial  incentive,  and  there’ll  be 
others  that  we  have  to  look  at.  I want 
to  give  the  HMO  industry  some  guide- 
lines so  the  HMOs  know  when  they’re 
breaking  the  law  and  when  they’re  not. 
That’s  only  fair.  But,  boy,  when  it 
comes  to  human  life  and  human 
health,  it’s  difficult  to  draw  a line  in  the 
sand  and  say,  ‘You  can’t  cross  over  this.’ 
I don’t  want  to  impair  the  medical 
judgment  of  doctors  and  their  relation- 
ships with  their  patients. 

Regulating  risk 

Texas  Medicine:  Physician  groups  are 
assuming  some  risk  in  their  contracts 
with  managed  care  organizations  and 
indirectly  with  employers.  The  recent 
spectacular  failure  of  FPA  Medical 
Management,  Inc,  has  left  physicians 
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with  several  hundred  million  dollars  of 
worthless  receivables,  an  eventuality 
you  and  your  staff  discussed  with 
TMA  some  time  ago.  Where  does  the 
state  go  regarding  any  possible  safe- 
guards for  situations  such  as  this? 

Mr  Bomer;  Insurance  companies,  by 
definition,  are  in  the  risk-taking  busi- 
ness, for  which  they  get  a premium.  I 
question  whether  doctors  should  be  in 
the  risk-taking  business.  In  discussions 
with  TMA  during  the  last  year  or  2, 
we’ve  recognized  that  there’s  some 
potential  for  a problem  out  there.  I was 
not  going  to  take  any  action  unless  I 
saw  some  problems.  Now  I’ve  seen 
some  problems.  My  first  identification 
of  this  potential  problem  was  with  IPAs 
(independent  practice  associations). 
But  FPA  dramatically  brought  the  prob- 
lem to  the  fore.  The  HMOs  still  have  lia- 
bility. They  still  have  responsibility  to 
the  patients,  to  the  enrollees,  regardless 
of  what  happens  to  FPA,  and  they’re,  by 
law,  fulfilling  that  responsibility. 

We  should  consider  whether  we  will 
recommend  that  the  legislature  give  us 
some  authority  to  license  the  risk  takers, 
whether  it  is  FPA  or  IPAs,  with  respect  to 
financial  solvency.  If  you  don’t  have  the 
financial  ability  to  take  on  this  risk,  you 
shouldn’t  take  on  this  risk.  We  go  to  a lot 
of  trouble  to  make  sure  that  an  FIMO  is 
financially  solvent  before  we  license  it. 
If  an  HMO  has  the  ability  to  immedi- 
ately transfer  that  risk  over  to  the  FPAs 
of  the  world  or  to  some  third  party  that 
we  don’t  license  and  for  which  we  don’t 
have  financial  monitoring  ability,  then 
the  HMOs  have  defeated  the  system. 

Texas  Medicine:  Employer  organiza- 
tions have  weighed  in  on  several  sides 
of  the  managed  care  debate,  concerned 
with  anticipated  premium  increases. 
What  do  you  consider  the  underlying 
reasons  for  the  recent  increases? 

Mr  Bomer:  HMOs  have  been  losing 
money  hand  over  fist,  and  that  can’t 
continue  to  happen.  There’s  so  much 
competition  out  there,  they’ve  cut  their 
prices  trying  to  get  the  business.  There 
have  been  many  start-up  HMOs  that 
necessarily  have  a lot  of  attendant  high 
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start-up  expense  per  enrollee,  and  that 
causes  the  losses.  If  you  cut  your  costs 
and  cut  your  costs  and  cut  your  costs 
through  the  managed  care  concept  and 
you’re  still  losing  a great  deal  of  money, 
it  seems  to  me  that  the  only  viable 
option  is  to  increase  the  premium.  And 
that  isn’t  all  bad.  I realize  that  the 
employers  bear  the  brunt  of  that,  but 
the  real  cost  of  medical  care  has  been 
higher  than  what  they’ve  been  paying. 


Texas  Medicine:  The  HMO  mergers 
and  subsequent  decrease  in  employer 
and  employee  choices  of  competing 
plans  are  unsettling  to  us.  How  do  you 
view  these  mega-mergers? 

Mr  Bomer:  As  long  as  that  doesn’t  get 
completely  out  of  hand  and  you’ve  got  1 
or  2 or  3 out  there,  then  it’s  going  to  be 
better.  There’s  going  to  be  more  financial 
stability  after  those  mergers  are  complet- 
ed. I don’t  have  anything  against  big 
companies.  We  can  regulate  them  as 
well  as  we  can  small  companies. 

Texas  Medicine:  TMA  believes  some 
of  the  more  predatory  activities  of  the 
plans  are  because  of  the  chaos  result- 
ing from  these  mergers,  plus  some  pur- 
poseful decisions  to  play  "hardball” 
with  doctor  groups.  What  do  you  see 
going  on  in  those  circumstances? 

Mr  Bomer:  I don’t  have  an  answer  to 
that.  But  I am  considering  some  rules 
that  require  HMOs  to  set  up  premium 
deficiency  reserves.  If  they  come  with  a 
business  plan  that  says,  “We  plan  to 
lose  $1  million  next  year,”  I might 
respond  with  a set  of  rules  that  says, 
“Okay,  that’s  fine,  but  you’ve  got  to  put 
up  $1  million  in  reserves.”  It  would 
protect  the  employers,  and  it  would 
protect  the  providers. 
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Texas  Medicine:  In  all  fairness,  you 
have  noted  during  your  prompt-pay 
enforcement  campaign  that  some- 
times the  problems  are  in  the  doctors' 
offices,  not  with  the  payers.  What  ad- 
vice do  you  have  for  what  physicians 
should  do  to  make  the  payment 
process  easier? 

Mr  Bomer:  If  they’re  using  a billing  ser- 
vice, they  ought  to  make  sure  that  the 


billing  service  is  doing  a good  job, 
because  they’re  not  all  doing  a good  job. 
(See  “Billers  Beware,”  Texas  Medicine, 
October  1998,  pp  28-32.)  If  the  doctors 
are  doing  their  own  billing,  they  ought 
to  review  their  process  or  at  least  have 
someone  come  in  to  review  it  for  them  to 
make  sure  they’re  doing  a real  good  job. 
They  ought  to  make  sure  that  all  the  doc- 
umentation that’s  needed  gets  there  so 
that  45-day  clock  can  start.  And  then 
when  you  have  to  refile  a claim,  it  ought 
to  be  done  efficiently  and  in  a hurry. 

Also,  we  recently  updated  our  “As- 
sistance for  Providers”  brochure  that 
includes  a number  of  ways  to  make  the 
payment  process  easier.  Doctors  can 
obtain  that  brochure  by  calling  (800) 
599-SHOPP  or  305-7211  in  Austin.  It’s 
also  available  on  our  Internet  Web  site 
at  www.tdi.state.tx.us,  which  also  in- 
cludes a new  page  of  information  and 
Internet  links  devoted  to  helping  physi- 
cians and  other  providers  with  their  in- 
surance-related problems. 

IRO  access 

Texas  Medicine:  Since  September 
1997,  fewer  than  200  HMO  complaints 
have  been  sent  to  independent  review 
organizations  (IROs).  Everyone's  ini- 
tial estimates  were  much  higher.  To 
what  do  you  attribute  the  small  num- 
ber of  complaints? 


If  they  come  with  a business  plan  that  says, 

“We  plan  to  lose  $1  million  next  year,”  I might  respond 
with  a set  of  rules  that  says,“0kay,  that’s  fine, 
but  you’ve  got  to  put  up  $1  million  in  reserves.” 
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; Mr  Bomer:  It  may  have  been  an  overesti- 
I mate  in  the  first  place,  although  certain- 
ly those  kinds  of  adverse  determinations 
in  the  past  were  3,400  to  3,500  a year. 
The  HMOs  and  their  utilization  review 
agents  are  probably  doing  a better  job  of 
determining  whether  treatments  are 
medically  necessary.  1 also  have  some 
concern  that  maybe  after  an  adverse 
determination  was  made  that  the 
enrollee  was  not  being  told  that  he  or  she 


had  access  to  an  independent  review 
organization.  1 wanted  to  make  sure,  so 
on  July  30, 1 sent  a bulletin  to  remind  all 
the  companies  that  upon  an  adverse 
determination  it’s  their  responsibility 
under  the  law  to  inform  the  enrollee  that 
he  or  she  has  access  to  the  IRO. 

Texas  Medicine:  Do  you  have  any 
general  words  of  wisdom  for  the  med- 
ical profession  in  coping  with  the  con- 


vulsions in  the  health  care  market- 
place? 

Mr  Bomer:  It’s  my  pleasure  to  take  calls 
from  doctors  and  fIMOs  alike,  time  and 
time  again,  trying  to  work  on  this  prob- 
lem. If  we  put  enough  man-hours 
toward  trying  to  solve  this  problem,  we 
will  improve  it  over  time.  I just  hope 
the  doctors  and  the  HMOs  don’t  give 
up  on  each  other  until  it’s  done.  ★ 


Ignorance  is  not  bliss 

Knowledge  is  power  when  signing  a managed  care  contract 


he  inanimate,  little  1.5-g  pieces  of  matter  carry 
far  more  import  than  they  should.  Worse,  they 
tend  to  multiply,  like  aggressive  malignancies, 
to  form  paperwork  — that  dreaded,  colossal 
barrier  between  physicians  and  weightier  mat- 
ters. Growing  mounds  of  it  demand  physicians’ 
attention  and  steal  time  away  from  healing  the 
sick  and  saving  the  dying. 


Physicians  have  a known  tendency 
to  abhor  most  paperwork  and  to  avoid 
it  as  much  as  possible,  especially  the 
: business-related  kind.  But  many  physi- 
cians have  found  to  their  detriment 
that  no  one  should  just  glance  at  a 
managed  care  contract  and  then  sign  it. 

It’s  far  more  sensible  to  invest  time 
and  money  into  knowing  your  own 
“business”  and  the  terms  of  any  man- 
aged care  contract  beforehand,  experts 
say,  than  to  face  potentially  unpleasant 
and  costly  truths  later. 

'Do  I have  to  read  this? 

“I  wish  I had  a dollar  for  every  physician 
jwho  called  and  asked,  ‘They  can’t  do 
this  to  me,  can  they?”’  said  Austin  attor- 
I ney  Michael  Stem,  JD,  who  reviews  con- 
[ tracts  for  Texas  Medical  Association 


members  for  a reduced  fee.  “Those  calls 
always  come  from  physicians  who 
haven’t  read  their  contracts  and  don’t 
know  what  they  say.  Otherwise,  they 
would  know  about  that  ‘termination 
without  cause’  clause  or  that  paragraph 
that  says  you  can’t  bill  patients  directly.” 

Physicians  who  review  their  con- 
tracts or  have  someone  else  review 
them  know  what  they’re  signing  and 
don’t  seem  to  have  that  problem,  Mr 
Stern  says.  “They  know  to  some  extent 
these  contracts  are  burdensome  and 
overreaching,  but  at  least  they  realize  it 
ahead  of  time.” 

Frequently,  a physician  will  get  a let- 
ter from  a managed  care  company  say- 
ing, “Dear  Doctor,  We’re  reducing  your 
reimbursement.  Sign  here  if  you  agree 
to  these  terms.  If  not,  consider  this  letter 


to  be  a 60-day  notice  of  termination  of 
your  contract.”  These  days,  more  than 
ever,  as  managed  care  companies  lose 
money,  the  first  thing  they’re  going  to  do 
is  cut  physicians’  reimbursements,  Mr 
Stern  said.  “That’s  why  it’s  so  important 
for  physicians  to  not  put  all  their  eggs 
into  one  basket.  They  don’t  want  to  find 
themselves  faced  with  having  to  either 
accept  extremely  reduced  fees  or  lose  a 
significant  number  of  patients.” 

Such  a decision  is  a perfect  example 
of  why  physicians  should  prepare  be- 
fore even  thinking  about  signing  a 
managed  care  contract,  according  to 
Dick  Bates,  co-owner  of  Physician  Net- 
work Management  Inc,  a consulting 
group  that  helps  physicians  form  and 
maintain  profitable  independent  prac- 
tice associations  (IPAs).  “When  you’re 
asked  to  make  that  choice,  sometimes 
it  might  be  better  to  go  ahead  and  can- 
cel that  contract,”  Mr  Bates  said.  “But  if 
you  don’t  know  what  it  costs  to  run 
your  practice  or  what  you’re  getting 
paid,  you  don’t  know  which  contracts 
are  profitable  and  which  are  not.” 

In  some  ways,  managed  care  con- 
tracts are  like  stocks,  Mr  Bates  says. 
“You  have  good  ones  and  you  have  bad 
ones.  And  periodically,  you  need  to  go 
through  them,  cut  your  losses  with  the 
bad  ones,  and  open  yourself  up  to 
some  new  ones.”  The  too-many-eggs- 
in-one-basket  analogy  holds  true  for 
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stocks  as  well  as  for  physicians  and 
managed  care  contracts,  he  says.  “Ever 
heard  of  anyone  building  a stock  port- 
folio on  just  1 stock?” 

Physicians  need  to  know  when 
they’re  stuck  with  bad  contracts,  Mr 
Bates  says,  and  when  the  time  comes. 


they  need  to  be  able  to  cancel  the  un- 
profitable ones.  “Sometimes,  you’re  bet- 
ter off  saying.  Thanks,  but  no  thanks.’” 

Is  this  good  for  my  practice? 

How  do  physicians  determine  which 
contracts  are  good  and  which  are  bad? 


Unless  every  contract  they  expect  to 
sign  will  be  straight  capitation  (and 
even  then  it  doesn’t  hurt),  physicians 
should  first  know  their  own  operating 
costs  and  then  convert  those  costs  back 
into  some  per-unit  basis,  Mr  Bates 
explains,  whether  that  is  per  visit  or 


Minimum  contract  ‘shoulds’: 

Checklist  of  what  ought  to  be  in  a managed  care  contract 


In  an  ideal  contract  with  a managed  care  plan,  the  fol- 
lowing should  be  true: 

1.  The  contract  should  sufficiently  identify  the  party  or 
parties  responsible  for  paying  you  so  you  can  investi- 
gate their  financial  strength,  client  base,  and  reputation. 

2.  The  contract  should  require  your  fees  to  be  paid 
within  a specified  number  of  days,  ie,  30  days,  and  also 
provide  penalties  for  delayed  payment. 

3.  The  contract  should  allow  you  reasonable  time  to  sub- 
mit completed  bills  and  allow  you  to  submit  bills  after 
the  designated  time  when  extra  time  is  needed  be- 
cause of  circumstances  beyond  your  control. 

4.  The  managed  care  organization  (MCO)  should  give 
you  a detailed  written  description  of  the  procedure  for 
verifying  patient  eligibility  and  coverage,  and  the  con- 
tract should  require  the  payer  to  pay  you  for  your  ser- 
vices if  you  followed  its  procedure  but  a mistake  was 
made  in  a patient’s  verification. 

5.  The  MCO  should  give  a detailed  description  of  utiliza- 
tion review,  quality  assurance,  and  dispute  resolution 
protocols,  which  should  be  fair  and  allow  meaningful 
input  from  participating  physicians. 

6.  The  contract  should  not  hold  you  to  a higher  standard 
of  medical  practice  than  a reasonable  physician  act- 
ing under  the  same  or  similar  circumstances. 

7.  If  the  contract  requires  you  to  provide  anything  other 
than  medical  services  (ie,  participation  in  the  MCO's 
peer  review  committee),  the  MCO  should  provide  you 
adequate  legal  protection  and  reasonable  compensa- 
tion for  such  activities. 

8.  The  contract  between  you  and  the  MCO  should  spec- 
ify the  amount  and  type  of  insurance  that  covers  the 
MCO's  activities  — and  it  should  cover  you,  also. 

9.  The  contract  should  not  require  you  to  get  more  insur- 
ance coverage  or  different  types  of  insurance  than 
what  you  currently  have. 

10.  You  should  be  able  to  translate  your  fee  schedule  into 
real  dollars,  per  hour  per  procedure. 

11.  The  contract  should  not  require  you  to  indemnify  or 
hold  harmless  any  other  party  or  to  agree  to  be  solely 
responsible  for  any  harm  to  covered  patients. 


12.  You  should  have  the  right  to  reject  any  new  groups  of 
patients  or  alternate  fee  arrangements,  without  termi- 
nating your  right  to  provide  services  to  existing  pa- 
tients or  groups  under  the  contract. 

13.  The  contract  should  not  contain  provisions  that  re- 
quire you  to  significantly  alter  you  practice,  ie,  your 
availability,  referral  practices,  or  staffing. 

14.  If  the  contract  includes  capitation,  risk-sharing,  or 
withhold  arrangements,  they  should  be  described 
clearly  and  with  enough  detail  that  you  can  evaluate 
the  risks  you  are  accepting. 

15.  The  contract  should  not  allow  either  party  to  unilater- 
ally amend  the  contract,  the  fee  schedule,  the  risk- 
sharing arrangements,  or  any  related  documents,  and 
it  should  not  allow  either  party  to  terminate  the  con- 
tract without  cause  (which  should  be  defined  in  a 
manner  that  is  fair  to  both  parties). 

16.  The  contract  should  say  that  after  the  contract  is  ter- 
minated and  until  the  MCO  has  made  medically  ap- 
propriate referrals  of  patients  who  continue  to  need 
your  services,  the  payer  shall  pay  your  standard  fees 
for  seeing  those  patients. 

17.  The  contract  should  allow  you  to  bill  patients,  when  the 
MCO  or  the  payer  fails  or  is  unable  to  pay,  for  services 
not  covered  by  the  contract,  and  when  you  have  ad- 
vised the  patient  that  the  MCO  or  payer  has  determined 
that  proposed  services  are  not  medically  necessary. 

18.  The  contract  should  prohibit  the  MCO  from  disclosing 
any  information  you  give  or  any  information  about  you 
that  is  connected  to  any  credentialing  or  peer  review 
deliberations,  unless  law  requires  such  disclosure. 

19.  The  MCO  should  provide  you  ail  documents  related  to 
the  contract. 

20.  The  contract  should  incorporate  any  verbal  represen- 
tations the  MCO  has  made  to  you  about  the  plan  and 
its  operations. 

21.  At  a minimum,  the  contract  should  incorporate  HMO 
and  PPO  regulations  adopted  by  the  Texas  Depart- 
ment of  Insurance  and  the  Texas  Department  of 
Health  governing  the  quality,  utilization,  and  due 
process  standards  of  managed  health  plans. 

Source:  Andre  Hampton,  J D,  and  the  TM A Office  of  the  General  Counsel 
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Iper  procedure  or  some  other  denomi- 
nator. Physicians  should  determine 
jwhat  they  spend  most  of  their  time 
Idoing  or  what  their  top  20  or  30  proce- 
Idure  codes  are,  Mr  Bates  adds.  “When 
lyou  convert  your  pool  of  overhead  dol- 
'lars  back  to  a per  visit  or  per  procedure 
basis,  you  get  a baseline  from  which  to 
evaluate  contracts.” 

In  business  terms,  it’s  called  a pric- 
ing strategy.  If  you  know  what  your 
practice  costs  you,  then  you  can  deter- 
mine how  much  more  you  want  to  earn 
above  those  costs.  With  managed  care 
contracts,  that  can  become  tricky, 
which  is  all  the  more  reason  to  analyze 
them  with  as  much  specificity  as  possi- 
ble, Mr  Bates  says.  “Find  out  answers 
|ito  questions  such  as.  What  are  the  com- 
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See  for  yourself 


An  example  of  a model  managed  care  contract  can  be  found  in 
the  "Members  Only"  section  of  Texas  Medical  Association's  Web 
site  at  www.texmed.org.  See  also  the  American  Medical  Associ- 
ation's model  contract  on  the  AMA's  Web  site  at  www.ama- 
assn.org/physleg/legal/doc4. 


not  only  keep  copies  of  their  contracts 
but  also  to  monitor  them  as  well. 
“When  I ask  a group  of  physicians, 
‘How  many  of  you  know  that  you’re  get- 
ting paid  your  contracted  rates?’  none 
of  them  do.  But  they’ll  say,  ‘I  don’t  think 
I am,  but  I don’t  know  how  to  check  it.’” 


“That’s  why  it’s  so  important  for  physicians  to  not  put 
all  their  eggs  into  one  basket.  They  don’t  want  to  find 
themselves  faced  with  having  to  either  accept  extremely 
reduced  fees  or  lose  a significant  number  of  patients’’ 


Dany’s  payment  mechanisms?  Exactly 
Arho  will  pay  me?  If  there  is  a withhold, 
Afhat  is  the  mechanism  for  the  return  of 
diat  withhold?” 

If  a contract  offers  less  than  that  of 
y^our  pricing  strategy,  he  said,  “you 
lon’t  want  to  sign  or  renew  that  con- 
;ract.”  He  is  among  many  consultants 
Afho  say  they  are  amazed  at  how  many 
Dhysicians  do  not  know  exactly  what 
;hey  are  supposed  to  earn  in  a contract 
Dr  even  who  is  paying  them. 

Katherine  Cartwright,  a Houston- 
Dased  consultant,  urges  physicians  to 
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By  her  own  estimate  based  on  years  of 
experience,  Ms  Cartwright  believes  that 
40%  of  the  time,  physicians  are  not  be- 
ing paid  correctly  — and  usually  the  er- 
rors do  not  favor  them. 

“The  next  biggest  thing  I see  is  that 
physicians  have  no  idea  what  their  pay- 
ment experience  is  with  the  organiza- 
tions they  contract  with,”  she  added. 
“When  a patient  comes  in,  the  physi- 
cian needs  to  keep  track  of  2 things, 
not  only  who  the  payer  is  but  also 
which  network  the  patient  is  with.” 
With  the  confusing  web  of  payers  and 


TMA  contract  review  services 


Texas  Medical  Association  members  may  obtain  independent 
contract  reviews  for  $150  per  document.  Contact  Andre  Hamp- 
V ton,  JD,  attorney-mediator,  at  515  Congress  Ave,  Ste  2000, 

Austin,  TX  78701;  (512)  469-9006. 


players  these  days,  especially  with  pre- 
ferred provider  organizations  (PPOs), 
she  says  there  is  no  way  to  evaluate 
benefits  or  disadvantages  of  specific 
contracts  without  knowing  which  con- 
tract gives  you  how  much  business. 

Conforming  your  fees  to  the  market 
is  important,  as  well.  Some  physicians 
do  not  keep  their  fee  schedules  current 
and  charge  either  way  too  little  or  way 
too  much,  Mr  Bates  says.  “Every  2 or  3 
years,  physicians  should  benchmark 
their  fee  schedules  with  some  factor 
such  as  RBRVS  [resource-based  relative 
value  scale],  or  they  should  use  one  of 
the  national  services.” 

Solo  practitioners  and  small  group 
practices  hesitate  to  invest  in  such  busi- 
ness concerns  because  they’re  too  busy 
to  think  about  it  or  because  they  believe 
they  cannot  afford  to  hire  someone  to 
help  them,  Mr  Bates  says.  “But  it  can’t 
help  but  pay  off.”  For  instance,  you  can 
learn  when  to  try  to  negotiate  for  higher 
fees,  he  says.  “All  they  can  do  is  say  no.” 

Many  physicians  have  responded  to 
the  onslaught  of  managed  care  by 
working  longer  hours,  and  in  some 
cases  that  may  be  the  only  choice,  con- 
sultants say.  But  the  goal  should  always 
be,  Mr  Bates  says,  to  learn  how  to  work 
smarter,  not  harder.  ★ 
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“All  for  one,  one  for  all, 
that  Is  our  motto.’”' 


ALL  FOR  ONE... 

Were  34,0(K)  nienibers  strong,  and  our  combined  strength  makes  us  a force  to  be  recognized. 

ONE  FOR  ALL... 

We  have  one  association... and  one  insurance  trust  exclusively  to  serve  our  needs. 


“The  purpose  of  our  Insurance  Trust 
is  to  provide  a stable,  cost-effective 
and  continuously  available  source  of 
coverage  for  Texas  physicians. 

“In  order  to  achieve  that  goafTMAIT 
cannot  promote  programs  geared  to 
achieve  short  term  gains  for  small 
segments  of  the  entire  membership. 

“As  a result,  TM AIT  may  not  always 
have  the  lowest  priced  coverage  for 
each  physician;  however,  TMAIT  will 
always  work  to  provide  financially 
secure,  competitively  priced  coverage 
that  Texas  physicians  can  count  on 
for  the  long  term.” 

^ ’tp, 

Albert  E.  Gunn,  MD 
Chairman  of  the  Board 
Texas  Medical  Association 
Insurance  Trust 


Support  your  Insurance  Trust.,.  Support  your  colleagues... Protect  your  future. 


Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 
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Association 


Tlw  Time  Musketeers,  Alexandre  Dumas  the  Elder 


Find  out  more  about  the  many  insurance 
plans  available  to  you  through  TMAIT. 
Call  toll  free  1 800-880-8181, 

Dept.  2210,  weekdays  between 
7:30  a.m.  and  5:30  p.m. 
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Be  prepared 

Medicaid  and  Medicare  managed  care  come  to  a town  near  you 


Larry  Martin 


emember  back  when  Medicaid 
was  Medicaid  and  Medicare  was 
Medicare?  These  state  and  fed- 
eral programs,  which  respec- 
tively provide  medical  assistance 
to  low-income  families  and 
health  insurance  for  individuals 
with  disabilities  and  the  elderly,  were 
complicated  enough  when  they  became 
law  as  part  of  the  Social  Security  Act 
in  1965.  Now  we’ve  added  managed  care 
to  the  mix.  >►  >► 


By  Johanna  Franke,  Associate  editor 
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Rolling  over  Texas 

If  you  haven’t  heard  about  recent 
Medicaid  managed  care  rollouts  in  San 
Antonio  and  Houston,  you  probably 
know  what  the  underbelly  of  a big  rock 
looks  like.  Or  maybe  you  used  that  rock 
ito  hide  from  the  rollouts.  San  Antonio 
j and  Houston  so  far  have  survived  their 
! transitions,  though  their  journeys 
haven’t  been  easy. 

I The  state  offers  patients  and  physi- 
[cians  2 delivery  models  for  Medicaid 
: managed  care:  health  maintenance  orga- 
I nizations  (HMOs)  and  the  state-adminis- 
tered primary  care  case  management 
(PCCM)  model.  Though  both  options  are 
■available  in  most  service  areas,  only  the 
HMO  model  is  offered  in  Austin  and  Fort 
Worth  and  only  the  PCCM  model  is  of- 
fered in  the  Gulf  Coast  service  area.  More 
than  half  of  the  Lubbock  and  San  Antonio 
Medicaid  patients  have  enrolled  in  the 
PCCM  model,  a managed  fee-for-service 
option,  and  it’s  gaining  popularity  in  Har- 
ris County. 

“Converting  from  traditional  fee-for- 
service  Medicaid  to  managed  care  re- 
quires some  fundamental  changes  in 
who’s  playing  or  how  those  who  con- 
tinue to  play  need  to  change  how  they 
participate,”  said  Eric  Baumgartner, 
MD,  chief  of  the  Texas  Department  of 
Health’s  (TDH’s)  Bureau  of  Managed 
Care.  “The  conversion  problems  we 
saw  had  to  do  with  providers  misun- 
derstanding the  contracts  they  had 
with  plans  and  the  patients  not  realiz- 
ing they  needed  to  choose  plans.” 

When  Medicaid  managed  care  rolled 
out  in  San  Antonio  in  September  1996, 
40%  of  Medicaid  patients  did  not  select 
their  plans  and  were  dealt  out  to  physi- 
cians by  a computer  that  was  fed  incor- 
rect information  by  plans  and  physicians. 
Dr  Baumgartner  says.  The  bad  data 
caused  the  computer  to  assign  patients  to 
the  wrong  types  of  specialists,  split  up 
family  members  among  several  different 
physicians,  and  matched  patients  with 
physicians  across  town  when  they  could 
have  gone  to  neighborhood  doctors. 

“And  the  plans  clearly  had  problems 
paying  claims  in  the  first  year,”  Dr  Baum- 
gartner said.  “That  was  brought  to  the 
state’s  attention,  and  we  worked  vigor- 
ously with  the  local  provider  community 
and  the  plans  to  make  a lot  of  extreme 
corrections  to  rectify  that  problem.” 


Many  of  these  start-up  problems 
were  avoided  during  the  Houston  roll- 
out last  December  because  of  a delayed 
default,  a staggered  enrollment,  readi- 
ness reviews  of  Harris  County  plans, 
and  community  outreach.  Dr  Baum- 
gartner says.  Less  than  20%  of  Medic- 
aid patients  did  not  select  plans  this 
time  around.  “For  the  fourth  largest 
city  in  the  nation,  that’s  truly  a phe- 
nomenal event,”  he  said. 

Readiness  reviews  allowed  TDH  offi- 
cials to  make  sure  the  managed  care 


plans  had  their  key  staff  and  infrastruc- 
ture in  place,  their  policies  and  protocol 
developed,  and  their  systems  functioning 
before  they  received  their  first  patients. 
Educational  efforts  such  as  meetings, 
media  campaigns,  and  public  events  or- 
ganized by  the  providers,  community  or- 
ganizations, and,  in  particular,  the  Harris 
County  Medical  Society  (HCMS),  pre- 
pared patients  and  physicians  for  the 
changes.  Dr  Baumgartner  says. 

Houston  family  practitioner  Lewis 
Foxhall,  MD,  who  chaired  the  HCMS 
Medicaid  managed  care  advisory  commit- 
tee, says  pulling  together  the  “key  folks” 
helped  the  rollout  process.  HCMS  held 
educational  seminars  during  which  physi- 
cians who  had  been  the  traditional  signif- 
icant Medicaid  population  providers  in 
Houston  met  with  TDH  officials  and  man- 
aged care  plan  directors.  “This  was  really 
important  because  many  physicians  who 
take  care  of  Medicaid  patients  have  very 
little  managed  care  experience,”  said  Dr 
Foxhall,  associate  vice  president  for 
health  policy  at  The  University  of  Texas 
M.D.  Anderson  Cancer  Center.  Physicians 
learned  about  dual  eligibility  for  patients 
tvith  Medicaid  and  Medicare  and  how  to 
get  the  state  restriction  of  1,500  Medicaid 
managed  care  patients  per  physician 
raised  if  the  physicians  could  demon- 
strate quality  care  and  adequate  access  in 
their  practices. 


Pediatrician  Dianna  Burns,  MD,  whose 
San  Antonio  office  serves  a large  Medic- 
aid population,  believes  she’s  worked  out 
most  of  the  Medicaid  managed  care  tran- 
sition kinks  in  her  office.  “Or  maybe 
we’ve  Just  gotten  used  to  things  being  at 
a certain  level,”  she  added.  “The  mechan- 
ics go  up  and  down.” 

Dr  Burns  and  her  staff  still  have 
problems  verifying  Medicaid  managed 
care  patients  and  determining  in  which 
plans  they’re  enrolled  because  many 
plans  don’t  have  updated  eligibility 


lists.  Medicaid  managed  care  also  fal- 
ters for  Dr  Burns  in  some  cases  when 
she  tries  to  provide  continuous  preven- 
tive care,  which  is  especially  important 
for  her  pediatric  patients.  She  says 
Medicaid  managed  care  patients  have 
primary  care  physicians  (PCPs),  but 
they’re  allowed  to  go  anywhere  if  they 
need  physicals.  “If  another  physician 
picks  up  on  something  wrong  with  one 
of  my  patients,  1 need  to  follow  up,”  Dr 
Burns  said.  “But  if  that  patient  didn’t 
come  to  see  me  face-to-face,  my  ability 
to  follow  up  on  that  patient  decreases.” 

But  overall.  Dr  Burns  thinks  Medi- 
caid managed  care  improves  the  qual- 
ity of  care  as  long  as  it  doesn’t  focus 
completely  on  cost. 

Medicaid  managed  care  will  arrive  in 
Dallas  next  July  and  is  scheduled  to 
cover  the  rest  of  the  state  by  September 
1,  2002  (see  “Medicaid  Managed  Care 
Rollout  Dates,”  p 54).  The  Dallas  Medic- 
aid managed  care  rollout  may  include  2 
new  state-administered  network  models: 
an  ECM  (enhanced  case  management 
model)  and  a PHP  (prepaid  health  plan). 
The  ECM,  a refined  version  of  the  PCCM, 
would  strengthen  utilization  and  quality 
management  functions  to  better  manage 
patient  care  and  costs.  The  ECM  network 
would  be  established  through  the  state 
subcontractor,  Birch  & Davis,  and  pri- 
mary care  physicians  still  would  be  paid 


“Converting  from  traditional  fee-for-service  Medicaid 
to  managed  care  requires  some  fundamental 
changes  in  who’s  playing  or  how  those  who  continue 
to  play  need  to  change  how  they  participate.” 
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Medicaid  managed  care 
rollout  dates 


MEDICAID  MANAGED  CARE  STATEWIDE  IMPLEMENTATION  SCHEDULE. 


DATE  SERVICE  AREA 

COUNTIES 

7/1/99  Dallas  County 

(DALLAS)  Collin,  Dallas,  Ellis,  Hunt,  Kaufman,  Navarro,  Rockwall 

9/1/99  Hill  Country 

(FREDERICKSBURG)  Bandera,  Edwards,  Gillespie,  Kerr,  Kimble,  Real,  Llano,  Mason, 
San  Saba 

12/1/99  El  Paso  County 

(EL  PASO)  Culberson,  El  Paso,  Hudspeth 

9/1/00  Bell/McLennan 

Lampasas,  Mills;  (TEMPLE)  Bell,  Bosque,  Coryell,  Hamilton,  Hill,  Milam;  (WACO) 
Falls,  Freestone,  Limestone,  McLennan 

2/1/01  Northwest  Texas 

(HHSC  Reg  3)  Erath,  Palo  Pinto,  Somervell;  (HHSC  Reg  2)  Archer,  Baylor,  Brown, 
Callahan,  Clay,  Coleman,  Comanche,  Eastland,  Fisher,  Foard,  Hardeman,  Haskell, 
Jack,  Jones,  Knox,  Montague,  Nolan,  Shackelford,  Stephens,  Stonewall,  Taylor, 
Throckmorton,  Wichita,  Wilbarger,  Young 

9/1/01  South  Texas 

(BROWNSVILLE,  HARLINGEN)  Cameron,  Kenedy,  Willacy;  (CORPUS  CHRISTI) 
Kleberg,  Nueces;  (LAREDO)  Aransas,  Bee,  Duval,  Jim  Hogg,  Live  Oak,  McMullen, 
Refugio,  San  Patricio,  Webb,  Jim  Wells,  Zapata;  (McALLEN)  Brooks,  Hidalgo,  Starr 

9/1/01  Victoria 

DeWitt,  Goliad,  Karnes,  Lavaca;  (VICTORIA)  Calhoun,  Gonzales,  Jackson,  Victoria 

2/1/02  East  Texas 

(HHSC  Reg  3)  Cooke,  Fannin,  Grayson;  (HHSC  Reg  4)  Anderson,  Bowie,  Camp,  Cass, 
Cherokee,  Delta,  Franklin,  Gregg,  Harrison,  Henderson,  Hopkins,  Lamar,  Marion,  Mor- 
ris, Panola,  Rains,  Red  River,  Rusk,  Smith,  Titus,  Upshur,  Van  Zandt,  Wood;  (HHSC 
Reg  5)  Angelina,  Austin,  Brazos,  Burleson,  Colorado,  Grimes,  Houston,  Jasper,  Leon, 
Madison,  Matagorda,  Nacogdoches,  Newton,  Polk,  Robertson,  Sabine,  San  Augustine, 
San  Jacinto,  Shelby,  Trinity,  Tyler,  Walker,  Washington,  Wharton 

9/1/02  Bexar  expansion 

Dimmit,  Frio,  Kinney,  LaSalle,  Maverick,  Uvalde,  Val  Verde,  Zavala 

9/1/02  Midland 

(MIDLAND/ODESSA)  Andrews,  Crane,  Ector,  Glasscock,  Howard,  Martin,  Midland, 
Reagan,  Upton 

9/1/02  Panhandle 

(AMARILLO)  Armstrong,  Bailey,  Borden,  Briscoe,  Carson,  Castro,  Childress,  Cochran, 
Collingsworth,  Cottle,  Dallam,  Dawson,  Dickens,  Donley,  Gaines,  Gray,  Hall,  Hans- 
ford, Hartley,  Hemphill,  Hutchinson,  Kent,  King,  Lipscomb,  Mitchell,  Moore,  Motley, 
Ochiltree,  Oldham,  Parmer,  Potter,  Randall,  Roberts,  Scurry,  Sherman,  Deaf  Smith, 
Swisher,  Wheeler,  Yoakum 

9/1/02  West  Texas 

(HHSC  Reg  2)  Runnels;  (HHSC  Reg  10)  Brewster,  Jeff  Davis,  Presidio;  (HHSC  Reg  9) 
Irion  Coke,  Concho,  Crockett,  Tom  Green,  Loving,  McCulloch,  Menard,  Pecos,  Reeves, 
Schleicher,  Sterling,  Sutton,  Terrell,  Ward,  Winkler 

Source:  Texas  Health  and  Human  Services  Commission 


54 


Texas  Medicine  ir  November  1998 


www.texmed.or 


Medical  Economics 


Medicaid  fees  for  service,  plus  a monthly 
case  management  fee.  The  PHP  network 
I would  be  partially  capitated  for  a defined 
set  of  physician  and  ancillary  services 
'and  consist  of  a provider  organization 
'contracted  to  deliver  primary  and  spe- 
icialty  care  services. 

I Dr  Baumgartner  says  the  Dallas  roll- 
out, which  will  include  a breakout  of  be- 
havioral health  into  separate  contracts, 
will  benefit  from  a more  experienced 
Maximus,  the  state  enrollment  broker, 
as  well  as  cultural  awareness  lessons 
learned  during  the  Houston  rollout. 

Bubba  comes  knockin’ 

Whether  you  call  it  Medicare -t  Choice  or 
Medicare  Part  C,  this  new  option  creat- 
ed by  the  Balanced  Budget  Act  (BBA)  of 
1997,  affectionately  known  as  “Bubba,” 
has  changed  the  face  of  Medicare. 

• Experts  say  Medicare  needs  a good 
I facelift,  as  the  post- World  War  II  baby 
j boomers  reach  their  golden  years  and 
j become  eligible  for  Medicare  benefits. 

“US  Health  and  Human  Services 
I Secretary  Donna  Shalala  said  the  Bal- 
lanced  Budget  Act  is  the  biggest  change 
in  the  Medicare  program  since  its  in- 
ception,” said  Del  Snoberger,  director  of 
Medicare  Risk  Programs  for  Blue  Cross 
and  Blue  Shield  of  Texas.  “And  the  more 
I try  to  comply  with  the  things  the  BBA 
;has  thrown  us,  the  more  I tend  to  agree 
jwith  her  comment.  It  is  massive.” 
i With  Medicare-!- Choice,  Medicare 
beneficiaries  entitled  to  Medicare  Part  A 
(hospital  insurance),  enrolled  in  Medicare 
Part  B (medical  insurance),  free  of  end- 
stage  renal  disease,  and  residing  in  a 
plan’s  service  area  can  select  from  several 
possible  Medicare  Part  C options  begin- 
ning in  January  1999.  The  Health  Care  Fi- 
inancing  Administration  (HCFA)  kicked 
loff  last  month  a more  than  $90  million 
educational  campaign,  which  includes 
I’. -palth  fairs,  media  briefings,  benefit 
counseling,  and  mailings  to  the  39  million 
US  Medicare  beneficiaries,  to  get  the 
word  out  on  the  following  Part  C choices: 

''  • HMOs  will  provide  health  care 

* through  preselected  networks  of 

physicians  and  providers. 

• HMOs  with  point-of-service  (HMO/ 

POS)  options  will  provide  health 


care  through  preselected  networks 
of  physicians  and  providers  with  the 
option  to  see  out-of-network  physi- 
cians/providers under  specified  plan 
conditions. 

Provider-sponsored  organizations 
(PSOs)  will  offer  services  and  oper- 
ate similarly  to  HMOs,  but  will  be  a 
cooperative  effort  between  and 
administered  by  the  providers  and 
physicians  themselves. 

Preferred  provider  organizations 
(PPOs)  will  pay  for  health  care  with- 
in or  outside  networks,  but  out-of- 
network  services  will  require  a high- 
er copay. 

Religious  fraternal  benefit  society 


plans  can  restrict  plan  enrollment  to 
beneficiaries  who  are  members  of  the 
church,  convention,  or  group  with 
which  the  society/plan  is  affiliated. 
Private  fee-for-service  plans,  or  pri- 
vate indemnity-type  plans  selected  by 
beneficiaries,  can  allow  beneficiaries 
to  see  any  provider,  but  they  must 
pay  for  what  their  plans  do  not  cover. 
Medical  savings  accounts  (MSAs), 
along  with  high-deductible  health 
insurance  plans,  will  be  used  by  ben- 
eficiaries to  pay  for  medical  services. 
Medicare  will  pay  plan  premiums 
and  contribute  a set  amount  to  MSAs 
during  a 1999  demonstration  project 
of  390,000  beneficiaries. 


Medicare  managed  care  information 
for  your  patients 


Though  you  cannot  market  certain  plans  in  your  practice,  you  can  send 
your  patients  a onetime  letter  listing  the  Medicaid  managed  care  plans  in 
which  you  participate.  You  also  may  remind  your  patients  of  HCFA’s 
Medicare+Choice  information  arriving  soon  in  their  mailboxes  as  well  as  re- 
fer them  to  the  Medicare  Web  site  at  www.medicare.gov  for  further  infor- 
mation. Lastly,  you  can  provide  your  patients  with  the  following 
considerations  to  help  them  select  Medicare  HMOs. 

1.  Ask  for  a list  of  physicians  you  may  see  through  the  HMO.  If  you  wish  to 
continue  seeing  your  current  physician(s),  make  sure  the  name(s)  are  on 
the  list. 

2.  Under  a Medicare  HMO,  you  must  choose  1 primary  care  physician 
(POP)  who  is  responsible  for  your  care.  You  must  have  the  permission  of 
your  PCP,  who  is  usually  a family  practitioner  or  internist,  to  be  referred 
to  a specialist. 

3.  Many  Medicare  patients  have  supplemental  insurance  such  as  Medigap. 
Should  you  decide  to  return  to  traditional  Medicare,  you  may  not  be  able 
to  repurchase  your  supplemental  insurance. 

4.  If  you  are  being  treated  for  a serious  illness  or  chronic  condition,  exam- 
ine carefully  how  your  treatment  will  continue  under  a Medicare  HMO. 

5.  If  you  travel  frequently,  check  out  the  Medicare  HMO’s  policy  for  “ur- 
gently needed  care”  (non-life-threatening)  and  “emergency  care”  (life- 
threatening)  away  from  home  or  out  of  the  HMO  service  area. 

6.  What  would  happen  if  you  had  a heart  attack  or  were  diagnosed  with  a life- 
threatening  disease  such  as  cancer?  If  you  were  enrolled  in  a Medicare 
HMO,  could  you  go  to  the  physician  or  clinic  of  your  choice  for  treatment? 

7.  Talk  to  beneficiaries  who  have  been  enrolled  in  a Medicare  HMO  at  least 
6 months  to  learn  about  their  experiences  with  the  HMO. 

8.  Many  Medicare  HMOs  provide  a prescription  drug  benefit,  but  not  all  pre- 
scription medications  may  be  covered  or  there  may  be  an  annual  cost 
limit  for  drugs.  Ask  whether  your  medications  are  covered  and  what  the 
procedure  is  for  appealing  coverage  for  drugs  not  on  the  plan’s  list. 
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MEDICAID  MANAGED  CARE  PROVIDER 
INFORMATION  HOTLINES 


MEDICAID  MANAGED  CARE  CLIENT 
INFORMATION  HOTLINES 


All  plans  participate  in  the  STAR  Program  except  those 
designated  with  an  asterisk  (*),  which  also  participate  in 
the  STAR+PLUS  Program  (Houston  only). 


All  plans  participate  in  the  STAR  Program  except  those 
designated  with  an  asterisk  (*),  which  also  participate  in 
the  STAR+PLUS  Program  (Houston  only). 


BEXAR  SERVICE  AREA 

Community  First 

(800)  434-2347 

HMO  Blue 

(888)  887-9003 

Humana/PCA  STAR 

(800)  216-8512 

Texas  Health  Network 

(800)  925-9126 

(formerly  TDH  STAR) 

HARRIS  SERVICE  AREA 

Access 
Access  Plus* 

Americaid  Community  Care 
Americaid  Community  Care  Plus* 
AmeriHealth  First 
CareFirst  (formerly  Methodist  Care) 
Community  Health  Choice 
HMO  Blue 

HMO  Blue  STAR+PLUS* 

Texas  Health  Network 
Texas  Health  Network  Plus* 


(800)  778-2341 
(888)  388-1233 
(800)  454-3730 
(800)  454-3730 
(888)  329-5378 
(800)  510-6995 
(888)  760-2600 
(888)  887-9003 
(888)  887-9003 
(800)  925-9126 
(800)  925-9126 


LUBBOCK  SERVICE  AREA 

FirstCare 

HMO  Blue 

Texas  Health  Network 


(806)  784-1205 
(888)  887-9003 
(800)  925-9126 


TARRANT  SERVICE  AREA 
Americaid 
Harris  Methodist 
HMO  Blue 

Humana/PCA  STAR 


(800)  454-3730 
(800)  373-9788 
(888)  887-9003 
(800)  216-8512 


TRAVIS  SERVICE  AREA 
Foundation  Health 
HMO  Blue 

Humana/PCA  STAR 


(512)  873-6121 
(888)  887-9003 
(512)  338-6162 


Source:  Texas  Department  of  Health  Bureau  of  Managed  Care 


BEXAR  SERVICE  AREA 

Community  First 

(800)  434-2347 

HMO  Blue 

(800)  492-0750 

Humana/PCA  STAR 

(800)  216-8512 

Texas  Health  Network 

(800)  937-5777 

(formerly  TDH  STAR) 

HARRIS  SERVICE  AREA 

Access 
Access  Plus* 

Americaid  Community  Care 
Americaid  Community  Care  Plus* 
AmeriHealth  First 
CareFirst  (formerly  Methodist  Care) 
Community  Health  Choice 
HMO  Blue 

HMO  Blue  STAR+PLUS* 

Texas  Health  Network 
Texas  Health  Network  Plus* 


(888)  238-5322 
(800)  310-7500 
(800)  600-4441 
(800)  600-4441 
(888)  907-1212 
(888)  841-3359 
(888)  760-2600 
(800)  492-0750 
(888)  887-9003 
(800)  937-5777 
(800)  937-5777 


LUBBOCK  SERVICE  AREA 

FirstCare 

HMO  Blue 

Texas  Health  Network 


(800)  431-7798 
(800)  492-0750 
(800)  937-5777 


TARRANT  SERVICE  AREA 
Americaid 
Harris  Methodist 
HMO  Blue 

Humana/PCA  STAR 


(800)  600-4441 
(800)  608-0081 
(800)  492-0750 
(800)  216-8512 


TRAVIS  SERVICE  AREA 
Foundation  Health 
HMO  Blue 

Humana/PCA  STAR 


(800)  977-8848 
(800)  492-0750 
(800)  216-8512 
(512)  338-2500 


STAR  and  STAR+PLUS  clients  who  need  information 
or  would  like  to  change  the  plan  in  which  they  are  en- 
rolled should  call  the  Maximus  hotline  at  (800)  964-2777. 
STAR  and  STAR+PLUS  clients  who  wish  to  change 
their  primary  care  providers  but  stay  in  the  same  plans 
will  need  to  contact  their  plans. 
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The  BBA  does  not  require  Medicare 
beneficiaries  to  leave  the  traditional  fee- 
for-service  option.  Those  who  choose  to 
try  Medicare  Part  C may  return  to  tradi- 
tional Medicare  or  switch  to  another 
Medicare  Part  C choice  relatively  freely 
until  the  enrollee  lock-in  period,  sched- 
uled to  be  phased  in  by  January  2002. 

The  BBA  also  includes  new  defini- 
tions of  the  terms  “organization”  and 
“plan”  for  Medicare -l- Choice  partici- 
pants. An  “organization”  is  any  entity 
that  contracts  with  HCFA  to  offer  a 
Medicare -I- Choice  plan,  while  a “plan” 
consists  of  health  benefits,  terms  of  cov- 
erage, and  pricing  structure.  The  terms 
previously  had  been  used  interchange- 
ably. And  that’s  not  all  that’s  new  for 
many  Medicare  managed  care  entities. 

“Every  marketing  piece  a Medicare 
risk  company  produces  needs  to  be  re- 
viewed and  changed  to  some  degree,” 
said  Mr  Snoberger.  “A  lot  of  our  policies 
and  procedures  will  have  to  be 
amended  — primarily  in  the  utilization 
management  and  quality  assurance  ar- 
eas. And  some  of  the  provider  contracts 
are  going  to  be  modified  in  ways  that 
I’m  not  quite  sure  of  at  this  point.  But 
this  all  has  to  happen  by  January  1.” 

With  these  new  choices  and  an  in- 
crease in  Medicare  beneficiaries  on  the 
horizon,  should  Texas  physicians  panic? 

“No.  Things  are  moving  very 
slowly,”  said  Bruce  Fried,  JD,  former 
HCFA  director  of  managed  care  for 
Medicare  and  Medicaid  before  joining 
a Washington,  DC,  law  firm.  “Only  3 
applications  have  been  received  for  the 
new  kinds  of  Medicare -I- Choice  organi- 
zations — the  PSOs  and  the  PPOs.” 

Terry  Bird,  health  insurance  special- 
ist at  HCFA’s  regional  office  in  Dallas, 
says  he  thinks  he  eventually  will  see 
some  applications  for  PSOs  and  PPOs. 
“We  know  there’s  a lot  of  talk  going  on 
• jt  the  grassroots  level  about  the  PSO, 
PPO,  and  private  fee-for-service  organi- 
zation opportunities  that  the  Balanced 
Budget  Act  has  opened  up,  but  we  have 
not  been  inundated  with  applications,” 
Mr  Bird  said.  “We  have  the  feeling  that 
the  industry  is  out  there  waiting  to  see 
who’s  going  to  jump  in  first.” 

But  Medicare  HMOs,  which  began 
gaining  popularity  in  the  United  States  in 


the  mid-1980s,  are  another  story,  Mi- 
Fried  says.  “HCFA  is  continuing  to  receive 
applications  from  traditional  HMOs,  so 
there  is  ongoing  growth  in  managed  care 
organizations  seeking  to  serve  Medicare 
beneficiaries.”  He  adds  that  surv^eys 
show  85%  or  more  of  Medicare  benefi- 
ciaries in  managed  care  organizations  are 
satisfied  with  the  plans. 


According  to  a March  1997  Money 
magazine  article,  US  Medicare  benefi- 
ciaries are  joining  HMOs  at  a rate  of  1 
every  30  seconds.  Nearly  327,000  of 
the  2.2  million  Texas  Medicare  benefi- 
ciaries were  enrolled  in  Medicare  man- 
aged care  plans  by  July  1998.  Mr  Bird 
says  HCFA  projections  show  that  30% 
of  all  Medicare  beneficiaries  will  be  en- 


Recent  Medicare 
managed  care  briefs 


UNITED  WITHDRAWS  NORTH  TEXAS  MEDICARE  PLAN 
The  trend  in  Medicare  health  maintenance  organization  (HMO)  growth  may 
be  turning  around  as  US  Medicare  officials  rejected  requests  for  financial 
relief  by  HMOs  and  refused  to  let  managed  care  plans  reduce  benefits  or  in- 
crease costs  for  seniors  next  year.  Soon  after  this  announcement  last 
month,  United  HealthCare  of  Texas  said  it  would  withdraw  its  Medicare 
product  in  North  Texas,  a decision  that  affects  7,500  Medicare  beneficiaries 
and  about  3,500  physicians  in  Tarrant,  Dallas,  Denton,  Collin,  Grayson,  Ellis, 
Kaufman,  and  Rockwall  counties.  HMOs  made  funding  requests  because 
of  the  Balanced  Budget  Act  of  1997,  which  cut  payments  to  HMOs  more 
than  $20  billion  over  5 years.  Up  to  400,000  US  seniors  will  be  dropped  by 
their  Medicare  HMOs,  according  to  preliminary  estimates.  United  Health- 
Care  Corp,  Prudential  Insurance  Co  of  America,  and  Aetna  US  Healthcare 
have  announced  sharp  cutbacks  in  Medicare  HMO  operations  nationwide 
starting  in  January.  HMOs  withdrawing  from  Medicare  must  notify  benefi- 
ciaries in  writing  by  November  2.  (Fort  Worth  Star-Telegram,  10/2/98) 

RURAL  AREAS  HAVE  TO  WAIT  FOR  BLENDED  RATE 
Provider-sponsored  organizations  (PSOs)  will  not  receive  expected  fund- 
ing anytime  soon  to  help  bring  services  to  Medicare  managed  care  benefi- 
ciaries in  midlevel  paid  counties,  many  of  which  are  rural.  The  Balance 
Budget  Act  (BBA)  of  1997,  the  law  that  created  Medicare  PSOs,  requires  the 
government  to  first  increase  fees  for  the  lowest-paid  counties,  which  repre- 
sent more  than  40%  of  all  counties,  to  bring  them  up  to  the  1998  monthly  floor 
of  $367  per  beneficiary.  Then  the  BBA  calls  for  the  highest-paid  counties, 
which  are  mostly  urban,  to  receive  a guaranteed  2%  pay  increase.  The 
money  left  over  was  to  go  toward  funding  a blended  rate  that  would  help 
low  local  Medicare  managed  care  rates  catch  up  with  the  national  average 
of  $472  per  beneficiary.  But  the  money  ran  out  this  year  before  it  could  fund 
the  blended  rate,  and  next  year  doesn’t  look  good,  either.  (AMNews,  8/17/98) 

MEDICARE+CHOICE  REQUIRES  NEW  RATE  FILING  PROCESS 
Beginning  next  year,  adjusted  community  rates  (ACRs),  the  calculations 
Medicare-i-Choice  organizations  must  file  annually  with  the  Health  Care  Fi- 
nancing Administration  (HCFA)  to  determine  their  benefit  packages'  range 
of  benefits,  premiums,  and  cost-sharing  structures,  will  be  based  on  cost 
projections  derived  from  previous  Medicare  experience.  HCFA  will  empha- 
size sound  actuarial  development  of  the  rates  for  MedicareH-Choice  organi- 
zations with  no  previous  experience.  (Ernst  & Young  LLP  Direct 
Connection,  8/21/98) 
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Frustrated  by  claim  denials, 
downcoding,  and  requests 
for  "additional  information"? 
Let  TMA  help.  This  full-day 
seminar  will  address  and 
offer  solutions  to  your 
reimbursement  concerns. 


Seminar  Highlights.- 

• Carrier  reasons  for  claim 
denials 

• EOB  analysis  - the  key  to 
payment 

• Filing  the  ultimate  appeal 

• Legislative  protections 

Coming  soon  to 
these  locations: 

Dallas  - November  11 
Amarillo  - November  12 

San  Antonio  - November  17 
Austin  -November  18 

Corpus  Christi  - December  8 
Houston  - December  9 


TEXAS  MEDI 


CAl  ASSOCIATION 


Tex 


TexasMedical 

Association 


CALL  (800)  00IH300,  EXT.  1411, 
OR  (S12)  370-1411  TO  REGISTER. 


rolled  in  some  kind  of  managed  care 
plan  by  2005. 

Many  Medicare  beneficiaries  are 
drawn  to  Medicare  HMOs  because  they 
don’t  have  to  deal  with  paperwork,  pre- 
miums, or  deductibles.  They  owe  mini- 
mal copayments  for  office  visits  and 
they  receive  comprehensive  care,  includ- 
ing prescription  drugs,  dental  services, 
and  eyeglasses,  from  Medicare  HMOs. 
But  these  people  are,  for  the  most  part, 
healthy.  A study  released  by  the  Kaiser 
Family  Foundation  and  published  in  the 
July/August  issue  of  Health  Affairs 
found  that  nearly  half  of  all  health  plan 
television  advertisements  target  health- 
ier elderly  beneficiaries  with  ads  that 
show  physically  active  seniors  engaged 
in  strenuous  activities  like  mountain 
biking  and  jogging  up  stairs. 

Results  of  a Money  investigation  pub- 
lished in  the  March  1997  article  showed 
that  some  Medicare  HMO  beneficiaries 
are  having  trouble  getting  specialty  care 
and  are  receiving  less  treatment  from 
HMOs  than  they  would  from  traditional 
fee-for-service  plans,  especially  if  they 
need  home  health  care  or  are  chroni- 
cally ill.  The  investigation  also  found 
that  some  Medicare  HMO  patients  lack 
a timely  appeals  process  when  they 
don’t  get  the  care  they  think  they  need. 

The  appeals  process  concern  was 
addressed  in  August  when  San  Fran- 
cisco’s 9th  US  Circuit  Court  of  Appeals 
panel  ruled  the  federal  government  is 
responsible  for  assuring  that  Medicare 
patients  are  given  due  process  in  their 
dealings  with  HMOs.  But  patients  may 
need  help  to  determine  other  problems 
their  potential  Medicare  HMOs  might 
have  (see  “Medicare  Managed  Care  In- 
formation for  Your  Patients,”  p 55). 

Physicians  also  should  be  careful 
when  joining  Medicare  managed  care 
groups,  though  new  provisions  obligate 
Medicare -t- Choice  organizations  to  con- 
sult more  fully  with  physicians  than 
Medicare  managed  care  entities  have  in 
the  past. 

Ready  or  not 

The  new  Medicare -I- Choice  options 
may  give  beneficiaries  more  choices, 
increase  market  competition,  expand 
managed  care  to  rural  areas,  and 


respond  to  political  pressure  to  cut 
costs,  but  they  also  set  the  stage  for  fur- 
ther health  care  reform,  Mr  Fried  says. 

Mr  Bird  says  HCFA  just  wants  to 
carry  out  the  BBA’s  demands.  “Some 
people  have  this  attitude  that  we’re  try- 
ing to  get  all  the  Medicare  beneficiaries 
on  HMOs.  That’s  not  true,”  he  said. 
“The  Balanced  Budget  Act  of  1997 
mandated  us  to  get  these  options  out 
there  and  publicize  them  so  that  each 
individual  can  make  an  informed 
choice.”  And  some  physicians  are 
choosing  to  branch  out  on  their  own  by 
creating  Medicare  managed  care  orga- 
nizations based  on  preventive  care  (see 
“Prevention  Can  Cut  Costs  in  Medicare 
Managed  Care,”  p 72-73). 

As  for  Medicaid,  approximately 
450,000  recipients  already  are  enrolled 
in  managed  care  plans  in  Texas. 
Though  state  Medicaid  expenditures 
have  decreased  slightly,  many  physi- 
cians and  hospitals  had  to  accept  reim- 
bursement rates  well  below  their  costs 
to  achieve  that  decrease,  plus  deal  with 
the  higher  practice  costs  associated 
with  managed  care.  In  August,  the 
Texas  Medical  Association  and  the 
Texas  Hospital  Association  sent  a letter 
to  Gov  George  W.  Bush,  Lt  Gov  Bob 
Bullock,  and  House  Speaker  Pete  Laney 
requesting  that  some  of  the  state’s  ex- 
pected budget  surplus  be  put  toward  a 
Medicaid  fee  increase. 

Medicaid  and  Medicare  managed 
care  are  here  to  stay,  though  they  may 
morph  into  various  offshoots  as  man- 
aged care  becomes  more  entrenched  in 
Texas.  Through  education,  physicians 
and  their  patients  can  prepare  them- 
selves for  whatever  comes  their  way, 
whether  it  be  a rollout  or  changes 
brought  about  by  a law  nicknamed 
Bubba.  For  more  information  on  Med- 
icaid managed  care  or  Medicare  man- 
aged care,  see  the  “Business  of  - 
Medicine”  section  of  TMA’s  Web  site  at 
www.texmed.org  or  HCFA’s  Web  site  at 
www.hcfa.gov.  ★ 
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Strength  in  numbers 

Texas  physicians  are  joining  forces  to  deal  with  managed  care 


■l  ■/  hen  Houston-area  physicians  realized  man- 

H mM  ■/  aged  care  was  not  an  aberration  that  would 
■I  wB  ■/  soon  disappear,  they  decided  to  take  mat- 
H I H H ters  into  their  own  hands.  After  years  of  the 
■Hf  ■H  gatekeeping,  preauthorization,  and  reim- 
Wm  WK  bursement  hassles  that  took  away  physi- 
■(  cians’  control  of  patient  care,  the  Harris 
County  Medical  Society  formed  a physician-owned  inte- 
grated health  care  delivery  system  complete  with  its 
own  insurance  company. 


Known  in  the  market  as  Physicians, 
Inc,  the  system  offers  a preferred  provider 
organization  (PPO)  product  that  features 
a network  of  doctors,  hospitals,  and  ancil- 
lary health  care  facilities  and  an  insurance 
company,  Medical  Community  Insurance 
Company  (MCIC).  Owned  by  1,400 
physician  investors  and  operating  on  a $2 
million  annual  budget.  Physicians,  Inc, 
contracts  directly  with  employers  to  pro- 
vide health  care  for  their  employees. 

“Physicians,  Inc,  was  a response  to 
the  entire  health  care  environment,  not 
\'  |St  managed  care,”  said  Richard  Haus- 
ner,  MD,  vice  chair.  “It  is  managed  care, 
but  the  difference  is  that  it  is  physician 
controlled  and  everything  it  does  is  for 
the  benefit  of  the  patient.” 


Its  organizers  felt  they  would  be 
able  “to  extract  what  was  useful  in  the 
managed  care  concept  and  what  pa- 
tients and  employers  want,  and  pro- 
vide it  in  a way  that  would  be  best  for 
patients  and  physicians,”  Dr  Hausner 
said.  “The  primary  focus  here  is  pa- 
tients. If  what  we  do  as  Physicians,  Inc, 
does  not  pass  the  test  of  being  good  for 
patient  care,  then  we  don’t  want  to  do 
it.  This  is  not  a feed-the-doctor  effort.” 

Still  in  its  infancy,  Physicians,  Inc, 
now  covers  more  than  1,000  people  in 
about  100  companies  in  the  Houston 
area.  It  features  a delivery  network  of 
more  than  5,000  physicians,  most  of 
them  in  individual  or  in  small  group 
practices.  But  it  does  have  some  large 


practices  as  well,  including  the  staff  of 
the  Baylor  College  of  Medicine  and  the 
faculty  at  The  University  of  Texas-Hous- 
ton  Health  Science  Center.  It  has  devel- 
oped a business  alliance  with  the  Texas 
Medical  Association  Insurance  Trust 
(TMAIT),  a group  that  Dr  Hausner  says 
“has  provided  good  service  for  physi- 
cians for  many  years,”  to  provide  its 
“back  office”  administrative  services. 

Physicians,  Inc,  gives  doctors  the  op- 
portunity to  “be  directly  involved  in  an 
organization  that  is  trying  to  take  back 
control  and  put  it  in  the  hands  of  physi- 
cians and  patients  again,”  said  Michael 
Manley,  president  and  chief  executive 
officer.  “If  a network  physician  and  a pa- 
tient decide  on  a course  of  treatment, 
we  will  pay  for  it.  The  physician  and  pa- 
tient always  decide  on  what  that  patient 
needs.  There  is  no  gatekeeper  you  have 
to  go  through  to  see  a doctor.  There’s  no 
referral  authorization.  There’s  no  preau- 
thorization of  care.” 

That  does  not  mean  the  care  is  not 
managed,  but  physicians  are  doing  the 
managing,  Mr  Manley  adds.  “We  have 
160  doctors  contributing  their  time  to 
working  on  committees  to  develop  pro- 
tocols or  working  on  hospital  teams  to 
review  admissions  to  make  sure  every- 
body gets  the  best  practice.  But  we  will 
not  tell  a physician  what  to  do.  If  we 
disagree,  we  disagree  offline,  and  we 
have  a process  we  go  through  to  make 
sure  that  physicians  are  within  the 
bounds  of  accepted  practice.” 


By  Larry  BeSaw,  Managing  editor 
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Physicians,  Inc,  had  been  the  sole 
shareholder  of  MCIC,  but  it  is  bringing  in 
other  minority  investors,  such  as  the 
Texas  Medical  Liability  Trust  (TMLT), 
which  recently  became  a part  owner  of 
MCIC.  MCIC  provides  a vehicle  for  at- 
tracting private  or  public  capital  to  fi- 
nance growth  while  enabling  Physicians, 
Inc,  to  maintain  ultimate  control,  Mr 
Manley  says. 

Circling  the  wagons 

While  Physicians,  Inc,  may  be  the  most 
ambitious  attempt  by  Texas  doctors  to 
deal  with  managed  care  and  the 
changes  it  has  forced  on  the  way  they 
practice  medicine,  it  is  by  no  means  the 
only  attempt  to  form  a physician-con- 
trolled  entity. 

Two  efforts  are  under  way  in  San 
Antonio.  They  are  BexarMed  IPA,  a 
5.01(a)  nonprofit  health  care  corpora- 
tion formed  by  the  Bexar  County  Med- 
ical Society,  and  Physician  Partners  of 
Texas  (PPT),  a physician-  and  dentist- 
owned  for-profit  PPO. 

Marc  Taylor,  MD,  president  of 
BexarMed  IPA,  says  the  entity  has 
signed  contracts  with  large  employers 
in  the  San  Antonio  area  — including 
the  utility  and  transit  systems  — and 
covers  more  than  25,000  lives.  About 
1,400  physicians  are  members  of  the 
independent  practice  association  (IPA), 
he  says. 

Physician  Partners,  which  expects  to 
eventually  offer  a health  maintenance 
organization  (HMO)  product,  was  in- 
corporated 3 years  ago  as  a response  to 
managed  care,  says  Victor  A.  Saldivar, 
MD,  chair  of  the  entity’s  board  of  direc- 
tors. “We’re  aiming  to  put  ourselves  in 
the  right  situation  to  take  responsibility 
in  the  health  care  market  and  advocate 
for  our  patients,”  Dr  Saldivar  said.  “The 
only  professionals  who  can  truly  de- 
velop a system  to  fix  the  health  care  de- 
livery system  are  the  doctors.” 

PPT’s  ownership  currently  includes 
more  than  30  physicians  in  San  Anto- 
nio, Corpus  Christi,  and  Laredo,  and 
doctors  in  Dallas,  Austin,  and  Tyler 
have  requested  information.  Dr  Sal- 
divar says. 

The  theme  of  physicians  seeking 
strength  in  numbers  to  achieve  greater 


bargaining  power  with  managed  care 
plans  to  put  them  back  in  control  of  the 
health  care  system  runs  throughout  the 
myriad  efforts  by  physicians  across  the 
state. 

“Consolidation  is  one  of  the  primary 
ways  physicians  have  responded  to  man- 
aged care,”  said  Terri  Couch,  director  of 
the  Texas  Physician  Services  Organiza- 
tion (TPSO),  who  says  managed  care 
“has  robbed  physicians  of  their  auton- 
omy and  forced  them  to  start  looking  at 
doing  business  as  opposed  to  practicing 
medicine.”  TPSO  was  created  by  TMA  in 
1995  to  provide  physicians  with  the 
management  services  they  need  to  deal 
with  the  requirements  of  managed  care. 

Consolidation  has  come  in  various 
forms,  such  as  group  practices,  IPAs, 
physician-hospital  organizations  (PHOs), 
and  5.01(a)  nonprofit  health  care  corpo- 
rations. “They’re  just  finding  different 
ways  of  structuring  themselves  so  they 
have  more  bargaining  power,”  Ms  Couch 
said.  Multispecialty  groups  put  physi- 
cians in  a better  position  to  negotiate 
contracts  with  managed  care  plans  and 
to  have  greater  access  to  the  patients  en- 
rolled in  the  plans  than  do  solo  practi- 
tioners or  small  single-specialty  groups. 

Clare  Knight,  TPSO  project  manager, 
says  the  success  of  groups  and  networks 
formed  by  physicians  often  depends  on 
whether  the  group  has  established  a 
proper  infrastructure.  Office  computer 
systems  are  an  example,  especially 
when  the  physicians  are  assuming  fi- 
nancial risk.  “If  they  are  going  to  be  tak- 
ing risk,  they  need  to  have  a way  of 
determining  if  the  contract  is  profitable 
and  whether  they  are  maintaining  uti- 
lization in  a cost-effective  manner  that 
still  puts  patients  first,”  she  said.  “If 
they  don’t,  they  get  into  trouble.” 

For  Asa  Lockhart,  MD,  treasurer  and 
member  of  the  board  of  directors  of  the 
Direct  Contracting  Organization  of 
Tyler  (DCOT),  IPAs  are  the  best  option 
for  physicians.  “I’m  a big  believer  in 
IPAs,”  he  said,  “because  a lot  of  people 
will  not  give  up  the  freedom  and  au- 
tonomy to  join  a large  group  practice, 
but  they  can  work  within  the  frame- 
work of  an  IPA  and  achieve  many  ben- 
efits.” Because  of  federal  antitrust 
regulations,  physicians  cannot  set  fees 


but  the  IPA  structure  gives  physicians  a 
collective  voice  and  “a  way  to  proac- 
tively approach  various  opportunities 
with  PPO  or  HMO  products,”  he  said. 

DCOT  now  has  some  215  physicians 
in  Tyler,  plus  others  in  nearby  Jack- 
sonville, and  directly  contracts  with 
PPOs  and  participates  in  other  insur- 
ance entities  through  a PHO  agreement 
with  Tyler  hospitals.  Dr  Lockhart  says 
DCOT  is  interested  in  developing  mar- 
keting arrangements  with  other  IPAs  in 
Texas  to  create  a statewide  network. 

TMA  responds 

As  health  care  financing  began  chang- 
ing across  the  nation  and  managed 
care  started  making  inroads  into  Texas, 
TMA  addressed  the  changes  to  deter- 
mine how  they  affected  patients’  access 
to  care  and  quality  of  care,  and  what 
the  changes  meant  for  physicians. 

The  association’s  initial  response 
was  to  provide  physicians  with  infor- 
mation and  education  through  Texas 
Medicine  articles,  special  publications, 
seminars,  and  physician  and  staff  pre- 
sentations to  county  medical  societies 
and  hospitals.  Meanwhile,  the  associa- 
tion’s Division  of  Medical  Economics  — 
which  initially  had  focused  on 
Medicare  and  Medicaid  — took  on 
managed  care  as  one  of  its  major  con- 
cerns in  addressing  health  care  financ- 
ing, delivery,  and  quality  issues. 

That  was  followed  by  advocacy  ef- 
forts through  lawsuits  and  legislation  to 
oppose  deselection  practices  by  some 
managed  care  plans  that  would  not  al- 
low certain  physicians  to  join  or  remain 
in  their  networks.  “We  changed  legisla- 
tion and  worked  hard  to  get  regulations 
so  that  physicians  who  met  the  require- 
ments would  be  allowed  in  and  not  be 
arbitrarily  kicked  out,”  said  Louis  J. 
Goodman,  PhD,  who  headed  the  TMA 
Division  of  Medical  Economics  for 
years  before  becoming  the  association  s 
executive  director  in  1997.  Because  of 
TMA’s  advocacy  in  the  late  1980s  and 
early  1990s,  Dr  Goodman  says,  the  sig- 
nificance of  the  deselection  issues  has 
been  pushed  aside  by  other  issues  such 
as  patient  protection  and  HMO  liability. 

TMA  scored  big  on  behalf  of  patients 
and  physicians  in  the  1997  session  of 
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the  Texas  Legislature  when  it  was  in- 
strumental in  winning  passage  of  a 
comprehensive  package  of  patient  pro- 
tection legislation.  Among  the  bills  ap- 
proved by  lawmakers  was  one  that 
made  Texas  the  first  state  in  the  nation 
to  make  HMOs  liable  for  decisions  that 
harm  patients.  TMA  is  working  now  to 
secure  similar  legislation  nationally. 

The  formation  of  TPSO  was  another 
element  of  TMA  advocacy  efforts  on  be- 
half of  patients  and  physicians.  “The 
constant  behind  that  was  to  provide 
physicians  with  the  educational,  infor- 
mational, advocacy,  and,  something  new 
for  us,  practice  management  assistance 
to  help  them  be  smart  players  as  the  en- 
vironment changed,”  Dr  Goodman  said. 

Working  tvith  TMAIT,  TMLT,  and  the 
Texas  Medical  Foundation,  TPSO’s  man- 
agement services  include  contract  data 
management  for  IPAs  and  networks, 
third-party  administration  and  claims 
processing,  consulting  services,  creden- 
tialing,  provider-specific  stop  loss  cover- 
age, risk  management  programs,  and 


insurance  products. 

Another  TPSO  service  is  its  “Strat- 
egy Series”  brochure  to  help  physicians 
deal  with  issues  they  did  not  have  to 
face  in  fee-for-service  medicine.  Among 
the  series  topics  are  assessing  the  net- 
working options  in  various  markets 
around  the  state  and  developing  a net- 
work, integrating  managed  care  into 
the  practice,  hiring  a practice  adminis- 
trator, evaluating  the  financial  health 
of  a practice,  exploring  tax  strategies, 
and  selecting  a practice  setting. 

TPSO  also  provides  a managed  care 
contract  evaluation  service,  a mono- 
graph identifying  issues  physicians 
should  understand  or  clarify  before 
signing  a contract,  a model  managed 
care  contract  that  illustrates  a balanced 
agreement  between  a managed  care  en- 
tity and  a physician,  and  a checklist  that 
describes  provisions  physicians  should 
seek  to  include  in  a managed  care  con- 
tract. These  services  were  developed  by 
TMA  General  Counsel  Donald  P.  Wilcox, 
JD,  and  attorneys  Michael  Z.  Stern,  JD, 


and  Andre  Hampton,  JD. 

“We  want  to  provide  physicians  with 
the  tools  they  need  to  maintain  control  of 
the  practice  of  medicine,”  Ms  Couch  said. 

TPSO  currently  is  developing  a pro- 
gram to  make  utilization  and  quality 
management  services  available  to  physi- 
cian organizations  in  early  1999.  Ms 
Couch  says  the  service  is  being  developed 
because  managed  care  plans  require  uti- 
lization and  quality  management,  but 
many  physician  practices  need  assistance 
in  developing  those  programs. 

TMA’s  efforts  to  help  physicians  re- 
spond does  not  mean  it  is  opposed  to 
managed  care.  Dr  Goodman  says. 
“We’ve  never  been  opposed  to  man- 
aged care  and  we’re  not  now.  Managed 
care  is  just  another  system  of  financing 
and  delivery,  and  our  role  is  to  make 
sure  that  the  financing  maintains  ac- 
cess and  high  quality  for  patients  on 
the  one  hand,  and  on  the  other  hand 
allows  physicians  to  make  medical  de- 
cisions and  lets  the  businesspeople 
make  business  decisions.”  ★ 


Let  the  patients  speak 

Texans  rate  their  HMOs  in  first  statewide  consumer  survey 


he  1997  Texas  Legislature  directed  the  Office  of 
Public  Insurance  Counsel  (OPIC)  to  issue  an- 
nual report  cards  comparing  Texas  health  main- 
tenance organizations  (HMOs).  OPIC  released 
its  first  statewide  consumer  survey  in  August, 
conducted  by  The  University  of  Texas  Office  of 
Survey  Research. 


More  than  10,000  members  of  the 
34  HMOs  that  account  for  90%  of  the 
commercial  enrollment  in  Texas  were 
surveyed.  A representative  group  of 


300  patients  from  each  plan  was  sur- 
veyed by  telephone  about  the  care  they 
had  received  in  the  previous  6 months. 
The  response  rate  was  79.7%. 


The  report  can  be  found  on  the  In- 
ternet at  www.opic.state.tx.us.  Two 
bar  charts  on  the  top  of  the  next  page 
show  physician  and  patient  com- 
plaints submitted  to  the  Texas  De- 
partment of  Insurance  on  HMOs 
registered  with  the  department.  On 
the  following  pages  are  2 charts  Texas 
Medicine  abstracted  from  the  report. 
The  first  shows  which  HMOs  received 
below-average  overall  ratings  from 
their  members  and  which  received 
above-average  overall  ratings.  The 
second  chart  shows  the  overall  con- 
sumer ratings  for  17  or  the  20  HMOs 
surveyed.  See  upcoming  issues  of 
Texas  Medicine  for  further  analysis  of 
the  survey.  ★ 


By  Teri  Moran,  Senior  editor 
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Total  physician  complaints  to  the  Texas  Department  of  In- 
surance, per  10,000  enrollees,  of  plans  with  more  than  50,000 
enrollees  (July  1,  1997,  through  June  30,  1998). 
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Total  patient  complaints  to  the  Texas  Department  of  Insur- 
ance, per  10,000  enrollees,  of  plans  with  more  than  50,000  en- 
rollees, July  1,  1997  through  June  30,  1998. 


Source:  Texas  Department  of  Insurance  Source:  Texas  Department  of  Insurance 


HMOs  that  received  below-average  and  above-average 
overall  ratings  in  a statewide  survey  of  enrollees 


HMOS  RATED  BELOW  AVERAGE, 
IN  ALPHABETICAL  ORDER 


HMOS  RATED  ABOVE  AVERAGE, 
IN  ALPHABETICAL  ORDER 


Aetna  North  Texas 

Foundation 

NYLCareGulf  Coast 

PacifiCare 

PacifiCare 

PCA 

PCA 

PCA 

Prudential 

United 


Dallas/East  Texas 
Austin/Central  Texas 
Austin/Central  Texas 
Houston/Gulf  Coast 
Dallas/East  Texas 
Dallas/East  Texas 
Houston/Gulf  Coast 
San  Antonio 
Dallas/East  Texas 
Houston/Gulf  Coast 


CIGNA 

CIGNA 

FirstCare 

Humana 

Mercy 

PacifiCare 

Principal 

Prudential 

Prudential 

Rio  Grande 

Scott  & White 


Dallas/East  Texas 
Houston/Gulf  Coast 
Panhandle/Plains 
San  Antonio 

Corpus  Christi/South  Texas 
San  Antonio 

Corpus  Christi/South  Texas 
El  Paso 
San  Antonio 

El  Paso 

Austin/Central  Texas 
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Overall  rating  of  17  health  plans  surveyed  by  the 

Office  of  Public  Insurance  Counsel,  from  highest  enrollment  to  lowest 


The  Office  of  Public  Insurance  Counsel  used  the  following  key  to  report  the  overall  ratings  patients  gave  their  HMOs: 


Score  for  HMO  on  the  scale  from  0-10  is  better  than  the  average  score  for  all  plans. 

Score  for  HMO  on  the  scale  from  0-10  is  neither  higher  nor  lower  than  the  average  score  for  all  plans. 
Score  for  HMO  on  the  scale  from  0-10  is  below  the  average  score  for  all  plans. 


Health  plan 

Rating 

Number  of 

enrollees  as 
of  12/31/97 

Health  plan 

Rating 

Number  of 

enrollees  as 
of  12/31/97 

HUMANA 

HUMANA  & 

NYLCARE/SOUTHWEST 

174,574 

PCA  433,004 

Dallas/East  Texas 

** 

Corpus  Christi/South  Texas 

** 

San  Antonio 

*** 

SCOTT  & WHITE 

142,451 

Austin/Central  Texas 

*** 

PCA 

Austin/Central  Texas 

** 

KAISER 

130,690 

Dallas/East  Texas 

* 

Dallas/East  Texas 

** 

Houston/Gulf  Coast 

* 

San  Antonio 

* 

RIO  GRANDE 

115,850 

El  Paso 

*** 

PRUDENTIAL 

422,586 

Austin/Central  Texas 

** 

FIRSTCARE 

102,345 

Dallas/East  Texas 

* 

Panhandle/Plains 

*** 

El  Paso 

*** 

Houston/Gulf  Coast 

AETNA/NORTH  TEXAS 

93,439 

San  Antonio 

*** 

Dallas/East  Texas 

* 

NYLCARE/GULF  COAST 

384,576 

CIGNA 

71,280 

Austin/Central  Texas 

Dallas  East/Texas 

*** 

Houston/Gulf  Coast 

** 

Houston/Gulf  Coast 

*** 

HARRIS  METHODIST 

283,396 

AETNA 

63,603 

Dallas/East  Texas 

** 

Houston/Gulf  Coast 

** 

UNITED 

236,322 

PRINCIPAL 

38,992 

Austin/Central  Texas 

** 

Corpus  Christi/South  Texas 

*** 

Dallas/East  Texas 

** 

Houston/Gulf  Coast 

* 

FOUNDATION 

20,491 

Austin/Central  Texas 

* 

PACIFICARE 

197,002 

I Dallas/East  Texas 
Houston/Gulf  Coast 
San  Antonio 
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Out  in  the  real  world 

Prepaping  tomoprow’s  Texas  physicians  fop  the  pough-and-tumbie  wopid  of  managed  cape 


Larry  Martin 


list  weeks  into  his  first  foray  into 
the  complex  world  of  medical 
practice,  family  practitioner  War- 
ren L.  Conway,  MD,  offers  some 
advice  to  this  year’s  crop  of  se- 
nior residents:  “Go  back  to  col- 
lege and  get  a business  degree. 
You  need  some  business  training,  and  it 
needs  to  be  from  a person  who’s  in  the 
real  world.”  >►  >► 


By  Steve  Levine,  TM A communication  director 
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Dr  Conway,  now  part  of  a San  An- 
gelo multispecialty  group,  says  his 
'training  at  Texas  A&M  University  Col- 
lege of  Medicine  and  Texas  Tech  Uni- 
versity Health  Sciences  Center’s  family 
practice  residency  program  in  Odessa 
didn’t  skimp  in  teaching  him  the  scien- 
tific, stethoscope-wielding,  clinical 
skills  of  medical  diagnosis  and  treat- 
ment. “I  felt  fairly  comfortable  with  my 
medicine  . . . but  with  the  business  side, 
there’s  a lot  out  there  I don’t  know.” 

Texas  medical  schools  and  residency 
training  programs  are  taking  affirma- 
tive steps  to  broaden  their  curricula  — 
and,  just  as  important,  their  training 
venues  — to  better  prepare  future 
physicians  for  the  managed-care-driven 
^vicissitudes  of  medical  practice.  Mind- 
! ful  that  today’s  first-year  student  is  at 
‘ least  7 years  away  from  entering  prac- 
tice, the  schools  must  try  to  set  their 
sights  on  a rapidly  moving  target. 

I Still,  Dr  Conway  isn’t  alone  in  his  as- 
sessment. 

} 

ii  A recent  report  from  the  American  As- 
j'sociation  of  Medical  Colleges  speaks  of 
‘‘the  “growing  consensus  that  the  content 
ijof  the  medical  school  curriculum  should 
p better  reflect  the  skills  that  doctors  will 
I need  to  practice  in  the  twenty-first  cen- 
|tury”  (1).  Another  curriculum  study 
i found,  “Surveys  of  both  young  physicians 
and  HMO  administrators  have  concluded 
that  medical  training  is  not  adequately 
preparing  physicians  for  the  current  real- 
ities of  medical  practice  . . .”  (2). 

“Most  of  them  are  pretty  unin- 
formed about  the  real  world,”  said 
John  C.  Jennings,  MD,  obstetrics-gyne- 
cology residency  program  director  at 
I The  University  of  Texas  Medical  Branch 
at  Galveston. 

The  closest  one  medical  student  has 
'come  so  far  is  an  introductory  course 
on  clinical  medicine  that  included  pub- 
lic health  and  primary  care  lectures. 
■“I’d  be  going  out  on  a limb  saying 
someone  stood  up  and  talked  about 
managed  care,”  said  Matthew  Swiber,  a 
'second-year  student  at  The  University 
of  Texas-Houston  Medical  School. 

i A matter  of  time 

Obviously,  Texas  medical  schools  and 
residency  training  programs  aren’t  pur- 
posely producing  a crop  of  young  doc- 
tors who  are  blind  to  issues  such  as 


managed  care,  quality  assurance,  risk 
management,  or  utilization  review.  In 
fact,  many  are  trying  to  work  those 
subjects  into  their  curricula.  But  those 
practice-oriented  topics  are  competing 
with  demands  for  increased  clinical 
training  on  everything  from  pain  man- 
agement to  AIDS  to  cancer  detection. 

“We’re  not  ignoring  it,”  said  Major 
W.  Bradshaw,  MD,  dean  of  medical  ed- 
ucation at  Baylor  College  of  Medicine. 
“But  the  most  important  thing  we  do  is 
turn  out  good  doctors  and  good  spe- 
cialists. 1 don’t  care  if  you’re  practicing 
. . . as  an  anterior  chamber  ophthal- 
mologist or  a family  practitioner.” 

A survey  conducted  for  Texas  Med- 
ical Association’s  Council  on  Medical 
Education  found  that  the  academic 
health  centers  give  themselves  high 
marks  for  teaching  such  managed  care 
basics  as  preventive  medicine,  epidemi- 
ology, and  medical  ethics.  And  most  say 
they  are  at  least  addressing  issues  such 
as  information  management,  medical 
economics,  and  health  systems. 


Dr  Bradshaw  says  health  care  deliv- 
ery/managed care  is  I of  5 major 
themes  that  Baylor  weaves  like  a 
thread  from  the  basic  sciences  courses 
through  the  students’  clinical  experi- 
ences and  into  postgraduate  training. 
Under  development  at  Baylor  is  a 35- 
topic  lecture  series  to  be  offered  in  con- 
junction with  the  Jesse  H.  Jones 
Graduate  School  of  Management  at 
Rice  University  for  medical  students, 
residents,  nurses,  practicing  physicians, 
and  business  graduate  students. 

The  University  of  Texas  Health  Sci- 
ence Center  at  San  Antonio  (UTHSC- 
SA)  offers  a 2-week  elective  on  “cost 
containment  in  medical  practice”  and 
exposes  medical  students  to  other  so- 
cioeconomic issues  in  their  fourth-year 
course  “Introduction  to  Medical  Ethics 
and  the  Medical  Humanities.”  The  1998 
first-year  class  at  UTHSC-SA  is  encoun- 
tering a new  curriculum  that  includes  “a 
number  of  lectures  in  medical  econom- 
ics throughout  the  4-year  curriculum.” 

The  University  of  North  Texas 


Core 

competencies 


Over  the  past  several  years,  numerous  surveys  have  attempted  to  list  and 
define  the  skills  and  knowledge  base  that  physicians  need  to  practice  in  to- 
day’s managed  care  environment.  The  top  10  consensus  items  suggested  by 
practicing  physicians,  health  plan  medical  directors,  and  managed  care  or- 
ganizations include: 

The  organization  and  financing  of  health  care,  including  health  care  eco- 
nomics, and  the  basic  terms  and  concepts  of  managed  care; 

Resource  allocation  and  risk  management,  including  utilization  man- 
agement, medical  care  cost  control,  and  principles  of  cost-effective 
medical  practice; 

Clinical  epidemiology,  biostatistics,  decision  analysis,  and  other  quanti- 
tative disciplines  linked  to  treating  large  populations; 

Computer  applications  and  medical  information  systems,  including  the 
use  of  clinical  and  management  information  systems  to  analyze  and  im- 
prove practice  and  practice  patterns; 

• The  principles  and  practice  of  medical  ethics; 

Health  promotion  and  disease  prevention  strategies; 

Quality  improvement  and  quality  assurance  processes; 

Communication  and  interpersonal  skills; 

Leadership  and  multidisciplinary  team  building  skills;  and 
Clinical  and  participatory  decision-making  skills. 

Sources:  Academic  Medicine  1997;72:669-676;  American  Association  of  Health  Plans:  Medical  Education  & 
Physician  Training,  July  30,  1997;  JAMA  1996;276:666-671;  American  Association  of  Medical  Colleges;  Con- 
temporary Issues  in  Medical  Education,  December  1997;  vol  1,  no.  3. 
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Health  Science  Center  at  Fort  Worth  of- 
fers its  medical  students  “limited  lec- 
tures” on  managed  care  basics.  Interns 
and  residents  there  receive  a managed 
care  handbook  that  was  developed  in 
conjunction  with  the  North  Texas  Med- 
ical Education  Consortium. 

A matter  of  place 

The  question,  however,  goes  beyond 
how  to  shoehorn  practice-oriented 
courses  into  the  crowded  medical 
school  curriculum.  In  fact,  today’s 
debate  over  how  to  teach  managed 
care  issues  harkens  back  to  long-stand- 
ing concerns  over  how  to  prepare 
young  doctors  for  the  ambulatory  care 
patients  in  community-based  settings 
whom  most  of  them  can  expect  to 
encounter  throughout  their  practices. 
“Because  medical  education  is  con- 
fined, still,  primarily  to  tertiary  care 
settings,  the  residents  are  still  exposed 
to  subspecialty  medical  practice,”  said 
Dr  Jennings. 

All  of  Texas’  academic  health  centers 
offer  at  least  some  clerkships  or  rota- 
tions through  outpatient  settings.  But 
Just  half  of  the  8 schools  answered  “yes” 
to  the  TMA  survey  question  that  asked 
whether  their  institution  has  “an  ade- 
quate number  of  faculty  members  with 
the  experience  and  expertise  to  teach 
students  or  residents  about  medical 
practice  in  a managed  care  setting.” 

One  medical  school  dean  wrote 
anonymously,  “Most  of  the  faculty  is 
still  learning  themselves  since  this  is  a 
relatively  new  phenomenon  at  acade- 
mic health  science  centers.” 

That  is  not  a problem  at  the  state’s 
smallest,  and  newest,  medical  school, 
says  Michael  L.  Friedland,  MD,  vice 
president  for  health  affairs  and  dean  of 
medicine  at  Texas  A&M  University  Col- 
lege of  Medicine.  A&M  has  no  hospital 
of  its  own  but  is  affiliated  with  Scott  & 
White  Memorial  Hospital  and  Clinic, 
including  its  18  satellite  medical  clin- 
ics. About  half  of  the  school’s  third-year 
medical  student  clerkships  and  most  of 
its  residency  training  programs  include 
ambulatory  experiences  in  a Scott  & 
White  managed  care  setting. 

“The  clinical  disciplines  are  taught 
by  a component  of  our  school  that  has 


. . . been  a leader  in  the  whole  concept 
of  managed  care  and  provides  a perfect 
setting  for  our  residents  and  students 
to  learn  not  just  medicine  but  also  the 
economic  and  social  ends  of  it,”  Dr 
Friedland  said.  “Students  get  a dose  of 
the  practical  aspects  of  managed  care 
— the  economics,  the  quality  assur- 
ance, the  health  insurance  concepts, 
and  how  they  can  provide  the  best  pos- 
sible care  for  their  patients  in  the  man- 
aged care  environment.” 

A&M  and  other  medical  schools  are 
shifting  their  training  focus  away  from 
the  insides  of  the  hospital.  Dr  Friedland 
says,  because  patients  no  longer  spend 
weeks  in  hospital  beds  where  students 
and  residents  can  follow  the  entire 
course  of  a disease  or  acute  episode.  “If 
students  or  residents  don’t  see  the  pa- 
tient in  the  ambulatory  care  setting, 
pre-  and  post-hospitalization,  all  they 
become  are  technicians.” 

Most  Texas  schools  maintain  that 
the  right  clinical  setting  compensates 
for  the  lack  of  formal  coursework  on 
managed  care  and  other  business-of- 
medicine  topics.  “No  curriculum  has 
yet  been  defined  for  students  or  resi- 
dents in  managed  care,”  wrote  The 


University  of  Texas  Southwestern  Med-ii 
ical  Center  in  its  answer  to  TMA’s  sur- 
vey. “However,  both  students  and 
residents  receive  clinical  training  in 
managed  care  settings  at  the  medical 
school.  Thus,  they  gain  the  clinical 
skills  and  knowledge  necessary  to  pro- 
vide high-quality,  low-cost  medical  care 
to  such  patients.” 

That  approach  might  reassure  med- 
ical students  like  Mr  Swiber  that  they 
will  enter  the  job  market  better  pre- 
pared for  managed  care  than  today’s 
young  physicians  like  Dr  Conway.  “I’m 
always  thinking  about  my  future,”  Mr 
Swiber  said.  “I  don’t  want  to  get  to  my 
fourth  year  and  think,  ‘What  do  I do 
now?’  Granted,  I’m  going  to  get  my  de- 
gree and  I’m  going  to  be  a doctor,  but 
how  am  I going  to  use  it?”  ★ 
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Preparing  young  doctors  for  managed  care 


TMA  offers  numerous  seminars,  publications,  and  services  to 
help  members  better  manage  their  practices  throughout  their  ca- 
reers. Two  such  services  are  especially  designed  to  help  medical 
students,  residents,  and  young  physicians  understand  and  work  with  man- 
aged care  organizations: 

• The  “Getting  Started  in  Medical  Practice”  seminar  series  is  presented 
late  each  summer  at  most  of  the  state's  medical  schools.  Topics  include 
managed  care  and  employment  contracts,  the  Texas  job  market,  third- 
party  payers,  office  software,  and  professional  liability  insurance.  For 
more  information,  contact  Kim  Koschemann  at  (800)  880-1300,  ext  1410,  or 
(512)  370-1410;  or  e-mail  her  at  kim_k@texmed.org. 

• The  “Managed  Care  101”  package  is  a compilation  of  articles  and  re- 
source lists  on  the  basics  of  managed  care,  contracting,  and  starting  a 
practice.  The  curriculum  includes  a model  managed  care  contract  and  ex- 
cerpts from  the  Texas  Physician  Services  Organization  (TPSO)  “Strat- 
egy Series.”  For  a free  copy  or  for  more  information  on  TPSO’s  practice 
management  and  consulting  services,  contact  Gina  Kinman  at  (800)  880- 
1300,  ext  1417,  or  (512)  370-1417;  or  e-mail  her  at  tpso@texmed.org. 
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Medical  school  make-over 

Managed  care  revamps  medical  education  in  Texas 


Medical  Education 


Wl  hen  the  history  of  the  20th  century  is  writ- 
ten, the  chapter  dealing  with  medical  educa- 
tion will  note  that  perhaps  the  2 biggest 
factors  affecting  academic  medicine  oc- 
curred as  the  century  was  just  getting  under 
way  and  as  it  was  winding  down.  First  was 
the  Flexner  Report  of  1910  that  established 
the  current  system  of  medical  education.  Then  came  the 
1990s  and  the  emergence  of  managed  care  that  is  chang- 
ing the  way  medical  school  administrators  think,  the  way 
they  run  their  schools,  and  the  way  they  teach  future  gen- 
erations of  physicians. 


“All  of  us  in  medical  education  have 
spent  immense  time  and  effort  trying  to 
figure  out  a strategy  to  deal  with  man- 
aged care,  to  learn  how  it  operates,  to  be 
able  to  participate  in  it.  Without  question 
it  has  had  a major  impact,”  said  James  C. 
Guckian,  MD,  vice  chancellor  for  health 
affairs  of  The  University  of  Texas  System. 

“Managed  care  is  changing  the  way 
the  medical  schools  operate,”  added 
Bridget  Horton,  director  of  the  Texas 
Medical  Association’s  Division  of  Med- 
ical Education.  “Medical  schools  taught 
more  than  they  ran  a business.  There 
has  been  a shift  to  an  emphasis  on  gen- 


erating more  patient  care  revenues  to 
offset  managed  care’s  financial  impact.” 

Texas  medical  schools  are  reacting 
to  the  same  managed  care-produced 
market  forces  that  affect  private  physi- 
cians. They  have  been  forced  to  be- 
come more  competitive,  cut  their  costs, 
and  find  new  ways  to  bring  in  revenue 
as  health  maintenance  organizations 
(HMOs)  siphon  off  patients  who  tradi- 
tionally have  obtained  their  medical 
care  from  academic  health  centers  and 
hospitals. 

If  there  is  a silver  lining,  it  is  that 
managed  care  has  prodded  the  schools 


to  become  more  efficient,  although 
moving  the  tradition-laden  institutions 
toward  efficiency  has  been  compared 
by  some  to  turning  a battleship.  Fur- 
thermore, it  could  have  been  worse. 

“We  have  been  relatively  fortunate 
in  Texas  when  compared  with  states 
like  California,  Oregon,  Wisconsin,  and 
Minnesota,  where  managed  care  ex- 
panded so  rapidly  that  the  academic 
medical  centers  simply  could  not  ad- 
just,” Dr  Guckian  said.  “The  expansion 
in  Texas  has  not  been  as  rapid  as  we 
projected  5 or  6 years  ago,  in  part  be- 
cause of  the  near-rebellion  of  physi- 
cians and  business  against  some  of  the 
means  in  which  managed  care  compa- 
nies were  controlling  costs.” 

Thus,  Dr  Guckian  says,  HMO 
growth  has  not  increased  at  the  pro- 
jected rate,  and  most  of  the  growth  has 
occurred  in  plans  that  provide  patients 
with  more  choice  and  freedom  than  the 
stricter  plans.  Earlier  in  the  decade,  UT 
officials  projected  that  by  the  turn  of 
the  century  40%  of  the  insured  popula- 
tion in  Texas  would  be  enrolled  in 
HMOs,  but  they  now  doubt  if  it  will  hit 
even  30%. 

The  problem 

Before  managed  care,  medical  schools 
and  their  affiliated  hospitals  were  the 
traditional  providers  of  care  for 
Medicaid  patients  in  their  service 
areas.  The  system  worked  well  for  both 
the  patients  — who  often  found  it  dif- 
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ficult  to  find  private  physicians  because 
of  the  low  Medicaid  reimbursement 
rates  — and  for  the  schools,  who  had 
the  patients  they  needed  for  teaching 
medical  students  and  residents  and  a 
steady  stream  of  income. 

Trouble  began  brewing  earlier  this 
decade.  Medicaid  reimbursement  rates 
began  rising,  and  governmental  enti- 
ties concluded  that  if  managed  care 
could  lower  private  employers’  costs 
for  providing  insurance  for  their  em- 
ployees, then  the  same  thing  could  be 
done  for  Medicaid.  The  medical 
schools  soon  found  themselves  compet- 
ing for  patients  and  revenue  with  pri- 
vate physicians,  and  with  the  HMOs 
who  contracted  with  the  state  to  cover 
Medicaid  patients  after  the  legislature 
ordered  a conversion  to  managed  care. 

The  case  of  Texas  Tech  University 
Health  Sciences  Center  is  an  example  of 
what  can  happen  when  Medicaid  man- 
aged care  enters  a market  traditionally 
served  by  a medical  school.  Tech  lost  al- 
most 7,000  patients  and  $2  million  in  in- 
come when  the  state  began  a Medicaid 
managed  care  program  in  the  Lubbock 
area.  David  Smith,  MD,  president  of  the 
school,  admits  Tech  was  outcompeted. 
(See  “Medical  School  Money,”  October 
1998  Texas  Medicine,  pp  42^5.) 

“The  bottom  line  is  Medicaid  was 
their  [medical  schools’]  territory  for 
their  area,”  Ms  Horton  said.  “Now  that 
managed  care  is  coming  in,  medical 
schools  are  having  to  become  more  effi- 
cient and  more  competitive  just  to  keep 
what  they  have,  plus  expand  because 
they  need  more  revenue  for  training. 
Managed  care  is  now  competing  for  the 
same  patients  that  academic  health 
centers  have  traditionally  served.” 

Deborah  L.  Greene,  PhD,  vice  presi- 
dent for  institutional  effectiveness  and 
planning  for  The  University  of  Texas 
Health  Science  Center  at  San  Antonio, 
says  income  derived  from  treating 
Medicaid  patients  allowed  the  medical 
schools  to  cover  the  cost  of  treating  pa- 
tients who  have  no  insurance  at  all, 
plus  other  parts  of  the  institutional 
budget.  “When  you  take  away  a seg- 
ment of  their  paying  population,  and  it 
varies  from  a tenth  to  a third  depend- 
ing on  the  school,  that  has  a significant 


impact  on  what  they  are  able  to  do  for 
the  nonpaying  patients,”  she  said. 

Insurance  companies  are  often  re- 
luctant to  enter  into  agreements  with 
medical  schools  because  they  are  seen 
as  merely  inefficient  teaching  institu- 
tions that  do  not  have  the  ability  to 
provide  the  utilization  management  re- 
quired by  HMOs. 

Even  when  a school  does  sign  a con- 
tract to  treat  patients  in  a managed 


care  plan,  the  agreement  often  requires 
discounted  reimbursements.  “If  they 
were  getting  $100,000  before,  they 
might  be  getting  $60,000  or  $70,000,” 
Dr  Greene  said. 

Two  other  factors  have  added  to  the 
problems  facing  the  medical  schools. 
One  is  that  the  Medicare  funds  for 
graduate  medical  education,  which 
academic  health  centers  and  their  affil- 
iated hospitals  traditionally  have 
counted  on  so  heavily,  have  been  re- 
duced as  part  of  federal  budget  balanc- 
ing. The  other  is  that  the  managed  care 
industry  is  generally  unwilling  to  subsi- 
dize medical  research  or  pay  for  their 
enrollees  to  participate  in  clinical  trials. 

Time  and  money  for  teaching  and  re- 
search are  being  reduced,  as  academic 
physicians  spend  more  time  generating 
income  to  support  the  academic  envi- 
ronment, Ms  Horton  says.  “Physicians 
who  went  into  academic  and  research 
settings  did  so  because  that  is  primarily 
what  they  wanted  to  do.  But  they  are 
getting  to  do  that  less  and  less  because 
they  are  being  counted  on  more  and 
more  to  generate  revenue.  Every  school 
is  dealing  with  that.” 

The  schools  respond 

That  need  to  compete  with  and  be 
more  attractive  to  managed  care  has 
led  to  a considerable  soul-searching  by 


the  medical  schools.  “To  acquire  the 
patients  we  previously  had,  we  had  to 
be  able  to  compete  in  terms  of  costs 
with  any  other  providers,”  Dr  Guckian 
said.  “Most  payers  now  are  not  willing 
to  pay  a premium  simply  to  have  their 
patients  gain  access  to  one  of  our  aca- 
demic medical  centers.” 

As  a result,  Texas  medical  schools  are 
looking  at  ways  to  cut  costs  and  become 
more  efficient  through  hospital-group 


practice  integration,  streamlining  billing 
and  collection  procedures,  and  opening 
or  relocating  clinics  based  on  where  their 
patient  population  lives.  “The  main  issue 
is  trying  to  become  as  efficient  as  possi- 
ble because  with  the  teaching  mission 
overlaid  on  it,  there  is  additional  ex- 
pense for  the  teaching  hospitals  and 
they’ve  got  to  be  able  to  compete.  The 
only  way  they  can  do  that  is  to  get  their 
own  costs  down,”  Dr  Greene  said. 

One  response  to  managed  care  has 
been  the  formation  of  an  HMO  — Texas 
Universities  Health  Plan  (TUHP)  — by 
UT  and  Texas  Tech  to  cover  university 
employees  and  to  compete  for  Medicaid 
managed  care  contracts.  Besides  employ- 
ees at  UT  and  Tech  facilities  in  Dallas  and 
Lubbock,  TUHP  covers  about  15,000 
Medicaid  enrollees  in  the  Houston- 
Galveston  area  through  The  University  of 
Texas  Medical  Branch  (UTMB)  at  Galve- 
ston, and  dual  Medicare-Medicaid  eligi- 
ble patients  under  an  agreement  with  the 
Memorial  Bisters  of  Charity  in  Houston. 
The  UT  Health  Science  Center  at  San  An- 
tonio is  active  in  Medicaid  managed  care 
in  the  counties  surrounding  San  Antonio, 
and  UT  Southwestern  Medical  School  at 
Dallas  will  participate  in  Medicaid  man- 
aged care  with  Parkland  Hospital. 

Transforming  the  medical  school 
mindset  is  difficult.  “Higher  educa- 
tion and  medical  schools  move 


“All  of  US  in  medical  education  have  spent 
immense  time  and  effort  trying  to  figure  out 
a strategy  to  deal  with  managed  care,  to  learn  how 
it  operates,  to  be  able  to  participate  in  it.” 
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slowly,”  Dr  Greene  said.  “We  have  an 
overlay  of  state  regulations  that 
makes  things  more  unwieldy  for  us  to 
do,  and  we’re  the  type  of  organization 
that’s  just  hard  to  move  quickly.  It 
took  us  a long  time  to  get  into  pri- 
mary care  in  a big  way,  hut  we’re 
there.  If  you  assume  that  if  it  took  us 
8 years  to  begin  to  make  noticeable 
differences  that  people  couldn’t  scoff 
at,  that  means  it’s  going  to  take  8 
years  to  turn  around  a clinically  ori- 
ented organization  to  make  it  a lean, 
mean  caring  machine.” 

Dr  Guckian  agrees  that  transforming 
medical  education  into  a cheaper,  more 
efficient  undertaking  will  be  slow  and 
painful.  “We  are  doing  it  but  we  have 
not  reached  the  point  where  we  can  say 
it  is  done.” 

From  that  perspective,  he  adds, 
managed  care  has  had  a positive  im- 
ipact.  “It’s  forced  us  to  look  at  the  way 
jwe  deliver  care,  the  way  we  deal  in  a 
businesslike  fashion  with  the  ‘health  in- 
fdustry,’  but  in  some  respects  that’s  not 
lall  bad  because  we’re  in  the  business  of 
iteaching  and  training  health  profes- 
isionals  to  go  into  practice.  In  their 
jpractices,  they  obviously  are  going  to 
lhave  to  deal  with  it.” 

*The  future 

IState  appropriations  for  the  medical 
schools  are  expected  to  be  a major 
[issue  in  the  next  legislative  session 
because  of  a proposal  to  establish  a 
funding  formula  for  the  schools. 
Supporters  of  the  proposal  say  the  cost 
of  educating  medical  students  should 
be  the  same  at  each  school. 

Money,  however,  is  not  the  sole  is- 
sue the  schools  want  to  address.  They 
are  expected  to  seek  legislation  allow- 
ing them  to  shed  many  of  the  bureau- 
cratic regulations  that  make  it  difficult 
[for  governmental  entities  to  respond  to 
[changing  market  forces.  They  want  the 
'flexibility  to  become  more  efficient  in 
lareas  such  as  budgeting  and  purchas- 
ing and  in  their  ability  to  compensate 
(and  reward  employees  for  increased 

I productivity.  The  idea,  Dr  Guckian 
said,  is  to  allow  the  schools  to  “operate 
more  like  a nonprofit  business  rather 
j than  a state  agency.”  ★ 
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"Insurance  and  Risk  Management  Services  Since  1947" 

As  specialists  in  malpractice  insurance,  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

e Individual  and  Group  Practice  Physicians  and  Surgeons  e 
e Clinics  • Surgery  Centers  e IPA's  e PHO's  e MSO's  e 
• Multi-Specialty  Practices  e 
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Prevention  and  Access 


Prevention  and  managed  care 


Is  the  insurers’ commitment  strong  enough? 


Physicians  claim  they  don’t  have 
j enough  time  for  each  patient.  They 
I say  they  have  too  much  paper- 
work, and  there  is  too  little  or  no 
reimbursement.  Patients  complain 
that  physicians  and  managed  care 
companies  are  too  concerned 
about  their  own  well  being.  Managed  care 
executives  worry  that  prevention  costs  too 
much  and  they  won’t  receive  an  immediate 
bottom  line  return  on  their  investments. 
There  are  plenty  of  excuses  for  why  preven- 
tion’s not  being  practiced.  > > 
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Immunizations.  Mammograms.  Pap 
smears.  Alcohol  and  drug  abuse  coun- 
seling. Smoking  cessation.  Nutrition. 
Few  will  argue  the  importance  of  pre- 
ventive health  care.  But  deciding  who 
is  responsible  and  who  is  going  to  foot 
the  bill  muddies  the  water.  “Prevention 
in  health  care  plans  is  one  of  the  great- 
est potential  benefits  of  managed  care, 
but  I am  afraid  that  it  has  largely  gone 
untapped,”  said  Lewis  Foxhall,  MD,  as- 
sociate vice  president  for  health  policy 
at  The  University  of  Texas  M.D.  Ander- 
son Cancer  Center  and  chair  of  the 
Texas  Medical  Directors  Forum  Work- 
group on  Prevention. 

Just  glance  over  the  mountain  of  in- 
formation provided  by  managed  care 
companies.  Kaiser  Permanente  says 
staying  as  healthy  as  possible  is  a mat- 
ter of  teamwork.  Humana  Health  Care 
Plans  of  Austin  says  it  cares  about  what 
matters  most  — the  health  of  its  mem- 
bers. Aetna  US  Healthcare  says  it 
knows  its  members  have  a demanding 
schedule  so  it  sends  reminders  for  can- 
cer screenings.  CIGNA  Healthcare  re- 
minds men  that  the  best  way  to  care  for 
those  who  may  depend  on  them  is  to 
jmake  sure  they’re  taking  care  of  them- 
i selves.  Prudential  says  it  will  monitor 
the  health  of  its  enrollees  closely  with 
thorough  educational  material  on  dia- 
betes and  asthma. 

Most  managed  care  organizations 
adhere  to  the  Guide  to  Clinical  Preven- 
jtive  Services  recommendations  for 
jscreening,  counseling,  and  immuniza- 
tions. But  the  concern  isn’t  necessarily 
with  which  services  are  available.  It’s 
with  the  amount  of  access  physicians 
and  patients  have  to  these  services. 
And,  is  the  system  run  by  the  managed 
care  companies  one  that  welcomes 
physicians  and  patients  to  seek  the 
available  services? 

“The  major  strength  of  managed 
care  is  on  the  preventive  medicine 
side,”  said  Virginia  M.  Moore,  MD,  of 
Dallas,  medical  director  for  Prudential 
Healthcare-North  Texas.  “Early  detec- 
tion and  early  treatment  are  certainly 
what  managed  care  is  about,  but  all 
services  should  be  medically  necessary 
and  appropriate.  Before  managed  care, 
regular  child  care  and  physical  exami- 
nations, immunizations,  and  screening 
tests  weren’t  even  covered  services.” 


The  Texas  Medical  Association 
hopes  to  bridge  tbe  gap  between  physi- 
cians and  managed  care  companies 
through  the  Workgroup  on  Prevention. 
“We  want  to  identify  common  ground 
where  physicians  and  plans  can  work 
together  to  incorporate  more  preven- 
tion programs  into  day-to-day  prac- 
tice,” said  Karen  Batory,  MPA,  director 
of  the  TMA  Division  of  Public  Health 
and  Quality. 


said  Dr  Moore.  “Preventive  .services 
should  be  a standard  of  care.” 

No  money,  no  time 

But,  with  lack  of  time  and  reimburse- 
ment, can  prevention  be  practiced  on 
today’s  ever-shifting  medical  glacier? 

“There  is  a real  problem  of  how  to  in- 
tegrate comprehensive  prevention  into 
ordinary  care  that  is  primarily  acute- 
care-oriented  or  disease-oriented,”  Dr 


“Prevention  in  health  care  plans  is  one  of  the 
greatest  potential  benefits  of  managed  care, 
but  I am  afraid  that  it  has  largely  gone  untapped.” 


Who’s  on  what? 

The  screenings  may  be  available,  but  can 
physicians  keep  up  with  who  is  covered 
by  what  plan  as  well  as  what  screenings 
are  offered  by  which  plans?  Because 
Texas  physicians  usually  have  contracts 
with  a number  of  companies,  tracking 
which  plans  cover  which  patients  can 
become  a nightmare.  Do  managed  care 
companies  educate  their  physicians  on 
what  is  available  to  their  patients? 

“I  get  the  general  sense  that  most 
managed  care  corporations  are  not  ag- 
gressively encouraging  their  physicians 
or  patients  to  seek  or  obtain  preventive 
care,”  said  Anthony  Way,  MD,  a member 
of  the  workgroup.  Dr  Way,  of  Texas  Tech 
University  Health  Sciences  Center,  be- 
lieves the  bulk  of  preventive  services  are 
offered  largely  for  marketing  purposes. 

When  the  average  patient  stays  only 
4 to  5 years  with  a health  plan,  why 
should  tobacco  cessation  or  alcohol 
abuse  counseling  be  encouraged?  One 
bottom  line  approach  is  that  if  man- 
aged care  plans  do  not  promote  screen- 
ings, patients  won’t  have  tests  such  as 
mammograms  or  Pap  smears.  Then, 
diseases  won’t  be  detected  early,  and 
treatment  will  be  costly. 

It  is  ridiculous.  Dr  Moore  claims,  to 
say  physicians  are  not  referring  pa- 
tients for  screenings  and  patients  are 
not  seeking  the  care  covered  under 
their  insurance  plans.  “We  want  pa- 
tients to  have  their  blood  pressure  mea- 
sured along  with  mammograms.  Pap 
smears,  and  colon  cancer  screenings,” 


Way  said.  “The  reality  is  that  patients 
come  in  because  they  are  ill;  few  come 
in  because  they  are  well.  Once  you  go 
beyond  a small  number  of  standard  pro- 
cedures such  as  blood  pressure  checks. 
Pap  smears,  mammograms,  and  height 
and  weight  checks,  it  becomes  difficult 
to  start  looking  at  skin  cancers,  STDs, 
HfV,  TB,  diabetes,  tobacco  use,  physical 
activity,  and  nutrition.” 

Dr  Way  says  at  least  2 dozen  pre- 
ventive services  can  be  provided  to  dif- 
ferent people,  different  genders,  and 
different  ages  at  different  stages  of  life. 
“Keeping  track  of  that  large  number  is 
a real  problem.” 

“Primary  care  physicians,  for  the 
most  part,  take  an  active  role  and  try  to 
do  as  much  as  they  can  to  promote  pre- 
vention in  their  practices,”  Dr  Foxhall 
said.  “Unfortunately,  a lot  of  paperwork 
along  with  increased  patient  loads  has 
put  more  of  a barrier  in  place.” 

Dr  Moore  stresses  that  managed 
care  is  trying  to  take  steps  to  be  fair  to 
physicians.  This  involves  sending  out 
preventive  guidelines  and  assisting 
physicians  in  making  the  system  work 
for  themselves  and  their  patients. 

Triangle  of  responsibility 

A 40-year-old  woman  goes  to  her  gyne- 
cologist for  an  annual  exam.  When  she 
walks  through  the  office  door,  she  is 
handed  paperwork  for  a mammogram. 
She  is  given  the  responsibility  to  sched- 
ule the  time  and  location  that  are  con- 
venient for  her.  Her  physician  has 
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Prevention  can  cut  costs  in  Medicare  managed  care 
By  Johanna  Franke,  Associate  editor 


the  Dallas  area.  Wilson  Weather- 
ford, MD,  chief  of  geriatric  medicine 
for  the  Baylor  Health  Care  System 
and  medical  director  of  Baylor  Se- 


tures in  2 or  3 years  at  $20,000  a piece, 
you’ve  saved  a million  dollars,  but 
the  human  values  of  what  you've 
done  by  this  prevention  are  stagger- 


reimbursement  rates  for  primary  care 
physicians  are  so  low  that  they  almost  eliminate 
the  possibility  of  aggressive  preventive  care 
because  the  physicians  can’t  afford  to  do  it.” 


Joe  Cunningham,  MD,  sees 
Medicare  managed  care  as 
an  opportunity  illustrated 
not  only  by  numbers,  but 
also  by  healthy,  happy  se- 
niors. As  an  internist  and 
executive  director  of  Prov- 
idence Health  Alliance,  a 
5.01(a)  nonprofit  health  care  corpo- 
ration in  Waco,  Dr  Cunningham 
knows  that  the  only  way  to  curb 
Medicare  spending  is  through  some 
sort  of  capitated  medicine.  He  also 
knows  that  the  way  to  keep  the  el- 
derly population  healthy  and  happy 
is  through  wellness  and  prevention. 

“It  is  not  done  by  skimming  out 
the  healthy  elderly  and  restricting 
their  care  so  that  you  don’t  spend  as 
much  money  on  them.  That’s  what’s 
been  done  in  too  many  managed 
care  programs,’’  Dr  Cunningham 
said.  “It’s  done  by  doing  just  the  op- 
posite — providing  an  infrastructure 
of  care  for  every  elderly  person.” 

Millions  of  dollars  could  be  saved 
on  health  care  by  making  sure  el- 
derly patients  are  treated  for  dis- 
eases such  as  osteoporosis,  are 
taking  their  medications  correctly, 
are  attending  their  checkups,  have 
good  diets  and  exercise  regimens, 
have  been  immunized  properly,  and 
live  in  homes  where  the  possibility 
of  falls  is  minimized.  Dr  Cunning- 
ham says. 

“In  an  unmanaged  care  market, 
you  may  be  looking  at  2,800  bed 
days  per  thousand  for  a Medicare 
population.  If  you  do  a fully  man- 
aged care  market,  where  you’re  do- 
ing all  the  things  you  need  to  do  to 
take  care  of  these  patients,  that 
number  may  go  down  to  800  days  per 
thousand,”  Dr  Cunningham  said. 
“That  adds  up  to  $2  million  per  1,000- 
patient  panel  per  year.” 

One  example  of  a full-service 
Medicare  managed  care  program  is 
the  Baylor  Senior  Health  Centers  in 
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nior  Health  Centers,  says  the  13  fa- 
cilities in  the  system  are  called 
health  centers  rather  than  medical 
centers  because  they  are  oriented 
to  wellness  and  prevention. 

The  centers,  recognized  in  US 
News&  World  Report  and  named  the 
best  practice  method  this  year  by  the 
Health  Care  Advisory  Board,  each 
have  2 board-certified  internists  and 
a registered  nurse  who  acts  as  an  ad- 
ministrator and  telephone  triage 
nurse.  A social  worker,  pharmacist, 
and  dietitian/health  educator  round 
out  each  team  at  the  centers,  which 
also  contain  full  x-ray  services  and  a 
lab.  Dr  Weatherford  says. 

Vans  equipped  for  osteoporosis, 
mammography,  and  glaucoma 
checks  travel  among  the  13  centers, 
some  of  which  have  physical  medi- 
cine and  rehabilitation  facilities 
such  as  workout  areas  and  pools. 
The  centers  also  offer  disease-spe- 
cific management  for  ailments  such 
as  diabetes  and  hypertension,  acute 
care  services,  and  a new  frail  elderly 
homebound  program  that  takes  pre- 
ventive services  and  fall-risk  in- 
spections to  patients’  homes.  These 
services  have  reduced  the  average 
hospital  stays  for  the  centers’  pa- 
tients from  7 to  5 days.  Dr  Weather- 
ford says. 

“If  you’ve  prevented  20  hip  frac- 
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ing  in  addition  to  the  economic 
model,”  Dr  Weatherford  said.  “Only 
20%  of  the  people  who  have  hip  frac- 
tures ever  regain  their  normal  mobil- 
ity and  cognition  again,  and  many 
are  relegated  forever  to  nursing 
homes.” 

Dr  Weatherford  says  he  encour- 
ages his  potential  patients  to  con- 
sider managed  care  because  “our 
model  is  not  like  some  of  these  hor- 
ror stories  that  you  hear.  We  don’t 
withhold  anything.  We  don’t  have  to 
call  somebody  for  utilization  review 
and  all  of  that.  We  have  our  own  pro- 
tocol and  pathways.” 

Robert  Daly,  managing  director 
of  the  Boston-based  MedEquity  In- 
vestors LLC  venture  capital  firm, 
says  physician  independence  is  a 
key  to  making  wellness  and  preven- 
tion work  in  a managed  care  market. 
MedEquity  provides  a source  of  cap- 
ital to  primary  care  independent 
physician  entities  that  have  a strong 
interest  in  risk  contracting,  begin- 
ning with  Medicare. 

“It’s  very  clear  to  me  that  the 
right  kind  of  risk  contracting  turns 
the  primary  care  physician’s  focus 
heavily  toward  preventive  medicine. 
And,  in  particular,  if  you  have  pa- 
tients with  serious  chronic  illnesses, 
the  truth  is  that  under  the  current 
system  of  Medicare,  these  patients 
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are  not  being  followed  up  on,”  Mr 
Daly  said.  “HMO  reimbursement 
rates  for  primary  care  physicians 
are  so  low  that  they  almost  elimi- 
nate the  possibility  of  aggressive 
preventive  care  because  the 
physicians  can't  afford  to  do  it.” 

After  offering  physician  groups, 
usually  independent  practice  asso- 
ciations, the  capital  and  skills  to 
help  them  run  their  groups  success- 
fully, MedEquity  Investors  takes  a 
backseat  to  allow  physicians  in  a 
group  to  become  mutually  commit- 
ted to  each  other. 

“One  of  the  reasons  that  risk 
contracting  hasn’t  been  so  good 
in  some  cases  is  that  physicians 
don’t  have  enough  ownership  to 
do  it,”  Mr  Daly  said.  “If  we’re  a mi- 
nority capital  partner  and  physi- 
cians are  the  majority  owners, 
they’re  going  to  focus  when  we  do 
risk  contracting  together.  And  for 
the  patient,  this  control  gives  the 
physician  the  time,  energy,  and 
motivation  to  get  on  top  of  a prob- 
lem early  and  not  wait  until  it  can 
generate  a big  fee.” 

Partnerships  like  these  have 
worked  well  for  some  groups  in 
Houston  and  San  Antonio,  Mr 
Daly  says.  “The  plans  have  been 
much  more  willing  to  let  the 
physician  groups  do  a lot  of  the 
heavy  lifting  in  terms  of  claims 
management,  and  it’s  been  a good 
relationship.”  The  Dallas  area  has 
been  a different  story,  though. 
“HMDs  are  having  systems  diffi- 
culties with  claims  adjudication 
and  other  things,  and  the  physi- 
cians haven’t  taken  delegation  of 
those  responsibilities,”  Mr  Daly 
said.  “So  the  physicians  can  only 
do  as  well  as  the  HMDs.”  if 


ordered  the  screening,  and  her  health 
maintenance  organization  has  agreed 
to  pay.  So  she  is  in  control  of  her  health 
care.  How  much  hand-holding  should 
physicians  and  managed  care  plans 
give  to  their  patients  and  members? 

When  wrestling  with  preventive 
screening  and  improving  patient  health 
through  preventive  care,  it  boils  down 


dress  the  issue  and  allow  for  reim- 
bursement. “We  believe  there  has  to  be 
more  counseling  and  education,  but 
managed  care  is  worried  about  the  po- 
tential for  abuse  with  such  codes,”  Dr 
Moore  said. 

It’s  not  rocket  science 

Suggest  a wish  list  on  developing  com- 


“Veterinarians, mechanics,  and  dentists 
do  a better  job  than  we  do  in  reminding  patients 
and  customers  when  services  are  needed.” 


to  changing  human  behavior.  What 
does  it  take  to  ensure  patients  get  their 
regular  preventive  screenings? 

“How  do  you  convince  women  over 
50  to  get  mammograms  on  a regular 
basis?”  asked  Dr  Moore,  who  adds  that 
Prudential  provides  educational  mater- 
ial to  members  and  uses  an  autodialer 
reminder  system.  “For  working  people, 
we  encourage  extended  office  hours.” 
She  says  Prudential  allows  mammo- 
grams without  a referral  but  most  radi- 
ological labs  want  physicians’  names 
on  the  forms  so  the  test  results  can  be 
sent  to  their  offices. 

Dr  Foxhall  believes  managed  care 
plans  should  find  ways  to  promote 
healthy  lifestyles  to  their  members. 
“Patients  should  be  educated  on 
lifestyle  modification  and  ways  to  seek 
preventive  screening  services.  I don’t 
see  a lot  of  this  happening,  and  there 
needs  to  be  more  focus  on  prevention 
and  disease  management  in  addition  to 
financial  management.” 

The  trend  may  be  directed  toward 
empowering  patients  to  be  more  re- 
sponsible for  their  care.  “Americans 
want  a quick  fix  and  don’t  want  to  feel 
bad  for  even  a few  hours,”  Dr  Moore 
said.  “We  way  overtreat  many  illnesses, 
and  we  need  to  provide  more  educa- 
tion to  patients.” 

The  question  always  comes  back 
around  to  who  will  provide  patient  ed- 
ucation in  the  physician’s  office.  An  ex- 
panded set  of  CPT  codes  for  counseling 
and  education  may  be  needed  to  ad- 


mon ground  between  physicians  and 
managed  care  plans  and  you’ll  likely 
hear  topics  like  electronic  medical 
records  (EMRs),  Health  Plan  Employer 
Data  and  Information  Set  (HEDIS), 
and  longer  managed  health  care  con- 
tracts for  patients. 

“The  failure  in  medicine  today  is  the 
lack  of  computer  support,”  Dr  Way 
said.  “We  are  one  of  the  most  informa- 
tion-intense industries  in  the  world, 
but  we  are  still  dealing  with  medieval 
technology.  That  would  be  pen  and  pa- 
per. We  are  a little  beyond  quill  and 
parchment.” 

Workgroup  member  Philip  Huang, 
MD,  of  the  Texas  Department  of  Health 
(TDH),  waits  for  the  day  when  EMRs 
become  the  norm,  and  separate  data 
entries  and  activities  on  patient  records 
become  a thing  of  the  past.  He  wants  a 
system  that  flags  a record  and  lets  the 
physician  know  when  that  patient 
needs  a screening. 

Dr  Huang  oversees  TDH’s  Put  Pre- 
vention Into  Practice  program,  which 
promotes  system  changes  in  clinical 
settings  to  improve  preventive  services, 
including  incorporation  of  EMRs.  He 
wants  both  patients  and  physicians 
alerted  when  preventive  screenings  are 
needed.  “Veterinarians,  mechanics, 
and  dentists  do  a better  job  than  we  do 
in  reminding  patients  and  customers 
when  services  are  needed.  The  systems 
and  technology  are  out  there,  and  we 
have  to  get  over  that  hurdle.  It’s  not 
rocket  science,”  Dr  Huang  said. 
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The  National  Committee  for  Quality 
Assurance  (NCQA)  hopes  HEDIS  will 
help  sort  out  the  preventive  services  pro- 
vided by  managed  care  organizations. 
HEDIS,  which  is  sponsored  and  sup- 
ported by  NCQA,  is  the  first  step  in  col- 
lecting, analyzing,  and  reporting  data 
that  would  provide  a foundation  for 
comparative  information  requested  by 
purchasers  and  consumers  of  health 


care  services.  But  it’s  not  the  end-all, 
cure-all  for  prevention.  HEDIS  is  only  as 
good  as  the  data  provided.  And  some 
say  because  HEDIS  is  linked  to  managed 
care  plan  accreditation,  the  figures  will 
force  companies  to  put  their  finances 
where  their  mouths  are  and  pay  closer 
attention  to  preventive  services. 

“The  potential  for  improving  the 
health  of  our  communities  is  huge,”  Dr 


Eoxhall  said.  “The  medical  system  has 
tended  to  put  prevention  on  the  back 
burner.” 

“It’s  a hard  world  out  there  and  I 
have  seen  it  from  both  sides,”  Dr  Moore 
said.  “The  strength  in  medicine  is  the 
personal  relationships  between  physi- 
cians and  their  patients.  And  the  only 
way  to  ultimately  control  costs  in  this 
country  is  to  look  at  prevention.”  ★ 


Managing  mental  health 

Critics  say  access  to  needed  care  is  being  restricted 


It  was  a dire  situation:  The  single  mother  was  de- 
pressed, anxious,  and  saying  she  was  on  the  brink  of 
suicide.  Her  psychiatrist,  concerned  for  her  life, 
planned  to  see  her  several  times  to  monitor  her 
treatment  plan  so  he  could  heed  her  request  to  stay 
out  of  the  hospital.  But  her  insurance  company  had 
other  ideas. 


The  insurance  plan  denied  coverage 
for  the  visits  on  the  grounds  that  her 
diagnosis,  adjustment  disorder  with  se- 
vere acute  depression,  was  not  covered 
by  the  plan.  Her  doctor  made  several 
calls  to  insurance  company  representa- 
tives over  several  days,  telling  them  the 
patient  was  dangerously  suicidal  and 
trying  to  get  them  to  pay  for  her  care. 
They  told  him  to  send  a detailed  letter 
and  they’d  consider  it. 

Although  he  had  made  the  diagnosis 
of  adjustment  disorder,  he  was  denied 
the  opportunity  to  discuss  his  patient’s 
case  with  a physician  reviewer  because 
the  insurance  company  clerk  insisted 
that  adjustment  reactions  were  not  cov- 
ered as  a benefit  by  the  company. 

“I  told  the  clerk  on  the  phone,  ‘Eor- 
get  labels,  she’s  depressed,  she’s  suici- 
dal. I’m  trying  to  keep  her  out  of  the 
hospital.’  They  still  denied  the  care,” 


said  the  woman’s  psychiatrist,  Byron 
Howard,  MD,  of  Dallas.  “This  is  clearly 
a company  that  doesn’t  want  to  pay  un- 
less it  has  to.  It’s  preposterous.” 

It’s  also  an  all-too-common  experi- 
ence for  many  patients  and  psychia- 
trists during  this  age  of  managed  care. 

Psychiatrists  say  they  and  their  pa- 
tients, more  than  in  any  other  specialty, 
have  suffered  from  rigid  rules,  exten- 
sive red-tape  tangles,  and  massive  cost- 
cutting imposed  by  managed  care.  In 
the  Texas  Medical  Association’s  1998 
Survey  of  Texas  Physicians,  70%  of  psy- 
chiatrists — the  highest  percentage  of 
all  specialties  surveyed  — said  man- 
aged care  has  adversely  impacted  their 
ability  to  provide  quality  care. 

“Managed  care  has  selectively  dev- 
astated the  treatment  of  mental  ill- 
ness,” said  Deborah  Peel,  MD,  an 
Austin  psychiatrist  and  member  of 


TMA’s  Committee  on  Psychiatric  Health 
Care  and  Mental  Retardation.  “By  cut- 
ting payments,  it  has  simply  taken 
apart  the  system  of  care.  It’s  an  indus- 
trywide pattern,  and  it  takes  advantage 
of  a vulnerable  population.” 

According  to  a 1997  study  by  The 
Hay  Group,  a Washington,  DC,  actuar- 
ial and  benefits  consulting  firm,  the 
value  of  behavioral  health  care  benefits, 
which  includes  mental  health  and  sub- 
stance abuse  services,  has  been  cut  54% 
during  the  last  10  years.  These  benefits 
dropped  from  $154.08  per  individual  in 
1988  to  $69.61  per  individual  in  1997. 

Another  study  found  that  since  1991, 
managed  care  plans  have  imposed  more 
coverage  limits  than  ever  before  on  vis- 
its to  psychiatrists  or  therapists,  set 
more  limits  on  days  a patient  can  receive 
inpatient  care,  established  caps  on  an- 
nual and  lifetime  coverage,  developed 
formularies  severely  restricting  psychi- 
atric medications,  and  added  separate 
copayments  for  mental  health  care. 

Yet  studies  show  that  more  than  51 
million  Americans  have  a mental  ill- 
ness in  a single  year,  and  1 out  of  every 
20  people  is  disabled  by  a severe  men- 
tal illness. 

“There’s  a decrease  in  the  total  ex- 
penditures but  certainly  not  a similar 
decrease  in  the  need  for  care,”  Dr  Peel 
said.  “Dollars  that  used  to  pay  for  men- 
tal health  care  are  now  going  for  cor- 
porate profits.” 


By  Mel  issa  McEver,  Editorial  assistant 
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Recent  laws  passed  by  the  Texas  Leg- 
islature and  Congress  calling  for  mental 
health  parity  are  having  limited  impact. 
Though  the  Texas  law  mandates  higher 
inpatient  day  limits  and  visit  limits,  and 
prohibits  lifetime  limits  on  mental 
health  coverage,  more  than  half  of  Tex- 
ans are  covered  by  plans  exempt  from 
these  rules  under  the  Employee  Retire- 
ment Income  Security  Act  of  1974.  And 
both  laws  exempt  substance  abuse 
treatment  from  the  parity  requirements; 
thus,  strict  limits  for  mental  health  and 
substance  abuse  treatment  still  are  the 
rule  for  Texas  managed  care. 

Access  is  denied 

Many  patients  with  mental  health  needs 
aren’t  being  referred  to  psychiatrists  in 
the  first  place.  To  minimize  costs,  the 
recent  trend  among  managed  care  orga- 
nizations is  to  send  a patient  directly 
from  the  primary  care  physician  to  a 
I clinical  social  worker  or  therapist,  often 
j without  an  evaluation  from  a psychia- 
trist. In  this  scenario,  the  primary  care 
I physician  prescribes  any  needed  med- 
ication, and  the  nonmedically  trained 
therapist  provides  the  therapy. 

I Psychiatrists  worry  such  a system 
imay  cause  individuals  with  serious 
; mental  illness  to  be  misdiagnosed  or 
improperly  treated. 

“That  could  be  tragic,  even  fatal  for 
I some  people,  if  they  go  to  a practi- 
itioner  who  isn’t  trained  to  deal  with  a 
differential  diagnosis  or  with  the  sever- 
ity of  their  mental  illness,”  said  Dr 
Howard,  who  is  chair  of  the  TMA  Board 
of  Trustees.  If  communication  between 
the  primary  physician  and  the  mental 
health  practitioner  is  infrequent,  nei- 
ther may  have  a clear  idea  of  how  the 
j treatments  are  working  together  or  if 
(the  prescribed  medication  is  helping 
i the  patient.  “The  family  doctor  may  not 
i have  the  time  to  do  an  ongoing  evalua- 
|tion  of  the  benefits  and  side  effects  of 
' the  medication,  or  may  not  see  the  pa- 
' tient  often  enough,  and  the  counselor’s 
j not  trained  to  recognize  those  things,” 
'Dr  Howard  said.  “In  the  real  world, 

! that’s  often  not  coordinated  at  all.” 

Managed  care  organizations  say 
they  assess  the  needs  of  each  patient 
'With  mental  health  problems  through 


an  evaluation  by  a trained  therapist  or 
psychologist.  The  therapist,  in  turn,  de- 
cides how  serious  the  problem  is  and 
whether  or  not  the  patient  should  see  a 
psychiatrist.  “It’s  based  on  the  diagno- 
sis,” said  Greg  Cortez,  MD,  medical  di- 
rector for  Prudential  Health  Care  Plan. 
“If  it’s  a more  serious  illness,  the  psy- 
chiatrist needs  to  be  involved.  For 


milder  conditions,  we  use  other  mental 
health  providers  and  have  the  primary 
physicians  prescribe  medication.” 

While  many  psychiatrists  agree  that 
well-trained  mental  health  practition- 
ers can  provide  excellent  care,  they  still 
feel  an  initial  evaluation  by  a psychia- 
trist is  needed.  “If  they  don’t  do  a psy- 
chiatric screening,  that’s  bad  care,”  Dr 
Howard  said. 

If  a patient  does  get  a referral  to  a psy- 
chiatrist, other  treatment  obstacles 
emerge,  such  as  the  requirement  to  ob- 
tain preauthorization  for  visits.  Many 
doctors  find  themselves  spending  consid- 
erable time  on  the  telephone  with  man- 
aged care  companies  protesting  denials 
of  outpatient  visits  or  of  medications  not 
on  a plan’s  formulary.  Ultimately,  the 
physicians  end  up  clashing  with  the  com- 
panies over  what  constitutes  good  care. 

“If  somebody  comes  to  see  me, 
when  we  find  the  best  thing  for  that 
person.  I’ll  push  the  insurance  com- 
pany until  it  pays.  But  it  takes  an  inor- 
dinate amount  of  my  time,  time  I don’t 
spend  with  patients,”  said  Jefferson 
Nelson,  MD,  president  of  the  Texas  So- 
ciety of  Psychiatric  Physicians  (TSPP). 
“The  unreasonable  roadblocks  can  be 
dealt  with,  but  it  really  seems  to  me 
that  the  intent  is  to  wear  you  down  so 
that  people  will  give  up  rather  than 
pursue  going  through  the  steps  and  ap- 
peals and  so  on.” 

Psychiatrists  also  typically  are  reim- 
bursed only  for  15-minute  medication 
check  visits,  in  which  they  evaluate  the 


effectiveness  of  the  patient’s  medica- 
tion. “There’s  a financial  disincentive 
for  psychiatrists  to  do  psychotherapy,” 
Dr  NeLson  said.  “And  we’re  one  of  the 
best-trained  groups  of  psychothera- 
pists. That  decreases  the  quality  of 
mental  health  care  for  patients.” 

Patients  dealing  with  mental  ill- 
nesses such  as  severe  depression  rarely 


have  the  emotional  strength  to  fight  for 
proper  care  themselves  and  often  are 
not  aware  the  care  they  are  receiving  is 
insufficient,  say  doctors.  “Patients  think 
a couple  of  visits  and  some  medication 
checks  are  adequate.  For  depression 
and  other  mental  illness,  we  know  that 
just  isn’t  enough,”  Dr  Peel  said. 

All  of  these  barriers  combined  may 
cause  patients  who  already  are  strug- 
gling to  accept  their  illnesses  to  give  up 
on  treatment. 

“The  decision  to  go  see  someone  for 
mental  health  care  is  tough.  It’s  a 
painful  admission  to  oneself,  so  there 
are  already  barriers  to  care.  If  you  put 
up  any  more  obstacles,  which  managed 
care  most  certainly  does,  you  run 
everybody  off,”  Dr  Peel  said. 

The  numbers  suggest  that  some- 
thing is  indeed  turning  patients  away 
from  psychiatric  treatment.  The  Hay 
Group  study  reports  a 28.3%  decrease 
in  outpatient  psychiatric  office  visits 
from  1991  to  1996.  That  this  decrease 
is  due  simply  to  treatment  efficiency, 
doctors  say,  is  unlikely. 

Public  mental  care  squeeze 

The  managed  care  squeeze  isn’t  just 
occurring  for  patients  enrolled  in  pri- 
vate insurance  plans.  Medicaid  man- 
aged care  programs  are  being  intro- 
duced throughout  the  state,  and  many 
community  mental  health  centers  and 
state-funded  hospitals  that  treat 
Medicaid  mental  health  patients  are 
facing  serious  funding  crises. 


“Managed  care  has  selectively  devastated 
the  treatment  of  mental  illness.  By  cutting  payments, 
it  has  simply  taken  apart  the  system  of  care.” 
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“For  community  psychiatric  services, 
there  already  are  far  more  people  with 
needs  than  there  are  funds,”  said  James 
Van  Norman,  MD,  medical  director  of 
the  Austin-Travis  County  Mental  Health 
Mental  Retardation  (MHMR)  Center. 
And  with  state  funds  disappearing  into 
the  murky  waters  of  managed  care  ad- 
ministrative costs  and  physicians  being 
reimbursed  at  capitated  rates,  the  prob- 
lem is  bound  to  worsen.  Dr  Van  Norman 
says.  “There’s  probably  some  as-yet-un- 
recognized  cost-shifting.  People  are  still 
getting  services,  but  it’s  now  being  paid 
for  by  the  state  out  of  its  indigent  care 
general  revenue  funds.” 

That  could  eliminate  a funding  safety 
net  that  covers  the  more  severely  men- 
tally ill,  particularly  indigent  patients. 
“The  result  is  that  the  ability  to  take  on 
indigent  patients  decreases,”  said  Helen 
Kent  Davis,  director  of  governmental  af- 
fairs and  health  policy  analyst  for  TMA. 
So  even  more  patients  with  mental  ill- 
ness may  fall  through  the  cracks. 

The  greatest  squeeze  of  all  may  be 
about  to  take  place  in  North  Texas. 
NorthSTAR,  a state  pilot  project  sched- 
uled to  begin  in  the  Dallas  area  in  July 
1999,  will  “carve  out”  or  separate  Medi- 
caid behavioral  health  benefits  from 
the  physical  health  care  benefit.  A sep- 
arate behavioral  health  organization 
will  manage  mental  health  care.  Physi- 
cians say  this  arrangement  introduces 
another  layer  of  unnecessary  bureau- 
cracy and  spreads  Medicaid  funds  over 
too  great  a population,  since  North- 
STAR will  cover  Medicaid  and  non- 
Medicaid  patients. 

“We’re  taking  an  even  smaller  number 
of  dollars  to  take  care  of  a larger  number 
of  people,”  said  Conway  McDanald,  MD, 
medical  director  for  the  Dallas  County 
MHMR  Center.  “NorthSTAR  increases 
mandates  for  care  but  has  no  provisions 
for  new  funding  for  the  care.” 

Dr  McDanald  also  is  concerned  that 
this  new  system  will  be  too  confusing 
for  patients.  “If  you  have  a more  com- 
plex system  for  patients  to  navigate, 
the  initial  concern  is  that  people  will 
have  difficulty  accessing  care.  And  for 
patients  who  are  seriously  and  persis- 
tently mentally  ill,  that’s  a real  con- 
cern,” Dr  McDanald  said. 
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Is  there  a solution? 

Despite  the  numerous  complaints  psy- 
chiatrists have  against  managed  care 
organizations,  doctors  do  concede  that 
not  all  organizations  are  created  equal. 
Some  companies  work  well  with  doc- 
tors and  patients,  says  Dr  Howard. 
“There  are  some  companies  that  are 
quite  reasonable,  with  good  clinical 


reviewers  who  understand  and  discuss 
treatments  with  the  doctors.  If  I can 
talk  to  a doctor,  the  company  will  often 
approve  the  care  the  patient  needs.” 

Other  psychiatrists  say  the  checks- 
and-balances  system  of  managed  care 
has  helped  them  evaluate  the  reasons 
for  their  care  choices.  “The  plus  in  man- 
aged care  is  it  brings  us  a step  forward 
in  reviewing  quality  of  care,”  Dr  Van 
Norman  said.  “The  minus  is  it  gets  done 
to  us  rather  than  us  doing  it  ourselves.” 

Wanting  control  over  their  own 
practices  has  led  some  psychiatrists  to 
take  the  initiative.  At  Austin-Travis 
MHMR,  the  clinic  formed  a 5.01(a) 
physician-directed  nonprofit  organiza- 
tion and  captured  the  Medicaid  man- 
aged care  contracts  in  Austin.  “We 
internally  review  and  keep  track  of 
what’s  happening  and,  therefore,  have 
avoided  some  of  the  managed  care 
risks.  If  we  hadn’t  gotten  this  kind  of 
setup,  I think  we’d  be  in  a real  bind,” 
Dr  Van  Norman  said. 

Dr  Howard  and  other  physicians  be- 
lieve direct  contracting  is  the  best 
means  to  deal  with  the  growth  of  man- 
aged care.  “The  odds  for  a patient  and 
his  or  her  family  are  vastly  better  if  the 
managed  care  company  is  in  the  hands 
of  physicians,  because  the  ethical  tradi- 
tion and  compassionate  drive  that  put 
us  all  in  medicine  will  motivate  us  to 
do  what’s  best  for  the  patient,”  Dr 
Howard  said. 

TMA,  TSPP,  and  several  mental 
health  advocacy  organizations  have 
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formed  the  Mental  Illness  Awareness 
Coalition  to  give  voice  to  possible  solu- 
tions. The  groups  within  the  coalition 
were  instrumental  in  the  passage  of  the 
state’s  mental  health  parity  law  and  are 
helping  support  each  other  in  lobb3dng 
efforts  for  the  mentally  ill.  TMA  and 
TSPP  also  are  working  together  to  de- 
velop the  Survey  of  Texas  Psychiatry, 


expected  to  launch  this  fall.  One  goal 
of  the  survey  is  to  document  Texas  psy- 
chiatrists’ problems  with  managed 
care,  which  will  help  physicians  fight 
for  better  mental  health  policies  in 
Texas. 

The  doctors  hope  these  efforts  will 
improve  access  and  quality  of  care  for 
their  patients  struggling  with  disabling 
mental  illness.  “The  stress  is  not  just 
because  doctors’  incomes  are  dropping 
due  to  managed  care  or  because  of  the 
denigrating  hassle  with  the  compa- 
nies,” Dr  Howard  said.  “It’s  the  anguish 
about  the  person  who  is  hanging  on  by 
a thread  and  I have  to  say  to  her,  ‘They 
approved  4 visits  for  now,  and  later 
we’ll  see  if  or  how  many  visits  we  can 
get  approved.’  That’s  terrible,  and 
that’s  why  it’s  so  frustrating  to  doctors. 
That’s  what  you  stay  awake  at  night 
thinking  about.”  ★ 
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Tough  act  to  follow 

A more  modest  managed  care  agenda  is  likely  in  1999 


Larry  Martin 


In  1997,  Texas  lawmakers  overwhelm- 
ingly enacted  one  of  the  most  sweeping 
packages  of  managed  care  reforms  in 
the  country.  In  fact,  those  reforms  put 
Texas  at  the  forefront  of  the  patient 
protection  debate  with  the  first-in-the- 
nation  law  holding  managed  care  plans 
liable  for  their  negligent  medical-necessity 
decisions  and  establishing  an  independent 
review  process  that  allows  patients  to 
quickly  appeal  when  their  managed  care 
organizations  deny  needed  care.  > > 


By  Ken  Ortolon,  Associate  editor 
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But  that  was  1997.  Now,  just  2 
months  before  the  Texas  Legislature  is 
ischeduled  to  convene  again,  many  ob- 
servers are  wondering  what  physicians, 
consumer  advocates,  and  other  sup- 
porters of  patient  protections  will  do 
'for  an  encore.  And,  will  opponents  of 
managed  care  regulations  — business 
groups  and  the  managed  care  plans 
themselves  — attempt  to  roll  back  the 
1997  reforms? 

The  answers  to  both  questions  are 
still  unclear.  But  what  is  clear  is  the  re- 
form agenda  in  1999  will  be  far  less  am- 
bitious than  that  of  the  previous  session. 

Grabbing  the  brass  ring 

“Nineteen  ninety-seven  was  a water- 
shed session  for  us,”  said  Dallas  oncol- 
ogist Joseph  S.  Bailes,  MD,  who 
chaired  the  Texas  Medical  Association’s 
Council  on  Legislation  during  the  1997 
legislative  session.  “Lawmakers  enact- 
ed far  broader  managed  care  reforms 
than  most  people  thought  possible  at 
the  beginning  of  the  session.” 

Indeed,  the  6-bill  package  of  re- 
forms, sponsored  by  Sen  David  Sibley 
(R-Waco),  Rep  John  Smithee  (R- Amar- 
illo), and  others,  was  extensive  in  terms 
of  its  protections  for  both  patients  and 
the  physicians  who  advocate  for  them. 

Foremost  among  its  provisions  was 
the  landmark  Senate  Bill  386,  which 
imposed  liability  on  health  mainte- 
nance organizations  (HMOs)  and  other 
managed  care  entities,  as  well  as  set  up 
the  independent  review  process  for  ap- 
peals of  medical-necessity  decisions.  A 
year  after  that  law  went  into  effect, 
proponents  say  it  is  working  well. 

“The  goal  of  the  legislation  was  to 
take  medical  treatment  decisions  out  of 
the  hands  of  executives,  who  were  fo- 
cused on  the  bottom  line,  and  return 
the  decision  making  to  the  patient  and 
physician,”  Senator  Sibley  said.  “I  think 
we  are  now  headed  in  that  direction.” 

What’s  more,  the  law  has  not  cre- 
ated the  rash  of  new  lawsuits  that  op- 
ponents said  would  drive  up  the  price 
of  health  insurance  premiums.  In  fact, 
HMOs  have  won  about  half  of  the  200 
or  so  appeals  that  have  been  heard  by 
the  independent  reviewer,  and  not  a 
single  lawsuit  has  been  filed. 

“Opponents  of  the  legislation  pre- 
dicted that  allowing  consumers  to  sue 


their  managed  care  plans  would  flood 
the  courthouses  with  lawsuits,”  Senator 
Sibley  said.  “Instead,  the  independent 
review  process  has  successfully  diverted 
lawsuits  and  saved  patients’  legal  costs.” 

Unfortunately  for  patients  and  man- 
aged care  organizations,  one  health  in- 
surer, Aetna  US  Healthcare,  didn’t  wait 
to  see  how  the  law  would  work.  It  filed 
a lawsuit  even  before  the  bill  took  effect 
seeking  a ruling  that  the  liability  provi- 
sions violated  the  federal  Employee  Re- 
tirement Income  Security  Act  (ERISA), 


which  exempts  employer-funded  health 
insurance  plans  from  state  regulation. 

In  a ruling  handed  down  in  mid-Sep- 
tember, a federal  district  court  Judge  in 
Houston  upheld  the  liability  portion  of 
the  law  but  ruled  the  independent  re- 
view process  was  in  violation  of  ERISA. 
While  Aetna  hailed  the  decision  as  a 
victory,  others  in  the  managed  care  in- 
dustry called  the  decision  a “worst-case 
scenario”  for  HMOs  because  it  keeps 
the  right  to  sue  in  place  but  repeals  the 
review  process  designed  to  prevent  law- 
suits against  HMOs. 

The  ruling  almost  certainly  will  be 
appealed  by  Aetna,  the  state,  or  both. 

Adding  up  the  wins 

But  the  reforms  were  far  broader  than 
Just  the  liability  issue.  Among  the  pack- 
age’s other  provisions  were  sections: 

• Allowing  the  state  insurance  com- 
missioner to  set  standards  relating 
to  HMO  enrollees’  access  to  health 
care  services  and  minimum  physi- 
cian-patient ratios; 

• Allowing  patients  to  file  complaints 
with  the  Texas  Department  of 
Insurance  (TDI)  if  attempts  to  resolve 
a problem  with  an  HMO  failed; 

• Requiring  HMOs  to  pay  for  emer- 
gency department  care  based  on  the 
“prudent  layperson”  standard; 


• Requiring  managed  care  plans  to 
provide  patients  with  accurate, 
easy-to-understand  descriptions  of 
plan  benefits; 

• Prohibiting  insurers  from  retaliating 
against  a patient  who  files  a com- 
plaint or  appeals  a treatment  deci- 
sion, or  against  a physician  who  files 
a complaint  on  behalf  of  a patient; 

• Banning  gag  clauses  that  prevent 
physicians  from  discussing  all  treat- 
ment options  with  patients; 

• Allowing  patients  with  special  cir- 


cumstances, such  as  disabilities  or 
life-threatening  illnesses,  to  contin- 
ue to  see  their  physicians  for  up  to 
90  days  if  they  are  terminated  from 
their  plans;  and 

• Requiring  prompt  payment  of  claims. 

In  addition,  other  measures  passed 
requiring  coverage  of  hospital  stays  fol- 
lowing mastectomy  surgery  and  breast 
reconstruction,  and  allowing  women  to 
see  their  obstetrician-gynecologists 
without  referrals  from  their  primary 
care  doctors. 

In  fact,  so  much  managed  care  reform 
was  enacted  that  nearly  a year  later  TDI 
staffers  still  were  trying  to  develop  regu- 
lations to  implement  all  of  them. 

Why  were  the  wins  so  big?  In  part, 
says  Dr  Bailes,  because  of  the  commit- 
ment of  Senator  Sibley,  Representative 
Smithee,  and  other  bill  sponsors  who  had 
heard  countless  managed  care  horror  sto- 
ries at  a series  of  public  hearings  during 
the  interim  before  the  1997  session. 
However,  the  managed  care  industry 
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and  its  business  allies  helped  in  their  j 
ovm  defeat,  says  Kim  Ross,  TMA  vice  I 
president  for  public  policy.  Mr  Ross  says  j 
the  HMOs  and  their  main  ally  the  Texas 
Association  of  Business/Chambers  of 
Commerce  (TABCC),  miscalculated,  | 
thinking  arguments  of  higher  health  care  ' 
premiums  and  business  leader  opposi-  - 
tion  would  sway  conservative  lawmak- 
ers or  produce  another  gubernatorial ! 
veto  similar  to  the  one  in  1995  when  i 
Gov  George  W.  Bush  struck  dovm  the  Pa- 
tient Protection  Act.  That  didn’t  happen. 

“The  artless  way  in  which  some  of  the 
opponents  fought  the  issue,  the  extrava- 
gant claims  of  skyrocketing  premiums, 
the  disingenuity  of  some  of  the  cost 
‘studies’  that  were  never  quite  produced 
in  public  hearings,  and  the  patronizing 
manner  in  which  they  conveyed  their 
opposition  all  contributed  to  what  was 
passed,”  Mr  Ross  said. 

Probably  the  low  point  for  the  man- 
aged care  industry  was  the  testimony 
of  one  of  its  own  lawyers  who  told  Sen- 
ate Economic  Development  Committee 
members  that  a patient  would  be  to 
blame  for  her  own  death  if  she  failed  to 
pay  out  of  her  own  pocket  for  medical 
treatment  her  HMO  deemed  medically 
unnecessary 

“Everybody  who  heard  that,  includ- 
ing some  of  the  HMO  lobbyists,  just 
shook  their  heads,”  Mr  Ross  said.  That 
type  of  attitude  on  the  part  of  HMOs 
“accelerated  by  a significant  magnitude 
what  we  thought  could  be  achieved  in 
a contentious  environment  and  what 
actually  was  achieved,”  he  added. 

Looking  ahead 

With  so  much  accomplished  in  1997, 
the  issues  likely  to  be  debated  in  1999 
are  far  narrower,  say  both  physicians 
and  lawmakers  likely  to  be  involved  in 
the  debate.  Dallas  surgeon  Robert  W. 
Sloane,  Jr,  MD,  current  chair  of  the  TMA 
Council  on  Legislation,  says  the  1997 
reforms  are  working  well  and  appear  to 
need  little  fine-tuning  at  this  point. 

Representative  Smithee,  the  House 
sponsor  of  the  1997  reforms,  says  a few 
adjustments  might  need  to  be  made, 
but  he  has  no  definite  plans  to  intro- 
duce legislation  to  tinker  with  the  cur- 
rent laws.  “By  and  large,  even  the  critics 
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are  saying  it’s  worked  well  and  much 
better  than  they  anticipated  it  would 
work,”  Representative  Smithee  said. 

Dr  Sloane  says  TMA’s  own  agenda 
[for  1999  likely  will  fall  in  the  area  of 
claims  payment  and  HMO  business  op- 
erations. “I  think  most  of  what  we’re 
looking  at  has  to  do  with  prompt  pay- 
ment of  claims,  the  definition  of  clean 
I claims,  bundling  and  unbundling  of 
I payment,  and  rules  about  verification 
of  policyholders,”  he  said.  “We’d  like  to 
; tidy  up  the  whole  process  of  getting  a 
j patient  through  an  event  where  a man- 
! aged  care  organization  has  to  precer- 
j tify,  validate  that  the  patient  is  in  fact 
I insured,  process  a claim,  and  pay  a 
li  claim  in  an  orderly  way.” 

Some  managed  care  plans  share 
I those  concerns  with  their  own  opera- 
^tions  and  are  working  with  TMA  on 
crafting  regulatory  solutions. 

I'  Dr  Sloane  says  a number  of  hassles 
continue  despite  the  new  laws.  Some  of 
those  hassles  may  be  deliberate  at- 
j|  tempts  by  managed  care  plans  to  slow 
I or  reduce  pa3Tnent.  Others  may  simply 
I exist  because  of  a system  that’s  still  try- 
( ing  to  come  to  grips  with  new  regula- 

I'  tions  and  market  trends  that  have  seen 
several  megamergers  of  giant  HMOs 
['with  diverse  corporate  cultures,  he  says. 

|i  “There  are  some  issues  out  there 
I that  really  are  purposeful,  but  a lot  of 
[these  other  issues  have  never  been 
( cleaned  up,  like  the  whole  idea  of  what 
is  a clean  claim  and  when  do  you  say 
you’ve  achieved  it,”  Dr  Sloane  said. 
“That’s  something  for  which  there  isn’t 
as  yet  any  agreement.” 

Another  issue  yet  to  be  resolved  is 
what  constitutes  a “negative  incentive” 
for  patient  care.  The  1997  reforms  pro- 
1 hibit  managed  care  plans  from  paying 
I bonuses  or  financially  penalizing  physi- 
I cians  in  a way  that  encourages  them  to 
) withhold  care.  But,  Dr  Sloane  says,  the 
\ regulations  are  not  yet  in  place  that  set 
i the  bar  on  what  that  negative  incentive 
1 might  be. 

“Whether  that  would  have  to  be- 
j come  a legislative  initiative  or  Vv^hether 
I it  can  be  handled  in  the  regulatory 
; area,  I don’t  know,”  he  said. 

I Representative  Smithee  has  asked 
i the  House  Insurance  Committee,  which 
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he  chairs,  to  look  at  some  of  these  is- 
sues during  the  interim  and  make  rec- 1 
ommendations  before  the  start  of  the 
next  legislative  session.  TDI  officials  re- 
ported to  the  committee  in  September; 
that  physician  complaints  about  claims 
processing  and  other  paperwork  issues , 
remain  high.  However,  they  said  about 
half  of  those  complaints  stem  fromij 
cases  in  which  the  physician’s  office; 
had  not  properly  processed  the  claims,  i 

Tackling  the  opposition 

The  managed  care  industry  and  busi- 
ness also  will  have  their  agendas,  and 
TMA  will  have  to  address  those  issues. 
Dr  Sloane  says. 

Already,  the  Texas  Association  of 
Health  Plans  (TAHP),  which  represents, 
HMOs,  has  begun  talking  about  regulat- 
ing physician-directed  networks,  such  as 
independent  practice  associations,  in 
the  same  manner  that  HMOs  are  regu- 
lated. TAHP  General  Counsel  Jeff 
Kloster,  JD,  says  IPAs,  physician  man- 
agement groups,  and  other  entities  are 
taking  on  risks  much  like  an  insurance 
company  but  currently  are  unregulated. 

“We  [the  HMOs]  are  the  only  regu- 
lated entity  in  this  picture,”  Mr  Kloster 
said. 

Texas  Insurance  Commissioner  Elton 
Bomer  also  has  raised  the  possibility  of 
regulating  physician-directed  entities 
that  assume  risk.  The  recent  bankruptcy 
filing  of  FPA  Medical  Management 
Company,  Inc,  the  nation’s  third  largest 
physician  practice  management  com- 
pany, put  the  spotlight  on  the  need  for 
such  regulation,  Mr  Bomer  says. 

“The  legislature  would  have  to  make 
the  final  decision  as  to  whether  to  give 
us  some  authority  to  license  the  risk 
takers  — whether  it  is  FPA  or  IPAs  — 
with  respect  to  financial  solvency,”  Mr 
Bomer  said. 

Mr  Ross  says  TMA  also  has  looked  at 
the  issue  of  regulating  physician  net- 
works. “We’ve  been  convening  these 
networks  to  come  up  with  a rational 
way  to  assure  some  form  of  both 
payer/payee  and  consumer  protections 
when  physicians  get  beyond  simply 
providing  their  services  and  when  they 
begin  assuming  certain  kinds  of  finan- 
cial risk,”  he  said. 
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I However,  imposing  full-blown  HMO 
regulations  on  such  networks  likely 
would  put  them  out  of  business,  a re- 
sult the  HMOs  wouldn’t  necessarily  op- 
pose, he  says. 

“The  HMOs  will  say  these  networks 
are  HMOs,  they  should  be  regulated 
I like  HMOs,”  Mr  Ross  said.  “Our  argu- 
ment is  there  should  be  some  level  of 
I protection,  whether  it’s  stop  loss  or 
some  form  of  protecting  patients  dur- 
ing a transition  or  a market  upheaval. 
But  that  should  not  be  the  same  as  an 
HMO.  Physicians  already  own  the 
source  of  labor  — their  services  — and 
they  shouldn’t  have  to  indemnify 
against  their  own  services.” 

Controlling  mandates 

Meanwhile,  TABCC  already  has 
announced  that  its  agenda  will  include 


clamping  down  on  any  new  mandated 
benefits.  That  group,  the  staunchest 
HMO  ally  against  the  1997  reforms, 
has  organized  a coalition  called  Health 
Partners  to  raise  money  to  support  that 
campaign.  Health  Partners  is  largely 
funded  by  the  HMOs. 

TABCC  also  has  called  for  a Massa- 
chusetts-style  physician-profiling  bill 
that  would  include  physician-specific 
outcomes  data. 

Both  TMA  and  Representative 
Smithee  agree  that  some  rational  ap- 
proach needs  to  be  established  to  deter- 
mine whether  a potential  mandated 
benefit  is  scientifically  valid  and  cost  ef- 
fective. House  Speaker  Pete  Laney  has 
even  charged  Representative  Smithee’s 
House  Insurance  Committee  with  study- 
ing the  matter.  And,  TDl  is  conducting  a 
study  to  determine  the  cost  impact,  if 


any,  of  mandates  on  premiums. 

But  Representative  Smithee  warns 
against  clamping  down  too  tightly  on 
new  benefits.  “Every  mandate  has  some 
cost  attached  to  it,  although  the  argu- 
ment can  be  made  that  some  of  the 
mandates  may  be  cost  effective,”  he 
said.  “One  of  the  examples  we  talk 
about  a lot  is  requiring  mammograms  in 
those  situations  where  a doctor  recom- 
mends it.  A little  bit  of  prevention  could 
save  an  awful  lot  of  money  later  on.” 

Without  some  mandates,  managed 
care  plans  might  have  exclusions  for 
cancer,  heart  disease,  and  other  high- 
risk  items.  Representative  Smithee  says. 

“The  only  product  you  could  get 
would  be  something  that  basically 
doesn’t  cover  anything,”  he  said.  “I’m 
not  sure  people  want  a policy  that  does 
not  have  a broad  range  of  coverage.”  ★ 


Setting  the  lineup 

Multiple  players  will  have  key  role  in  upcoming  managed  care  debates 


Wl  hen  the  Texas  Legislature  convenes  in  Jan- 
uary 1999,  managed  care  certainly  will  be 
among  its  leading  issues.  And  the  people 
and  organizations  that  will  influence  that 
debate  will  come  from  a wide  spectrum  of 
interests  including  medicine,  the  insurance 
industry,  business,  large  employers,  and 
many  others.  Here  is  a brief  analysis  of  the  key  players 
in  the  managed  care  debate. 


Senator  David  Sibley 
and  Representative 
John  Smithee 

These  2 influential  lawmakers  shepherd- 
ed the  1997  managed  care  reforms 
through  the  legislature  despite  intense 
opposition  from  health  maintenance 
organizations  and  the  Texas  Association 


of  Business/Chambers  of  Commerce. 
Senator  Sibley,  a Waco  Republican,  chairs 
the  Senate  Economic  Development 
Committee,  and  Representative  Smithee 
chairs  the  House  Insurance  Committee. 
Most  major  managed  care  bills  filed  in 
1999  will  have  to  go  through  those  2 
committees,  which  means  both  lawmak- 


ers will  have  a large  measure  of  control 
over  any  managed  care  changes  that 
reach  the  House  and  Senate  floor  for 
debate. 

House  Speaker  Pete  Laney 
and  the  next 
lieutenant  governor 

As  the  presiding  officers  of  the  House 
and  Senate,  the  speaker  and  the  lieu- 
tenant governor  have  control  over  the 
legislative  agenda  through  the  power 
to  appoint  committees  and  committee 
chairs.  Under  Senate  rules,  few  bills 
will  ever  reach  the  Senate  floor  for  leg- 
islative debate  without  the  support  of 
the  lieutenant  governor. 

House  Insurance  Committee 
and  Senate  Economic 
Development  Committee 

All  insurance-related  bills  would  have 
to  go  through  these  2 panels.  Kim  Ross, 
Texas  Medical  Association’s  vice  presi- 
dent for  public  policy,  says  that  if  the 
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Senator  David  Sibley 


Representative  John  Smithee 


House  Speaker  Pete  Laney 


Governor  George  W.  Bush 


Governor  Bush  has  said  he  wants  to  see  the  1997  reforms  have  a chance  to  work. 


membership  of  these  committees  stays 
relatively  unchanged,  the  managed 
care  industry  will  be  forced  to  deal  on 
any  bills  they  want  passed  or  killed. 
Frankly,  Mr  Ross  says,  the  insurance 
industry  has  little  standing  with  these 
committees  because  of  exaggerated 
cost  estimates  they’ve  produced  in 
arguing  against  earlier  reforms. 

Governor  George  W.  Bush 

The  governor  is  the  ultimate  arbiter  of 
every  bill  passed  by  the  legislature.  His 
veto  pen  can  undo  the  work  of  181  leg- 
islators in  a matter  of  seconds,  as  sup- 
porters of  the  Patient  Protection  Act 
saw  in  1995.  Governor  Bush  has  said 
he  wants  to  see  the  1997  reforms  have 
a chance  to  work.  Does  that  mean  he 
would  oppose,  and  potentially  veto, 
any  bill  that  undid  those  reforms? 

Insurance  Commissioner 
Elton  Bomer 

Following  the  veto  of  the  Patient 
Protection  Act,  Commissioner  Bomer 
enacted  tough  patient  protection  regu- 
lations that  ultimately  became  the  basis 
for  much  of  the  1997  managed  care 
reform  package.  And,  he  has  taken  a 
tough  stand  against  the  HMO  industry 
on  issues  such  as  slow  payment  and 
restrictions  on  certain  prescription 
drugs.  If  new  managed  care  reforms  are 
enacted,  it  will  be  Commissioner  Bomer 
who  will  be  responsible  for  drafting 
rules  to  implement  and  enforce  them. 


The  next  attorney  general 

Through  his  enforcement  of  current 
laws,  prosecution  of  patient  protection 
violations,  and  his  ability  to  issue  legal 
opinions,  the  attorney  general  is  vital 
to  the  success  or  failure  of  any  man- 
aged care  reforms  enacted. 

Texas  Association  of 
Health  Plans 

After  its  beating  in  the  1995  and  1997 
sessions,  the  Texas  HMO  Association  fol- 
lowed the  lead  of  its  national  parent  and 
changed  its  name  to  the  Texas 
Association  of  Health  Plans  (TAHP).  By 
any  name,  this  organization  represents 
the  state’s  HMOs  and  will  fight  any  new 
regulation  of  the  industry.  Also,  TAHP 
likely  will  seek  to  minimize  their  mem- 
bers’ competition  from  physician-directed 
networks  by  pushing  to  have  them  regu- 
lated like  HMOs,  including  heavy  finan- 
cial reserve  requirements.  However,  some 
medical  directors  and  plans  are  working 
more  closely  with  TMA  on  common  areas 
of  concern,  such  as  claims  processing. 

Texas  Association 
of  Business/ 

Chambers  of  Commerce 

The  HMOs’  staunchest  allies,  the  Texas 
Association  of  Business/Chambers  of 
Commerce  (TABCC),  has  made  killing 
any  new  mandated  benefits  its  primary 
goal  for  1999.  It  also  is  calling  for  physi- 
cian-specific outcomes  data.  TABCC  also 
has  created  a coalition  called  Health 


Partners  and  is  asking  business  groups  t( 
kick  in  as  much  as  $100,000  each  to  built 
a war  chest  to  fight  new  regulations.  P 
recent  promotional  brochure  to  solidii 
business  support  for  Health  Partnenj 
emphasized,  “Only  Texas  employers  havtl 
the  credibility  to  counter  the  influence  otj 
medical  and  other  special  interests.”  ' 

Texas  Business  Group  | 

on  Health  ! 

This  organization  of  some  of  the  state’s! 
largest  employers  could  be  a pivotal 
player  in  the  business  community.  In 
1995,  it  opposed  the  Patient  Protection 
Act.  But  in  1997  it  broke  ranks  with 
TABCC  and  other  business  groups.  It 
not  only  didn’t  oppose  most  of  the! 
managed  care  reforms,  it  actually  sup- 
ported some  of  them.  This  year,  it  is 
being  heavily  lobbied  to  close  ranks 
and  join  the  Health  Partners  coalition. 

US  Congress 

If  Republican  leaders  in  Congress  get' 
their  way,  much  of  the  1997  Texas  i 
reforms  could  be  moot,  including  thej 
HMO  liability  provisions.  Governor  i 
Bush,  Representative  Smithee,  and  many  I 
members  of  the  Texas  congressional  del-  j 
egation  have  urged  Republicans  to  back  ^ 
away  from  the  leadership’s  managed , 
care  bill  and  enact  a bipartisan  Patients’ 
Bill  of  Rights.  “A  lot  of  what  we  might  do 
in  the  next  legislative  session  is  depen- 
dent on  what  Congress  lets  us  do,” 
Representative  Smithee  said.  ★ 
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Obstetric  patients  are  transported  by  air 
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times,  obstetric  outcomes,  air-versus- 
ground  transport  costs,  and  related  data 
on  22  helicopter  aeromedical  transports 
of  pregnant  patients  with  preterm  labor. 
We  found  no  significant  differences  be- 
tween patients  who  delivered  and  those 
who  did  not  when  comparing  transport 
time  (167.1  ± 41.9  minutes  versus 
177.1  ± 56.2  minutes),  air  distance  of 
transport  (122.9  ± 44.8  miles  versus 
143.6  ± 23.8  miles),  and  other  outcome 
measures.  No  deliveries  occurred  in 
flight.  Air  transport  costs  were  signifi- 
cantly greater  than  estimated  ground 
transfer  ($4613.64  ± $581.12  versus 
$604.02  ± $306.38;  P < .01).  Two-way 
air  transfer  of  preterm  labor  patients 
over  moderate  distances  is  more  costly 
than  contracted  ground  transfer  costs  at 
our  institution. 
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Aeromedical  transfer  of  preterm  labor  patients 


JAMES  W.  VAN  HOOK,  MD 
THERESA  G.  LEICHT,  RNC,  MSN 
CATHERINE  L.  VAN  HOOK,  MD 


INTRODUCTION 

Aeromedical  evacuation  has 
enjoyed  widespread  popularity 
in  the  transport  of  critically  ill 
patients  both  from  hospital  to 
hospital  and  from  “on-site”  to 
hospital.  Because  of  the  perceived 
speed  of  air  transport  and  the  pre- 
sumed level  of  care  provided  the 
patient  during  an  air  transport, 
aeromedical  evacuation  is  used 
increasingly  in  the  transport  of  obstet- 
ric patients  who  need  tertiary  care  for 
themselves  or  their  fetuses  (1).  Our 
study  reviewed  outcomes,  cost,  and 
time  involved  in  the  aeromedical  trans- 
port of  singleton  obstetric  patients  with 
the  diagnosis  of  preterm  labor. 

MATERIALS  AND  METHODS 

Twenty-two  helicopter  transportation 
events  occurring  from  June  1993  to  June 
1994  and  involving  obstetric  patients 
with  preterm  labor  were  studied  retro- 
spectively. The  analysis  was  approved  by 
our  institutional  review  board.  Patients 
were  diagnosed  with  preterm  labor  at  the 
referring  institutions  and  were  referred 
from  a large  geographic  area  that  we 
serve  as  a tertiary  referral  center. 
Preterm  labor  was  defined  as  contrac- 
tions of  more  than  6 per  hour  for  more 
than  4 hours  and/or  necessitating  intra- 
venous tocolytics  in  association  with 
change  in  cervical  dilation  or  effacement 
at  the  referring  institution  before  the  de- 
cision to  transfer.  Patients  were  excluded 
from  the  study  if  they  had  other  medical 
or  obstetric  complications  or  if  they  ex- 
hibited ruptured  amniotic  membranes. 
All  participants  were  transferred  by  heli- 
copter and  received  standardized  in- 
flight care.  Tocolysis  with  magnesium 
sulfate,  if  begun  at  the  referring  hospital, 
was  continued  during  transfer.  Outcome 
and  descriptive  variables  analyzed  in- 
cluded gestational  age,  gravity,  cervical 
examination  before  transport  and  upon 
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arrival,  transport  cost,  interval  from  ar- 
rival to  delivery,  and  birth  weight.  Cervi- 
cal examination  data  included  dilation 
and  effacement.  Cost  data  were  based 
upon  the  direct  costs  incurred  to  transfer 
each  patient  by  helicopter.  This  calcula- 
tion included  direct  and  indirect  flight 
costs,  personnel  costs,  and  insurance  and 
supply  costs.  Billed  charges  (higher  dol-- 
lar  amounts)  were  not  used.  Conversely, 
in  the  calculation  of  presumed  ground 
transportation  costs,  the  contracted  rates 
charged  each  patient  to  transfer  from  the 
referring  location  to  our  institution  were 
used.  Data  were  statistically  analyzed  us- 
ing Student’s  t-test,  chi-square,  ANOVA, 
and  nonparametric  analysis.  Significance 
was  selected  as  P < .05. 

RESULTS 

Of  the  22  transfers  studied,  no  patient 
delivered  in  flight,  but  8 did  deliver  sub- 
sequently at  the  accepting  facility.  Com- 
parisons between  those  who  delivered 
and  those  who  remained  undelivered  af- 
ter evacuation  are  shown  in  Table  1. 
Cervical  examination  data  were  avail- 
able for  12  of  the  undelivered  and  7 of 
the  delivered  patients.  Cervical  exami- 
nation data  are,  therefore,  based  on  19 
of  the  22  transport  events,  while  the  re- 
maining analysis  involves  all  22  trans- 
ports. The  gestational  age  (mean  ± SD) 
at  evacuation  in  the  delivery  group  was 
26.5  ± 2.5  weeks  compared  with 
30.2  ± 2.5  weeks  in  the  undelivered 
group.  This  difference  was  not  signifi- 
cant (P  = .18).  Gravidity,  parity,  cervical 
dilation  and  effacement  before  trans- 
port, frequency  and  duration  of  contrac- 
tions, transport  time,  and  air  distance  of 
transport  were  not  significantly  different 
in  those  who  went  on  to  deliver  as  com- 
pared with  those  whose  labor  was  ar- 
rested successfully.  Cervical  dilation 
upon  arrival  was  significantly  greater 
(P  < .05)  in  those  patients  who  subse- 
quently delivered  when  compared  with 
those  who  did  not  (4.2  ± 3.2  cm  versus 
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1.2  ± 1.2  cm).  Nonetheless,  transport  faMe  J.  Delivered  and  undelivered  patients. 


time  did  not  differ  significantly  between 
the  delivered  and  the  undelivered  pa- 

Delivered  Group  (n  = 8) 

Undelivered  Group  (n  = 14) 

Standard 

Standard 

dents  (167.1  ± 41.9  minutes  versus 

177.1  ± 23.8  minutes,  respectively).  In 
those  patients  who  did  deliver,  the  time 

Variable 

Mean 

Deviation 

Mean 

Deviation 

lapse  (mean  ± SD)  from  arrival  to  de- 
livery was  2000  ± 326  minutes  or 

Gestational  age  (wks)  at  transport 

26.5 

(±3.0) 

30.2 

(±2.5) 

33.3  ± 5.5  hours.  No  significant  differ- 

Gravida 

2.1 

(±1.5) 

2.5 

(±1.3) 

ences  in  cervical  dilation,  gestational 
age,  or  transport  time  were  demon- 

Parity 

0.9 

(±1.0) 

1.2 

(±1.2) 

strated  between  patients  who  received 
magnesium  sulfate  and  those  who  did 

Dilatation  1* 

2.6 

(±1.9) 

1.2 

(±1.3) 

not.  The  cost  to  air  transport  patients  to 

Effacement  1*  (%) 

64.5 

(±29.0) 

53.3 

(±5.2) 

our  center  was  significantly  higher  than 
the  contracted  cost  to  ground  transfer 

Dilatation  2t 

4.2$ 

(±3.2) 

1.2;t 

(±1.2) 

from  each  patient’s  original  location 
($4613.64  ± $581.12  versus  $604.02 

Effacement  2t  (%) 

65.5 

(±28.2) 

55.0 

(±22.5) 

± $306.38;  P < .01).  These  data  are 

Transport  time  (min) 

167.1 

(±41.9) 

177.1 

(±56.2) 

shown  in  Table  2.  Because  all  of  the 
transports  in  the  study  were  “2-way” 
and,  therefore,  involved  dispatching  a 
helicopter  to  the  transferring  entity  be- 
fore the  patient  was  transferred,  the 

Air  distance  (min) 

122.9 

(±44.8) 

143.6 

(±23.8) 

* Prior  to  transport  (n  = 19) 

overall  mean  ground  speed  for  each 

2-way  air  transport  event  was  44.5 
(±11.1)  miles  per  hour  when  the  time 
from  dispatch  to  eventual  arrival  was 

Table  2.  Comparison  of  2-way  air  and  contracted  2-way  ground  transport  costs. 

Air  Transport 

Ground  Transport 

considered.  Note  that  the  ground  dis- 
tance estimated  costs  were  also  for  2- 

Distance  (miles) 

129.80 

(±39.70) 

147.30 

(±43.50) 

way  transfer.  If  1-way  (outlying  site  to 

Cost*  (dollars) 

4225.70 

(±1096.00) 

742.30 

(±374.60) 

tertiary  center)  transfer  were  used,  the 

estimated  costs  of  ground  transporta-  " Significant  at  p < .001 
tion  would  undoubtedly  be  even  lower. 


DISCUSSION 

Transporting  a patient  involves  several 
key  issues.  One  primary  issue  is  the  ne- 
cessity for  transportation.  In  obstetric 
patients,  the  most  likely  reason  for  air 
transfer  is  for  fetal/neonatal  indica- 
tions (2,3).  For  the  pregnant  patient  at 
risk  for  delivery,  predelivery  transfer  to 
a tertiary  care  center  improves  neona- 
tal outcome  (4-6).  Because  we  limited 
our  investigation  to  the  issue  of 
preterm  labor,  all  of  the  transfers  in  our 
study  were  undertaken  or  performed 
for  the  purpose  of  ensuring  proximity 


of  the  patient  and  her  fetus  to  a neona- 
tal intensive  care  unit. 

Another  issue  in  aeromedical  trans- 
port is  patient  stability  during  the 
transfer.  Unstable  preterm  labor  pa- 
tients at  risk  for  near-immediate  deliv- 
ery are  not  good  candidates  for 
aeromedical  or  ground  evacuation.  In 
our  limited  investigation,  no  patients 
delivered  in  flight.  Likewise,  no  pa- 
tients delivered  in  flight  in  previous  ret- 
rospective investigations  (3,6).  Our 
study  illustrates  the  need  to  consider 
dispatch  time  in  decision  making.  In  a 
2-way  transfer,  the  aircraft  is  dis- 


patched to  the  transfer  site  from  either 
the  accepting  institution  or  a third  lo- 
cation. The  time  involved  in  the  dis- 
patch process  usually  doubles  the  total 
transfer  time.  The  resulting  aircraft 
speed  of  transport  rivaled  or  was  less 
than  posted  road  speed  limits.  There- 
fore, a topic  for  further  study  should 
address  the  actual  time  of  transport  af- 
forded by  aeromedical  transfer  in  com- 
parison with  ground  transfer. 

The  final  key  issue  in  a patient 
transfer  involves  the  level  of  care  avail- 
able to  the  patient  during  a transfer. 
Aeromedical  transfer  in  the  United 
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States  is  performed  almost  exclusively 
by  teams  of  advanced  practice  health 
care  providers.  Ground  transfer  can  re- 
quire the  same  level  of  care,  but  per- 
sonnel conducting  such  transports  may 
in  some  cases  have  less  training  than 
the  caregivers  in  a dedicated  air-trans- 
port  team  (1).  We  speculate  that  many 
aeromedical  transfers  are  undertaken 
because  of  the  desire  of  the  transferring 
or  receiving  facility  to  ensure  that  trans- 
ported patients  receive  an  advanced 
level  of  care  during  the  transport. 

This  investigation  underscores  3 in- 
herent limitations  in  aeromedical 
transportation.  The  first  limitation  is 
cost.  For  an  equivalent  transfer,  data 
from  our  investigation  and  from  other 
investigators  support  the  conclusion 
that  air  evacuation  carries  a much 
higher  cost  than  does  ground  transfer 
(7).  Elliott  et  al,  in  an  earlier  investiga- 
tion, reported  that  the  cost  of  heli- 
copter transport  was  similar  to  that  of 
ground  transportation  (with  transport 
by  air  actually  less  expensive  than  by 
ground  if  the  distance  was  greater  than 
10  miles)  (2).  Our  data,  however,  do 
not  support  that  result.  The  dramatic 
differences  between  our  investigation 
and  Elliott’s  may  be  explained  by  either 
the  method  of  cost  analysis  used  in  the 
studies  or  by  the  fact  that  Elliott’s  study 
was  conducted  in  an  urban  setting. 
Conversely,  our  study  involved  pre- 
dominantly rural  transfers  conducted 
over  somewhat  longer  distances.  Per- 
haps the  longer  distances  coupled  with 
the  necessity  for  2-way  transfer  ac- 
count for  the  significantly  increased  air 
transport  costs  in  our  study  over  those 
found  in  an  urban  setting. 

A second  limitation  of  aeromedical 
transport  involves  the  inherent  poten- 
tial for  delay  in  2-way  aeromedical 
evacuation.  All  of  the  transfers  studied 
in  this  investigation  required  the  dis- 
patch of  an  aeromedical  unit  to  the  out- 
lying site  before  the  evacuation.  The 
overall  time  necessary  to  request 
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aeromedical  transfer,  dispatch  an  air 
unit  to  the  referring  site,  and  undertake 
the  actual  transfer  was  extended  (ie, 
considerably  longer  than  the  return-trip 
flight  time).  While  1-way  aeromedical 
transfer  of  patients  would  eliminate 
“outbound  delay,”  unfortunately,  in  our 
referral  system  (and  we  suspect  in 
many  others),  only  tertiary-care  centers 
have  the  continuous  availability  of  on- 
site aeromedical  transport  craft  and 
staff.  Therefore,  a facility  requiring 
rapid  transfer  of  a patient  may  poten- 
tially have  the  transfer  delayed  by  the 
necessity  to  out-call  a transport  aircraft 
as  a prerequisite  to  the  actual  transfer. 

A third  inherent  limitation  in 
aeromedical  transfer  entails  secondary 
delays  such  as  weather  and  unsched- 
uled maintenance.  In  our  study, 
weather  or  equipment  delays  were  not 
a factor  in  transport  time  calculations. 
However,  as  stated  previously,  “real 
world”  transfer  may  often  be  delayed 
or  unavailable  secondary  to  weather  or 
equipment  delays.  The  administrative 
rationing  of  aeromedical  resources  can 
also  produce  secondary  delay.  If  multi- 
ple demands  saturate  aeromedical 
transfer  resources,  delay  in  the  avail- 
ability of  an  aircraft  to  effect  a transfer 
may  occur.  Ambulance  services  can 
certainly  be  multitasked  as  well;  how- 
ever, the  relative  availability  of  ground 
emergency  medical  services  may  make 
that  possibility  less  likely  than  with 
aeromedical  transportation. 

Aeromedical  transport  of  obstetric 
patients  is  undertaken  frequently.  Most 
investigators  feel  that  the  direct  mater- 
nal and  fetal  risks  from  aeromedical 
transport  of  an  obstetric  patient  are,  at 
most,  minimal  (2,3,6).  Our  study,  al- 
though limited,  supported  that  view. 
Other  limitations  of  our  study  include 
the  fact  that  no  control  group  involving 
ground  transportation  was  included. 
We  did  not  undertake  a matched  retro- 
spective study  because  of  the  inherent 
bias  present  in  the  selection  of  a partic- 
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ular  mode  of  transportation  for  a given 
patient.  Another  limitation  involves  the 
heterogeneity  in  the  care  that  study  pa- 
tients received  at  the  different  transfer- 
ring facilities. 

In  summary,  while  we  believe  that 
aeromedical  transfer  has  a place  in  the 
evacuation  of  the  preterm  labor  patient, 
this  study  points  out  the  significant 
costs  and  time  delays  in  this  method  of 
transport.  Consideration  of  time  factors 
and  costs,  therefore,  should  be  integral 
in  the  decision-making  process.  Two- 
way  air  transport  with  its  obligate  de- 
lays in  completion  of  the  transfer  may 
result  in  transfer  times  as  long  or  longer 
than  those  expected  by  conventional 
ground  transportation.  Eurther  study 
regarding  outcomes,  costs,  and  time  of 
transfer  needs  to  be  undertaken  in  the 
preterm  labor  patient. 
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The  process  of  reviewing  credentials  and 
granting  privileges  is  generally  well 
known  to  a medical  staff  member  elected 
as  department  chair  or  appointed  to  the 
credentials  committee,  but  the  underly- 
ing principles  on  which  it  is  based  may 
have  been  lost  to  all  but  the  most  reflec- 
tive observer.  A brief  historical  survey 
and  a review  of  the  precepts  are  pre- 
sented to  broaden  understanding  of  this 
important  process. 
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Reviewing  credentials  and  granting  privileges 
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INTRODUCTION 

The  year  1919  saw  the  formal  adop- 
tion of  the  “Minimum  Standard” 
by  the  American  College  of 
Surgeons  (1).  This  first  codifica- 
tion of  those  matters  thought  to 
represent  what  every  hospital  should  do 
to  ensure  due  consideration  for  patient 
care  and  safety  addressed  the  issue  of 
granting  privileges.  The  standard  includ- 
ed the  need  for  the  medical  staff  mem- 
bers to  be  “competent  in  their  respective 
fields”  (1).  With  no  hint  as  to  how  this 
should  be  determined,  each  hospital  pro- 
ceeded on  its  own  course. 

The  American  College  of  Surgeons, 
becoming  overwhelmed  with  the  ac- 
creditation role,  joined  with  other  ma- 
jor health  care  organizations  in  1951  to 
form  the  Joint  Commission  on  Accredi- 
tation of  Hospitals  (JCAH)  (1).  (The 
Joint  Commission  later  changed  part  of 
the  organization’s  title  from  “Hospitals” 
to  “Healthcare  Organizations”  [JC- 
AHO]  to  reflect  an  expanded  role.)  By 
1953,  with  publication  of  its  first  stan- 
dards manual,  JCAH  offered  a slightly 
more  definitive  statement  of  the  profes- 
sion’s evolving  intent.  These  standards 
required  a credentials  committee.  They 
also  stated,  “Personnel  of  each  service 
shall  be  qualified  by  training  and 
demonstrated  competence,  and  shall 
be  granted  privileges  commensurate 
with  their  individual  abilities  [emphasis 
added]”  (2).  Refinements  changed  the 
wording  over  the  years,  but  hospitals 
must  have  continued  to  suffer  some 
frustration  in  attempting  to  implement 
a meaningful  approach.  Dr  Babcock,  a 
health  care  community  luminary  and 
10-year  JCAH  director,  suggested  a 
specific  technique  in  his  1966  article, 
“You  Can,  and  Should,  Spell  Out  Privi- 
leges” (3).  Today,  various  methods  are 
in  place,  all  of  which  reflect  concern  for 
adequate  academic  and  practical 
preparation.  We  shall  discuss  them  af- 
ter reviewing  the  principles  and  their 


application.  For  a grasp  of  the  “big  pic- 
ture” before  beginning  this  literal  jour- 
ney, see  Fig  1. 

CREDENTIALS  REVIEW 

The  process  of  credentials  review,  sepa- 
rate from  and  conducted  before  grant- 
ing privileges,  consists  of  3 actions: 
collection,  verification,  and  evaluation. 
Evaluation  will  be  discussed  later  under 
matters  that  must  be  considered  in 
reaching  a decision  about  privileges. 
The  first  2 actions,  collection  and  verifi- 
cation, must  be  represented  in  a sepa- 
rate record  for  each  practitioner  (4, 
Standard  MS. 5.8.1).  This  record  is  often 
called  the  “individual  credentials  file.” 

Our  version  of  this  file  has  6 parts 
addressing  the  practitioner’s  personal 
and  professional  history,  current  ap- 
pointment and  privileges,  education 
and  training,  licensure  and  certifica- 
tion, past  appointments  and  privileges, 
and  references. 

Two  of  these,  education  and  licen- 
sure, are  particularly  critical  to  the  ini- 
tial credentials  review.  These  are 
essential,  though  not  exclusively  so,  to 
determine  the  fitness  of  the  practi- 
tioner to  perform  care.  Their  verifica- 
tion is  likewise  imperative;  the  impact 
on  the  patient  for  having  accepted  a 
person  not  qualified  for  the  privileges 
granted  is  intuitively  obvious.  Thus, 
each  part  must  include  both  evidence 
and  verification  of  the  evidence. 

The  need  for  evidence  of  education 
and  training  does  not  specify  a tran- 
script, diploma,  or  letter  from  the  reg- 
istrar or  program  director.  Any  one  of 
these  or  anything  else,  including  a 
statement  from  the  practitioner  ex- 
plaining why  a diploma  or  transcript  is 
unavailable,  will  suffice. 

Proper  verification  will  substantiate 
the  evidence.  Verification  must  be  ob- 
tained through  the  primary  source 
when  practical,  at  least  be  obtained  in- 
dependently of  the  practitioner,  and 
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Fig.  1.  The  privileging  continuum. 


FSMB=  Federation  of  State  Medical  Boards 
NPDB=  National  Practitioner  Data  Bank 


must  be  documented  fully.  Full  docu- 
mentation consists  of  the  date;  the 
place,  person,  and  title  of  the  person 
supplying  verification;  and  the  person 
obtaining  the  verification. 

A selection  of  hair-raising  footnotes 
from  the  recent  past  underscore  the  im- 
portance of  verification.  A late  1985 
congressional  hearing  revealed  that 
“more  than  10,000  ‘physicians’  may  be 
practicing  medicine  in  the  US  under 
fraudulent  credentials  . . .”  (5). 
GroupOne  Agency,  a subsidiary  of  the 
Dallas-Fort  Worth  Hospital  Council,  re- 
ported in  1990  uncovering  criminal  his- 
tories in  approximately  10%  of  their 
background  checks  (6).  On  January  25, 
1991,  a doctor  was  dismissed  from  a 
Manhattan  hospital,  where  he  had  been 
in  a fellowship  for  7 months,  after  the 
hospital  discovered  that  he  had  failed  a 
licensing  test.  The  Georgetown  gradu- 
ate had  provided  a false  document  stat- 
ing that  he  had  passed  (7).  Neither 
your  hospital  nor  mine  is  immune. 
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Three  other  points  also  must  be 
made  regarding  this  subject.  First,  the 
process  of  credentials  review  must  con- 
sist of  only  those  steps  pertinent  to  the 
ultimate  purposes  for  which  it  is  being 
conducted:  staff  appointment  and 
granting  of  clinical  privileges.  We 
specifically  must  exclude  consideration 
of  such  matters  as  the  practitioner’s 
hobbies,  political  and  social  affiliations, 
and  the  stature  of  his  or  her  references. 
However,  some  elements  that  are  not 
required  may  be  considered,  if  they  are 
reasonable  (4,  MS. 5.4).  These  include 
the  ability  of  the  facility  to  support  the 
privileges  in  terms  of  plant,  equipment, 
personnel,  or  funding  and  the  needs  of 
the  patient  population  for  additional 
staff  with  the  practitioner’s  training  and 
skills.  The  applicant  also  is  required  to 
show  evidence  of  adequate  liability  in- 
surance, as  long  as  the  medical  staff  de- 
fines what  is  “adequate.”  Another 
common  requirement,  particularly  with 
obstetrics  and  cardiology,  is  the  time 
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within  which  the  applicant  must  be  able 
to  respond  to  calls  to  return  to  the  facil- 
ity. Such  a requirement,  however,  can- 
not be  stated  in  terms  of  the  maximum 
number  of  miles  away  from  the  facility 
the  applicant  must  live  or  office.  Doing 
so  would  be  arbitrary  because  it  would 
not  take  into  account  options  regarding 
traffic  patterns  and  modes  of  trans- 
portation. Therefore,  time  usually  is 
used  rather  than  miles. 

Second,  restraint  of  trade  becomes 
an  issue  if  appointment  or  privileges,  in 
whole  or  part,  are  granted,  limited,  or 
withdrawn  selectively  for  purposes  of 
ensuring  that  incomes  of  a few  are 
maintained  (8).  This  can  occur  with  re- 
gard to  an  entire  specialty,  high-volume 
procedures  and  conditions,  or  expen- 
sive procedures.  Alternatively,  the  insti- 
tution’s governing  board  (with  medical 
staff  input)  may  have  reached  the  rea- 
sonable conclusion  that  only  20  practi- 
tioners should  be  granted,  for  instance, 
obstetrics  privileges.  If  this  limitation 
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was  instituted  to  ensure  that  each  prac- 
titioner has  sufficient  cases  to  maintain 
current  competence  or  if  the  facility’s 
resources  can  support  only  20,  no  re- 
straint of  trade  violation  is  likely  to 
have  occurred  (9).  Such  conclusions 
must  be  based  generally  on  some  form 
of  a medical  staff  development  plan 
that  is  objective  and  factual.  The  im- 
portant factor  here  is  good  documenta- 
tion of  the  actions  taken  and  attendant 
rationale  (with  input  from  counsel). 

The  final  point  is  that  deviations 
from  the  hospital’s  normal  procedures 
occasionally  will  be  needed.  An  example 
might  be  the  case  of  an  applicant  whose 
medical  school  has  long  since  closed,  all 
personally  held  evidence  of  completion 
was  lost  in  the  Second  World  War,  and 
no  other  source  of  verification  exists. 
This  same  applicant  has  been  in  active 
practice  since  1941  in  various  parts  of 
the  world,  including  the  last  25  years  in 
the  United  States.  What  do  you  do? 
Given  that  the  evidence  of  education  is 
the  only  thing  standing  between  you  and 
a vote  to  grant  privileges,  and  assuming 
a favorable  critical  evaluation  of  the  oth- 
erwise ample  evidence  you  do  have, 
vote  to  grant!  The  underlying  principles 
are  that  you  exercise  prudence  and  rea- 
son and  that  due  consideration  is  given 
to  patient  care  and  safety.  Of  course,  you 
must  then  fully  and  completely  docu- 
ment your  actions  and  reasons. 

THE  REASON  TO  GRANT 
PRIVILEGES 

Granting  privileges  serves  the  basic  pur- 
pose of  assisting  the  institution  in  meet- 
ing its  obligations  to  the  patient,  the 
practitioner,  and  the  community.  The 
obligation  to  the  patient  is  to  promote 
the  safe  delivery  of  quality  care  by  pre- 
dicting the  conditions  and  procedures 
the  practitioner  is  capable  of  managing 
or  performing.  The  obligation  to  the 
practitioner  is  to  establish  and  follow 
procedures  that  afford  due  process  as  re- 


quired by  law.  Due  process  means  adher- 
ence to  bylaws,  establishment  of  a rea- 
sonable basis  for  action,  and  avoidance 
of  discriminatory  and  trade  restraining 
practices  (9,10).  The  obligation  to  the 
community  is  to  promote  the  delivery  of 
care  by  qualified  practitioners  in  a timely 
manner,  exercised  within  contemporary 
standards  of  practice,  and  in  a cost-ef- 
fective manner.  In  simpler  terms,  the 
granting  of  privileges  serves  to  protect 
the  patient  while  containing  costs  in  a 
fair  and  prudent  (defensible)  way. 

RULES  MUST  EXIST 

The  medical  staff  must  have  considered 
the  options  available  for  reviewing  cre- 
dentials and  granting  privileges,  and 
must  have  actually  adopted  those  ap- 
plicable to  their  situation.  Of  course, 
the  JCAHO  standards  specify  some  re- 
quired elements  such  as  timeliness  in 
handling  applications,  the  scope  of  con- 
siderations, and  what  must  be  verified 
independently.  Included  also  are  how 
rules  are  to  be  applied  and  the  records 
that  must  be  maintained  (4,  chapters 
on  Governance  and  Medical  Staff). 

RULES  AND  AGTIONS 
MUST  BE  WRITTEN 

The  body  of  rules  adopted  by  the  medical 
staff  must  be  documented  in  the  form  of 
bylaws,  rules,  and  regulations  that  are  ap- 
proved by  the  governing  board.  These 
must  be  reviewed  also  for  currency  at  a 
specified  interval.  We  do  this  annually. 
These  rules,  including  the  process  for  ap- 
pointment and  privileges,  must  be  ex- 
plained to  the  applicant,  and  the 
applicant  must  be  provided  either  written 
materials  addressing  significant  features 
or  access  to  such  materials  (4,  MS. 5).  In- 
dividual clinical  departments  also  may 
develop  policies  and  procedures  applying 
solely  to  their  department’s  members,  so 
long  as  they  do  not  conflict  with  the  by- 
laws, rules,  and  regulations. 


RULES  APPLY  TO  ALL 

Impartiality  in  applying  the  bylaws, 
rules,  and  regulations  is  particularly  im- 
portant. The  rules  should  be  applied 
equally  to  all  applicants  and  members 
of  the  medical  staff.  Note  that  our  med- 
ical staff  includes  other  practitioners  as 
well,  such  as  dentists  and  podiatrists. 
We  have  organized  an  allied  health  staff 
to  accommodate  physician  assistants, 
surgical  assistants,  certified  registered 
nurse  anesthetists,  and  others.  Al- 
though they  are  not  eligible  for  medical 
staff  membership  or  due  process  rights, 
certain  portions  of  the  bylaws  and  pro- 
cedures for  granting  privileges  apply  to 
them  also.  In  searching  for  the  principle 
here,  recall  that  an  institution  is  oblig- 
ated to  establish  procedures  that  allow 
all  practitioners  to  exercise  their  skills 
in  an  environment  free  of  discrimina- 
tory and  trade  restraining  practices. 

ACTIONS  REFLECT 
CERTAIN  CONSIDERATIONS 

When  judging  an  applicant  for  staff  ap- 
pointment and  clinical  privileges,  we 
are  concerned  with  3 elements:  fund  of 
knowledge,  ability  to  practice,  and  past 
performance  related  to  risk  manage- 
ment. An  underlying  principle  is  that 
the  process  is  practitioner-specific  (sel- 
dom, if  ever,  will  any  2 practitioners 
have  precisely  the  same  privileges)  and 
facility-specific  because  the  institution 
and  practitioner  are  independent  par- 
ticipants in  the  health  care  system. 

The  facility  may  grant  only  those 
privileges  for  which  it  is  equipped, 
staffed,  and  configured  to  support.  Fur- 
ther, the  criteria  for  granting  them  must 
be  predetermined.  To  illustrate  what 
“predetermined”  is  not,  there  is  a jest 
among  warriors:  to  be  sure  of  hitting 
the  target,  shoot  first;  whatever  you  hit, 
call  it  the  target.  The  administrative  de- 
mands of  this  effort  occasionally  can 
cause  the  department  staff  to  falter. 
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Fund  of  knowledge 

Fund  of  knowledge  is  evaluated 
through  an  examination  of  the  practi- 
tioner’s education  and  training  rele- 
vant to  the  privileges  sought  and  his  or 
her  current  licensure. 

Privileges  for  specialized  care  gener- 
ally require  appropriate  residencies  and, 
for  the  most  specialized,  fellowships. 
Practitioners  desiring  privileges  to  per- 
form procedures  beyond  those  covered 
in  their  training  programs  may  be  eligi- 
ble when  locally  developed,  predeter- 
mined criteria  are  met.  Our  staff  is, 
therefore,  called  upon  to  judge  the  rele- 
vance and  quality  of  training  and  expe- 
rience as  it  relates  to  these  requests.  This 
evaluation  should  include  an  analysis  of 
the  number,  types,  and  outcomes  of 
cases  relevant  to  the  requested  privi- 
leges. We  also  judge  these  factors  when 
no  residency  or  other  formal  training  is 
offered  as  evidence  of  eligibility  for  spe- 
cialized practice.  Such  cases  occur  most 
frequently  among  longtime  family  prac- 
tice and  occupational  health  specialists 
whose  qualification  is  represented 
chiefly  by  substantial  breadth  and  depth 
of  experience. 

The  issue  of  licensure  is  relatively 
straightforward.  The  reason  for  consid- 
ering it  as  a source  of  information  re- 
garding fund  of  knowledge  is  that  it  is 
partly  based  on  written  examination.  We 
require  the  license  to  be  current,  mean- 
ing not  revoked,  suspended,  or  expired. 

Ability  to  practice 

Current  competence,  health  status, 
professional  recommendations,  and  the 
results  of  quality  assurance  (perfor- 
mance improvement)  monitoring  are 
all  measures  of  the  practitioner’s  ability 
to  use  his  or  her  fund  of  knowledge. 

Current  competence  is,  in  turn, 
measured  by  how  recently  and  at  what 
volume  the  practitioner  has  exercised 
his  or  her  skills.  Some  procedures  or 
conditions  need  not  be  performed  or 
encountered  any  more  often  than  every 
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few  years  to  maintain  currency.  Others, 
especially  surgical  procedures,  may 
well  require  monthly  or  more  frequent 
experience  and  of  a certain  volume.  A 
sound  policy  might  require  evidence  of 
active  practice  within  the  preceding  2 
years,  unless  unusual  circumstances 
exist  — for  example,  the  internist  who 
for  the  past  3 years  was  a professor  of 
medicine  teaching  general  internal 
medicine.  Each  case  must  be  consid- 
ered individually  and  carefully. 

A practice  must  be  not  only  active 
but  also  current.  Currency  is  usually, 
though  not  always  or  only,  maintained 
through  participation  in  relevant  con- 
tinuing education  (CE).  Evidence  of 
the  exact  nature  and  extent  of  CE 
should  be  examined  by  the  department 
chair  and  credentials  committee  when 
they  are  acting  on  an  application  for 
appointment  or  reappointment  or  re- 
quest to  modify  privileges.  The  most 
diligent  may  even  want  to  know  what 
steps  are  being  taken  to  achieve  a 
higher  level  of  professional  recogni- 
tion, such  as  board  certification. 

The  status  of  the  practitioner’s 
health,  the  second  measure,  needs  to 
be  determined,  but  only  to  the  extent 
that  it  relates  directly  to  his  or  her  abil- 
ity to  practice  the  privileges  being 
sought.  Returning  to  the  example  of 
the  internist,  suppose  he  or  she  had 
lost  an  upper  extremity.  For  most  of  an 
internist’s  work,  that  in  itself  will  likely 
have  no  bearing  on  the  ability  to  prac- 
tice. The  same  misfortune  affecting  a 
vascular  surgeon,  on  the  other  hand, 
may  well  render  him  or  her  unable  to 
perform  certain,  or  even  nearly  all,  sur- 
gical procedures.  Due  consideration  for 
patient  care  and  safety  is  as  much  at 
stake  here  as  in  any  of  the  elements  dis- 
cussed in  this  article. 

Some  confusion  has  arisen  regarding 
what  constitutes  appropriate  evidence  of 
health  status.  Do  what  is  prudent  and 
reasonable,  and  apply  the  rules  uni- 
formly to  all.  Our  application  for  ap- 
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pointment  asks  a number  of  health-re- ‘ 
lated  questions.  Careful  evaluation  of  the . 
responses  is  certainly  prudent.  We  may  ; 
also  require  evidence  of  a current  com- ' 
plete  physical  examination  or  a state- j' 
ment  from  the  practitioner’s  physician,  j 
The  third  measure  of  ability  to  prac- ' 
tice,  professional  recommendations,  | 
comes  from  2 sources:  peers  and  the  de-  j 
partment  chair.  Peers  include  creden-  ] 
tials  committee  members  and  ■ 
colleagues  who  have  observed  the  ap- 
plicant’s practice  and  can  render  anj 
opinion.  One  obvious  caution,  however,  | 
is  against  using  colleagues  with  whom 
the  practitioner  shares  a fiduciary  inter- 
est. The  recommendation  of  the  depart- 
ment chair  is  crucial  because  no  one  else 
is  likely  to  be  more  closely  aligned  with 
the  practice  or  knowledgeable  about  the 
demands  for  skill  in  the  specialty  in 
which  privileges  are  being  sought.  If  the 
department  chair  is  the  practitioner 
seeking  privileges,  the  director  or  next 
senior  clinical  professional  in  the  orga- 
nization should  be  queried. 

The  content  of  the  recommendation 
is  as  important  as  the  person  from 
whom  it  comes.  The  recommendation 
should,  at  a minimum,  specifically  ad- 
dress the  experience  with  the  applicant 
in  the  following  areas: 

• Category  of  staff  membership  and 
privileges  held; 

• Judgment  and  technical  skills; 

• Practice  volume; 

• Trends  arising  from  quality  assurance 
(performance  improvement)  moni- 
toring; 

• Mental  and  physical  health  status 
(for  privileges  being  sought)  and 
substance  abuse; 

• Participation  in  meetings  and  pro- 
fessional activities; 

• Ethical  behavior; 

• Ability  to  work  cooperatively  with 
colleagues,  staff,  and  patients;  and 

• Basis  for  knowledge  (how  long 
known  and  frequency  of  observation). 
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The  following  additional  areas  are 
I addressed  by  hospital  medical  staff  ser- 
ivices  and  clinical  department  chairs, 

■ training  directors,  and  credentials  com- 
mittee chairs,  when  the  latter  group  is  in 
a position  to  be  aware  of  such  informa- 
tion: 

X 

. • Privilege  suspension,  limitation, 
modification,  denial,  or  revocation; 

I • Medical  staff  membership  denial, 

^ probation,  nonrenewal,  or  revocation; 

. • Licensure  suspension,  limitation, 
denial,  probation,  or  revocation; 

I • Malpractice  claims  closed  or  pending. 

I As  a practical  matter,  responses  are 
I more  likely  to  be  substantive  if  handled 
1 in  a particular  way.  Where  the  choice 
exists,  the  query  should  be  addressed 
to  another  professional,  such  as  the  ap- 
plicant’s previous  department  chair  or 
' the  chair  of  the  credentials  committee. 
Queries  addressed  to  the  hospital  usu- 
ally will  be  sent  to  the  medical  staff  ser- 
vices office.  This  is  a place  where  the 
practitioner  is  likely  to  have  spent  the 
least  time  and  where  only  minimal  doc- 
umented experience  will  usually  be  re- 
i leased.  The  query  should  also  be 
structured  in  a way  that  will  allow 
short  responses.  Follow  these  with  an 
open-ended  question  requesting  any 
additional  information  the  respondent 
wishes  to  bring  to  light. 

Griffith  observed,  “Credentialing  is 
the  final  safeguard  of  medical  care  qual- 
ity . . .”  (9).  And  herein  lies  the  foremost 
I and  final  measure  of  ability  to  practice, 
j No  matter  what  preparation  a practi- 
! tioner  might  have,  from  what  great  in- 
stitution it  was  obtained,  or  even  what 
! important  recognitions  have  been 
earned,  the  results  of  quality  assurance 
(performance  improvement)  monitor- 
; ing  are  the  most  relevant  teller  of  future 
! potential.  Indeed,  the  entire  credentials 
I and  privileges  effort  is  dedicated  to  de- 
j termining  future  potential  for  providing 
I patient  care  of  high  quality. 


What  must  be  evaluated?  At  a mini- 
mum, every  practitioner  should  have 
been  subject  to  routine  monitoring  in 
the  areas  of  medical  record  review,  drug 
therapy  evaluation,  and  department- 
specific  clinical  activity.  Some  practi- 
tioners will  have  been  involved  also 
with  operative  and  other  invasive  pro- 
cedure review,  blood  and  blood  compo- 
nent therapy  review,  and  the  old 
pharmacy  and  therapeutics  function 
(adverse  drug  reactions),  risk  manage- 
ment (complaints),  and  adherence  to 
applicable  policies  and  procedures.  Fa- 
cility-wide monitoring  should  have 
been  performed  to  evaluate  practitioner 
performance  in  safety,  infection  control, 
and  utilization  review.  The  results  of  all 
these  medical  staff  activities  should  be 
quantified  and  analyzed  to  ascertain 
the  presence  of  trends,  both  positive 
and  negative.  These  results  should  be 
used  also  to  ferret  out  opportunities  for 
and  to  yield  improvements. 

Past  performance  related 
to  risk  management 

Three  aspects  of  risk  management 
should  receive  attention:  past  and  cur- 
rent challenges  to  licensure,  past  and 
present  challenges  to  staff  membership 
and  privileges,  and  past  and  present 
malpractice  litigation.  These  inquiries 
probably  will  not  provide  any  data  on 
the  marginal  or  fair  performer  but  can 
illuminate  those  practitioners  with  sub- 
stantially poor  performance  or  conduct 
histories  that  might  not  have  been 
known  to  their  colleagues.  That,  of 
course,  is  their  purpose. 

In  dealing  with  licensure,  the  appli- 
cation should  (and  does)  include  a 
question  about  the  practitioner’s  past 
and  current  status.  This  is  coupled  with 
queries  of  past  department  chairs, 
states  of  known  licensure,  the  Federa- 
tion of  State  Medical  Boards  of  the  US, 
Inc,  and  the  National  Practitioner  Data 
Bank.  Reports  from  these  sources  may 
yield  everything  from  current  good 


standing  with  no  adverse  actions  to  sus- 
pension for  lack  of  timely  dues  payment 
to  revocation  for  poor  care  practices. 

Questions  related  to  past  and  cur- 
rent privilege  actions  should  be  sepa- 
rate from  those  pertaining  to  medical 
staff  membership,  as  each  is  held  inde- 
pendently of  the  other. 

Finally,  an  inquiry  into  current  and 
past  malpractice  litigation  is  intended 
to  shed  light  on  performance  from  the 
patient’s  perspective.  The  medical  staff 
must  be  cautious  in  evaluating  this  in- 
formation. Some  specialties,  such  as 
obstetrics  and  anesthesiology,  have 
been  the  subject  of  frequent  and  at 
times  inconsequential  malpractice  liti- 
gation. The  staff  must  be  mindful  of 
not  only  the  volume  but  also  the 
method  of  disposition  and  settlement 
amounts.  Cases  resolved  out  of  court 
for  less  than,  say,  $10,000  are  often 
truly  nuisance  settlements  rather  than 
reflections  of  clinical  misadventure.  On 
the  other  hand,  numerous  such  settle- 
ments may  point  to  the  practitioner’s 
ability  to  relate  to  patients.  This  is  but 
a single  piece  of  information  that  must 
be  weighed  along  with  all  other  input. 

A respected  clinician  and  professor 
of  medicine  once  related  a saying  oft 
heard  around  his  Texas  medical  school: 
“Good  judgment  is  borne  of  experience 
and  experience  comes  from  making 
mistakes.”  The  principle  involved  is 
that  the  medical  staff  is  aware  of,  and 
weighs,  past  problems,  not  that  the  re- 
quest for  privileges  be  denied  in  the 
presence  of  such  difficulties. 

STAFF  APPOINTMENT 

The  appointment  and  privileges  must 
be  specific  to  the  hospital  (4,  MS. 5.1). 
Staff  appointment  and  privileges  are 
granted  for  a stated  period,  not  to  ex- 
ceed 2 years  (4,  MS.5.11).  The  first 
such  appointment  also  must  be  provi- 
sional or  temporary  and  is  granted  usu- 
ally for  1 year.  During  any  appointment 
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period,  without  change  to  the  expira- 
tion date,  modifications  to  the  privi- 
leges may  be  requested  and  granted. 

This  “separate  but  joined”  concept 
of  appointment  and  privileges  occa- 
sionally gives  rise  to  what  we  will  call 
an  “opportunity  to  excel.”  One  such  op- 
portunity, for  example,  is  the  general 
surgeon  who  just  completed  a 3-year 
residency  in  neurology  and  wants  priv- 
ileges in  both  specialties.  Because  she 
has  been  clinically  inactive  in  surgery 
for  more  than  2 years,  the  surgery  de- 
partment chair  cannot  recommend  ap- 
proval without  a period  of  supervised 
practice.  The  neurology  department 
chair  can  recommend  approval.  In  this 
case,  the  credentials  committee  recom- 
mends approval  of  the  appointment 
with  privileges  in  neurology  and  sepa- 
rately recommends  approval  of  a pe- 
riod of  supervised  practice  in  surgery. 
When  current  competence  in  surgery  is 
established,  these  privileges  may  be 
added  to  those  in  neurology.  Recall  that 
this  action  does  not  change  the  expira- 
tion date  of  the  appointment. 

Returning  to  the  requirement  for 
the  initial  appointment  period  to  be 
provisional  or  temporary,  let  us  com- 
ment about  situations  in  which  the 
provisional  period  might  need  to  be  ex- 
tended. These  are  upon  completion  of 
training  leading  to  qualification  in  a 
new  specialty,  when  the  period  of  clin- 
ical inactivity  has  exceeded  2 years,  or 
when  the  appointment  is  being  rein- 
stated after  revocation. 

Some  principles  are  often  misun- 
derstood regarding  the  effect  of  a pro- 
visional appointment.  First,  it  is  an 
appointment  with  privileges.  The  prac- 
titioner may,  therefore,  practice  those 
privileges  independently.  Second,  a 
substantial  difference  exists  between 
“proctoring”  a practitioner  during  a 
provisional  appointment  period  and 
“supervision.”  To  proctor  is  to  observe 
the  practitioner  do  what  his  or  her  cre- 
dentials, past  experience,  and  training 
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attest  and  to  prepare  an  evaluation.  To 
supervise  is  to  observe  and  interfere  in, 
if  necessary,  and  take  responsibility  for, 
the  practice  of  an  individual  who  does 
not  have  the  authority  to  practice  inde- 
pendently. Third,  when  an  appoint- 
ment with  clinical  privileges  is  granted 
to  a practitioner,  2 privileges  automati- 
cally come  with  that  action:  emergency 
care  and  treatment  required  to  save  the 
life  or  limb  of  a patient,  and  perfor- 
mance of  clinical  histories  and  physical 
examinations,  both  within  the  scope  of 
licensure,  training,  and  laws. 

Texas  passed  Senate  Bill  965, 
amending  Texas  Health  & Safety  Code  § 
241.101,  which  became  law  on  May  11, 
1995.  This  legislation,  inter  alia,  places 
time  constraints  on  the  times  within 
which  applications  must  be  processed. 
Specihcally,  the  credentials  committee 
must  take  action  on  a completed  appli- 
cation by  the  90th  day  after  the  date  on 
which  the  application  is  received;  the 
governing  body  must  take  final  action 
by  the  60th  day  after  receipt  of  the  cre- 
dentials (read  this  as  “medical  execu- 
tive”) committee  recommendation;  and 
notification  of  final  action  to  the  appli- 
cant, including  a reason  for  denial  or  re- 
striction of  privileges  requested,  must 
be  made  within  20  days  after  the  final 
action  was  taken. 

PRACTICE  WITHIN  SCOPE  OE 
PRIVILEGES 

The  institution  must  take  steps  to  en- 
sure that  all  practitioners  practice  their 
profession  within  the  bounds  of  the 
privileges  they  have  been  granted  (4, 
MS. 6. 5. 2).  This  is  accomplished  mainly 
through  publication  of  lists  and  ongo- 
ing monitoring  of  quality  of  care. 

Two  kinds  of  lists  are  often  used  to 
assist  the  institution.  The  first  is  a list 
of  all  places  in  the  hospital  where  cer- 
tain procedures,  particularly  invasive, 
may  be  practiced.  The  second  is  1 list 
in  each  department  of  all  practitioners 
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authorized  to  practice  there  and  an-, 
other  in  the  admissions  areas  notingj 
who  is  authorized  to  admit  patients. 
However,  the  lists  are  only  as  effective 
as  the  extent  to  which  they  define  the 
privileges;  for  example,  does  “en- 
doscopy” include  use  of  the  “laser”? 

Routine  monitoring  of  quality  of 
care  is  the  second  source  of  informa- 
tion used  to  ensure  that  practice  is  con-i 
fined  to  privileges.  Colleagues  involved 
in  reviewing  care  should  be  mindful  of 
not  only  what  the  practitioner  did  but! 
also  what  the  practitioner  was  autho-i 
rized  to  do.  | 

Another  issue  centers  on  having  dif- : 
ferent  criteria  for  the  same  privilege.  | 
One  example  would  be  criteria  for  low- 1 
risk  delivery  privileges  for  a physician  j 
trained  in  family  practice  differing  from  I 
those  for  a physician  trained  in  obstet- 
rics. The  family  practitioner,  a member 
of  the  family  practice  department,  I 
would  need  to  show  specific  training  in 
low-risk  delivery,  while  the  obstetrician, 
just  to  be  a member  of  the  obstetrics  de- 
partment, might  need  completion  of  a 
full  residency  before  being  granted  any 
privileges,  let  alone  that  of  low-risk  de- 
livery. Another  example  might  be  the 
surgeon  and  internist  seeking  particular 
endoscopic  privileges,  with  the  surgeon 
perhaps  being  required  to  show  compe- 
tency in  the  diagnostic  facet  of  this  pro- 
cedure and  the  internist  needing  to 
show  competency  in  the  technical  (sur- 
gical) aspect.  In  either  of  these  situa- 
tions, differing  criteria  are  acceptable 
because  the  focus  is  indeed  on  ensuring' 
that  a single  level  of  care  is  provided  to 
each  patient  presenting  with  the  same 
condition. 

Well-defined  (and  consistently  ap- 
plied) criteria  for  privileges  will  save 
you  and  your  medical  staff  members 
another  “opportunity  to  excel,”  that  of 
having  to  report  a privilege  application 
denial  to  the  National  Practitioner  Data 
Bank.  Take  heed:  if  the  denial  is  based  | 
upon  the  practitioner  not  meeting  the  | 

i 
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'institution’s  objective,  preestablished 
Icriteria  for  the  requested  privilege 
'(meaning  the  practitioner  was  not  eli- 

\gible),  then  it  is  not  reportable  (11). 

1 

'PRIVILEGING  IN  MULTIPLE 
DEPARTMENTS 

'Some  mechanism  must  be  in  place  to 
'ensure  that  those  who  seek  privileges  in 
'more  than  1 department  are  granted 
' them  in  each  department  without  regard 
to  the  others.  Department-specific 
preestablished  criteria  must  be  used  to 
evaluate  qualifications  for  privileges  in 
'each  department  (4,  MS. 5. 4.1  and 
'5.15.5.1).  The  underlying  principles 
here  are  that  the  rules  must  be  applied 
uniformly  to  every  practitioner,  and  that 
i the  same  level  of  care  must  be  provided 
to  each  patient  presenting  with  the  same 
I condition  regardless  of  where  in  the  in- 
! stitution  or  by  whom  it  is  provided. 
These  cannot  be  implemented  without 
the  existence  of  criteria  and,  when  in 
place,  their  consistent  application. 

The  second  principle  noted  above, 
“a  single  level  of  care,”  can  be  difficult 
to  grasp  and  needs  further  explanation. 
A mechanism  to  show  the  institution 
has  addressed  it  satisfactorily  is  to  issue 
a single  set  of  policies  and  procedures, 
applicable  to  all  departments,  for  those 
types  of  care  provided  in  more  than  1 
place.  The  policies  and  procedures 
need  to  be  approved  by  an  official  who 
oversees  all  the  places  in  which  the 
care  is  performed.  For  example,  sup- 
pose we  perform  anesthesia  in  the  op- 
erating room  and  in  labor  and  delivery. 
The  policies  and  procedures  for  anes- 
thesia would  be  written  to  encompass 
all  places.  They  must  be  approved  by 
the  official  overseeing  anesthesia  in 
both  places.  If  particular  conditions  re- 
quire on-site  attendance  by  an  anesthe- 
siologist in  the  operating  room,  then 
the  same  must  be  true  in  labor  and  de- 
livery. Further,  if  the  operating  room 
uses  new  equipment,  the  labor  and  de- 


livery operating  room  should  not  be  us- 
ing antiquated  equipment.  Another  ex- 
ample is  a hospital  policy  that  all 
radiographs  be  read  by  a radiologist. 
Suppose  the  emergency  room  policies 
require  them  to  be  read  within  1 hour. 
No  radiologist  is  present  or  available 
routinely  within  1 hour.  Instead,  the 
emergency  room  physician  reads  them. 
If  the  hospital  policy  states  they  must 
be  read  by  a radiologist  within  some 
specified  time  frame,  and  the  emer- 
gency room  studies  are  read  by  a radi- 
ologist within  that  time,  the  needed 
mechanism  is  in  place. 

PRIVILEGE  DELINEATION 
METHODS 

Lists  developed  according  to  patient 
risk,  practitioner  specialty,  procedure 
and  condition,  and  combinations  of 
these  are  principal  methods  to  delineate 
privileges.  We  will  examine  these  briefly. 
A more  in-depth  review  of  each  can  be 
found  in  Jessee’s  1987  article  (12). 

By  patient  risk  category 
Delineation  by  patient  risk  involves  cat- 
egorizing privileges  in  terms  of  the  po- 
tential for  harm  to  the  patient  if  the 
procedure  is  performed  or  the  condi- 
tion is  treated  improperly.  Each  of  the 
categories,  typically  4 or  5,  is  devel- 
oped from  2 perspectives:  the  charac- 
teristics of  the  particular  patient  and 
the  nature  of  the  procedure  or  condi- 
tion. This  method  can  be  quite  complex 
and  cumbersome  to  enforce.  Any  ad- 
vantage gained  by  using  this  method 
(as  opposed  to  listing  each  procedure 
or  condition)  is  lost  by  the  impedi- 
ments to  determining  whether  the 
practitioner  is  practicing  within  the 
bounds  of  privileges  granted.  The  pri- 
mary reasons  for  using  this  method  are 
that  it  does  not  require  exhaustive  list- 
ings, yet  it  does  match  a comprehen- 
sive view  of  the  patient’s  needs  to  the 
specific  knowledge  and  abilities  of  the 


practitioner.  An  example  follows. 
Category  III; 

The  treatment  of  major  illnesses,  in- 
juries, or  conditions,  or  the  perfor- 
mance of  procedures  that  carry 
substantial  threat  to  life  (eg,  the 
treatment  of  meningitis). 

Criterion: 

Board  certification  in  pediatrics;  or 
completion  of  3 years  of  residency 
training  in  pediatrics  (acceptable  in 
lieu  of  certification  only  for  up  to  5 
years  after  training  is  completed);  or 
other  extensive  training  and  experi- 
ence in  the  care  of  these  conditions. 

By  practitioner  specialty 
Privilege  delineation  by  practitioner 
specialty  is  based  on  the  level  of  train- 
ing the  practitioner  has  achieved.  The 
practitioner  is  then  customarily  permit- 
ted to  perform  all  procedures  and  treat 
all  conditions  associated  with  the  spe- 
cialty. As  with  delineation  by  patient 
risk,  the  major  drawback  is  ambiguity. 
Variables  abound,  ranging  from  when 
and  where  the  practitioner  was  trained 
to  the  prevailing  opinion  as  to  what 
procedures  are  within  the  specialty 
scope.  The  advantage  is,  of  course,  sim- 
plicity. If  this  method  is  used,  the  spe- 
cialty board  should  be  contacted;  many 
issue  guidelines  for  privileges.  An  ex- 
ample follows. 

Category  I: 

Consultation,  performance  and  in- 
terpretation of  all  routine  and  non- 
routine nuclear  medicine  procedures 
to  make  diagnostic  evaluations,  by 
in  vivo  or  in  vitro  techniques,  of  the 
anatomic  and/or  physiologic  condi- 
tions of  the  body  and  to  provide 
therapy  with  unsealed  radioactive 
sources  . . . 

Requirements  of  category  1 (full 
privileges)  may  be  fulfilled  by  certi- 
fication by  the  American  Board  of 
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Nuclear  Medicine  . . . (13). 

By  procedure  and  condition 
The  method  by  which  a detailed  list  is 
prepared,  from  which  the  practitioner 
selects  those  he  or  she  desires,  is  per- 
haps the  most  widely  used  in  family 
practice  and  the  surgical  specialties.  The 
lack  of  the  ambiguity  seen  in  the  first  2 
methods  is  its  leading  positive  attribute. 
However,  this  method  suffers  3 main 
disadvantages.  The  first  is  that  compila- 
tion of  an  exhaustive  list  involves  a con- 
siderable undertaking.  Secondly,  a 
practitioner  may  not  think  to  include  all 
procedures  or  conditions  normally  en- 
countered and  would  have  to  seek  mod- 
ification to  correct  that  which  would  be, 
under  another  method,  unnecessary.  Fi- 
nally, criteria  must  be  developed  that 
address  each  procedure,  condition,  or 
set  of  procedures  and  conditions  — an- 
other burdensome  effort. 

Combinations 

No  single  method  or  combination  of 
methods  will  achieve  all  the  desired 
traits  to  the  exclusion  of  all  the  unde- 
sirable ones.  The  needs  of  the  medical 
staff,  institution,  and  community  dic- 
tate collectively  the  best  method  for 
each  specialty,  time,  and  place. 

ONGOING  PROCESS 

Because  the  purpose  of  reviewing  cre- 
dentials and  granting  privileges  is  to 
meet  certain  obligations,  and  these 
obligations  are  of  a continuing  nature, 
so  this  process  is  ongoing  (Fig  1). 
Three  types  of  practitioner  changes  can 
occur  during  the  2-year  staff  appoint- 
ment period.  These  are  changes  related 
to  clinical  practice,  to  qualifications, 
and  to  the  practitioner’s  abilities. 

Throughout  the  appointment  period, 
care  and  monitoring  of  the  quality  of  the 
care  are  both  ongoing.  Input  from  this 
activity  should  be  fed  continually  into 
the  system  of  review.  When  negative 
trends  emerge,  they  must  be  evaluated 
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to  determine  if  changes  in  privileges  or 
conditions  for  exercising  those  privileges 
are  in  order.  Such  drastic  action  should, 
of  course,  follow  all  other  reasonable 
steps  taken  to  reverse  the  trend.  Like- 
wise, when  positive  trends  emerge,  the 
basis  for  the  trend  should  be  shared  with 
other  practitioners  to  take  full  advantage 
of  improvements. 

Changes  related  to  qualifications  in- 
clude modifications  in  licensure  status, 
both  positive  and  negative.  They  also 
include  maintenance  of  current  certifi- 
cations, such  as  Advanced  Trauma  Life 
Support  for  emergency  medicine  spe- 
cialists. The  application  for  appoint- 
ment should  have  a statement  of 
agreement  to  notify  the  medical  staff 
whenever  changes  in  these  areas  occur. 

The  practitioner’s  abilities  to  exer- 
cise clinical  privileges  can  be  altered  by 
problems  in  mental  and  physical  health. 
Not  only  should  the  practitioner  be  re- 
quired to  advise  the  medical  staff  when 
these  arise  but  the  medical  staff  should 
be  vigilant  in  this  regard.  Temporary 
problems  do  not  necessarily  drive  a 
change  in  privileges.  Prudence,  reason, 
and  due  consideration  for  patient  care 
and  safety  dictate  the  nature  and  extent 
of  any  action  or  inaction. 

The  needs  of  the  patient  population 
and  the  capability  of  the  hospital  to  sup- 
port certain  privileges  can  change  also 
over  the  appointment  period.  Privileges 
can  be  temporarily  or  permanently 
withdrawn  to  accommodate  them.  Such 
changes  do  not  constitute  adverse  ac- 
tions because  they  do  not  relate  to  the 
practitioner’s  competency  or  conduct. 

SUMMARY 

In  the  more  than  70  years  since  the  idea 
of  hospital  accreditation  became  reality, 
the  granting  of  privileges,  as  a required 
component,  has  come  a long  way.  To- 
day, hospitals  use  it  as  a basis  to  meet  a 
wide  array  of  obligations  to  patients, 
practitioners,  and  the  community.  In 
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principle,  the  exercise  of  prudence  and 
reason  with  due  regard  for  the  patient’s 
care  and  safety  is  a well-rooted  founda- 
tion for  meeting  these  obligations.  In 
practice,  the  process  is  evolving.  Ethics, 
ability  to  work  cooperatively  with  the 
health  care  team,  and  health  status  as  it 
relates  to  clinical  privileges  are  now  as 
much  factors  in  the  decision  as  educa- 
tion, licensure,  and  current  competence 
have  been  for  decades.  As  the  battle  to 
contain  costs  is  more  intensely  fought, 
utilization  review  and  risk  management 
are  sure  to  take  on  ever-increasing  im- 
portance in  the  decision.  The  primary 
reason  that  the  process  exists,  though, 
is  unlikely  to  change;  we  are  doing  this 
primarily /or  the  patient. 
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Organized  Medical  Staff  Section 
(AMA-OMSS)* 

Assembly  Meeting 

December  3-7,  1998 
Sheraton  Waikiki  Hotel 
Honolulu,  Hawaii 


To  succeed  in  today’s  health  care  environment,  your  medical  staff  needs  good  information  and 
appropriate  skills  to  meet  the  day-to-day  challenges  of  medical  practice.  The  OMSS  can  help. 

Attend  this  meeting  and  you  will  learn  about: 

• Physician  Compliance  Program  Implementation  and  Effective  Operation 

• The  Critical  Role  of  Physicians  in  Accountable  Health  Care  Organizations 

• 1999  CPT  and  ICD-9-CM  Coding  Changes 

• Improving  Patient  Care  at  the  End  of  Life 

• Key  Legislative  Issues  for  the  106th  Congress  and  AMA  Advocacy  Efforts 

In  addition  to  these  educational  offerings,  as  an  AMA-OMSS  representative  of  your  medical  staff, 
you  can  participate  in  policy-making  and  networking  activities.  Our  goal  is  to  work  with  you  to 
identify  and  address  medicine’s  most  pressing  issues.  We  also  want  to  help  you  increase  your 
knowledge  and  leadership  abilities  so  that  together  we  can  best  serve  patients,  physicians, 
and  the  profession. 

To  achieve  our  goal  you  can: 

▼ Submit  resolutions  and  participate  in  mode-of-practice  and  general  interest 
forums  to  bring  your  concerns  to  the  forefront. 

^ Testify  at  reference  committee  hearings  and  vote  on  actions  in  a democratic 
assembly  to  further  AMA’s  advocacy  agenda. 

Y Attend  practical  education  programs  to  improve  your  medical  practice, 
earn  4.5  hours  of  CME  credit  **  and  pay  no  fee  to  register! 

Your  success  depends  on  your  involvement!  Plan  today  to  attend  the  1998  Interim  AMA-OMSS 
Assembly  Meeting  on  December  3-7,  at  the  Sheraton  Waikiki  Hotel.  To  receive  more  information  and 
registration  materials,  please  call  800  621  -8335  and  ask  for  the  Department  of  Organized  Medical 
Staff  Services. 


■ The  American  Medical  Association  is  accredited  by  the  Accreditation  Council  for  Continuing  Medical  Education  to  sponsor  continuing  medical  education  for  physicians- 

■■  The  AMA  designates  this  educational  activity  for  a maximum  of  4.5  hours  in  category  1 credit  towards  the  AMA  Physician's  Recognition  Award 
Each  physician  should  claim  only  those  hours  of  credit  that  he/she  actually  spent  in  the  educational  activity. 
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Allergy 


Dermatology 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F.  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  CenterTower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Oiplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)  496-1006 


Phillip  E.  Hansen,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

(214)  661-7010 


Bariatric  Surgery 


Medical  Oncology 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dashwood,  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


— Medical  Oncology/Hematology 
MD  — Medical  Oncology 


Janet  Macheledt,  MD 
Frankie  Ann  Holmes, 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221 
Houston,  Texas  77024 
Telephone  (713)  467-1722 
Fax  (713)  467-1704 


5618  Medical  Center  Drive,  Suite  201 
Katy,  Texas  77494 
Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smith  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
Telephone  (817)  335-3966 


Ophthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 

Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

Telephone  (972)  566-4400  Fax  (972)  566-4317 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


Orthopedic  Surgery 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 

John  A.  Baker,  MD 

Robert  D.  Vandermeer,  MD 

James  R.  Sackett,  MD 

R.  Stephen  Curtis,  MD 

Daniel  E.  Cooper,  MD 

William  A.  Bruck,  MD 

Paul  C.  Peters,  Jr.,  MD 

W.Z.  Burkhead,  Jr.,  MD 

Andrew  B.  Dossett,  MD 

Richard  D.  Schubert,  MD 

Eugene  E.  Curry,  MD 

A Professional  Association 

2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

John  B.  Gunn,  MD 

Kurt  W.  Rathjen,  MD 

Huntly  G.  Chapman,  MD 

Craig  C.  Callewart,  MD 

Phillip  E.  Hansen,  MD 

Kenneth  A.  Stephenson,  MD 

James  M.  Lancaster,  MD 

Robert  G.  Viere,  MD 

James  W.  Brodsky,  MD 

Thomas  C.  Diliberti,  MD 

Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 

Medical  City  Dallas  II,  7777  Forest  Lane, 
Dallas,  Texas  75230;  (972)  556-7010 

Suite  B116 

THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 

Steven  J.  Mackey,  MD,  PA 

Stephen  L.  Brotherton,  MD,  PA 

Joseph  C.  Milne,  MD,  PA 

Mayme  Richie-Gillespie,  MD,  PA 

Tel  800.880.1300 
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Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilif ation 
Rehabilitaf ion  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Genia  Owens,  Advertising  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


TexasMedicine 


Here’s  what’s 
coming  in  the 
December 
Texas  Medicine'. 

Photo  essay:  a day  in  the  life  of 
Don  Gordon,  MD,  PhD 

Putting  Patients  First 

Medical  record  access 

HealthZ/Vzc  Texas  host 

For  more  information,  call  Larry  BeSaiv,  managing  editor, 
at  (800)  880-1300,  ext.  1383.  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  constdt  the  TMA  Web  site  at  www.texmed.org. 
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Dermatology 

DERMATOLOGIST — Central  Texas  (close  to 
Fort  Worth),  Full-time/part-time.  Salaried  position, 
full  supporting  staff,  no  capital  outlay.  Fax  Jeanne  for 
further  details,  (817)  579-2663. 

Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals. 

I CaU  Jerry  at  The  Lewis  Group  for  more  informarion. 

! (800)  460-8159. 


Growing  ER  practice  needs  physicians  in 
Sherman  .Texas.  Stabie  practice  with  con- 
venience care,  occupational  and  hyper- 
baric medicine.  Competitive  salary  and 
benefits.  Fax  resume  to  (903)  891-2025  or 
call  Lisa  Morgan  at  (903)  870-4609. 


Call  Toll  Free 

1-888-DOCS-911 

(Local:  817-496-9700) 

TiXAS:  Regional  emergency  group  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  from  14,000-60,000  pt  vis- 
its annually.  Earn  exceUent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  practice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Family/General  Practice 

Wanted:  Semi-retired  Generalist  Medical  Di- 
rector in  alternative  medical  pracrice.  Part  time.  Gar- 
land, Texas.  Fax  CV  to  (817)  424-1059,  or  contact 
David  or  Lisa  at  (972)  494-9605. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  No  overnight  travel  re- 
quired. Send  CV  to  ad  reply  attn:  David,  509B  West 
Lynn,  Austin,  TX  78703. 

Family  Practice  — excellent  opportunities.  At- 
tractive FP  openings  to  join  well-established  practices 
in  the  Dallas/Ft.  Worth  area  and  in  South  Texas  just 
45  miles  west  of  the  Gulf  of  Mexico.  Reply  confiden- 
tially to  Laura  Brown.  Phone  (800)  338-7107;  fax 
(414)  427-7251;  e-mail;  fha@execpc.com. 


«c  Department  of  Family 
Practice  at  the  University 
of  Texas  Health  Science 
Center  at  San  Antonio  is  re- 
rruiting  several  family 
ysician  faculty  members  for 
iL.-.  growing  network  of  com- 
munity clinics.  These  clinics  are  princi 
pal  continuity  training  sites  for  the 
university  s family  practice  residency 
and  medical  student  training  programs. 

Pliysicians  will  provide  care  for  the  clin- 
ics diverse  multietlinic  clientele,  and  su 
pervise  and  teacli  residents  and  medical 
students.  Pliysicians  witli  a broad  range 
of  skills,  including  labor  and  delivery 
skills,  are  preferred,  as  are  those  with 
Spanish  language  skills 

Send  CV  and  brief  letter 
explaining  practice  skills/ 
experience  and  teaching 
interest/experience  by  e- 
mail  (bdweiss@uthscsa.edu),  or  mail  to 
Barry  D Weiss,  MD,  Chairman,  Depart- 
ment of  Family  ITactice,  7703  Floyd  Curl 
Drive,  *610F,  San  Antonio,  4’X  78284  7794. 

The  University  of  Texas  Health  Science  Center  at 
San  Antonio  is  an  Equal  Employment/ 
Affirmative  Action  Employer. 


Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  CV 
to  (972)  256-1882. 


Methodist 

Hospitals  of  Dallas 


EMERGENCY  MEDICINE 

B/E  or  B/C  full-time  emergency-trained 
physicians  needed  to  staff  busy  emergency 
rooms  on  each  of  our  hospital  campuses, 
Methodist  Medical  Center  and  Charlton 
Methodist  Hospital.  Excellent  medical  staff 
and  teamwork  among  hospital  departments. 
ER  physicians  are  independent  contractors 
with  an  excellent  pay  structure  and  paid 
malpractice. 

OTOLARYNGOLOGY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide general  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facilities 
nearby.  Incoming  physician  would  prefer- 
ably associate  with  an  established  practi- 
tioner in  the  area  or  consider  establishing  a 
solo  practice  with  hospital  support. 

RHEUMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance, marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasive 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years.  Group  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  1 0 minutes  apart  in  south 
Dallas  County. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  Susan  Cogbum,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  655999,  Dallas,  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502,  e-mail: 
susancogbum@mhd.com. 


Tel  800.880.1300 
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Family/General  Practice 


Internal  Medicine 


STAFF  PHYSICIANS 

Texas  A&M  University  is  seeking  a qualified  physician  to  work  in  the  student 
health  care  facility  providing  primary  care  to  students.  Requires  medical  de- 
gree, state  of  Texas  medical  license  and  experience  with  private  or  group 
medical  practice  or  equivalent.  Salary  is  negotiable,  with  excellent  benefit 
package  including  liability  coverage.  Send  a resume  and  letter  of  interest 
with  list  of  three  references  to: 

Employment  Office 
Human  Resources  Department 
Texas  A&M  University 
College  Station,  Texas  77843-1475 

An  Affirmative  Action/Equal  Opportunity  Employer  Committed  to  Diversity 


Permanent,  part-time  position 
2-2  1/2  days  a week. 

Mail  C\  to  1 101 -B  Thorpe  I, one. 
San  Mareos.  T\  TfiOOO 


TEXAS  MEDICINE 
CLASSIFIED 
DIRECTORY  DEADLINES 

ISSUE  DEADLINE 

December  1 998  October  30,  1 998 
January  1 999  December  1 , 1 998 
February  1 999  December  30, 1 998 


INTERNAL  MEDICINE,  BOARD  CER- 
TIFIED OR  BOARD  ELIGIBLE, 
UNIQUE  OPPORTUNITY  WITH  PRI- 
MARY CARE  GROUP  to  provide  hos- 
pital inpatient  care  (Baylor  University 
Medical  Center,  Dallas)  or  office  outpa- 
tient services,  depending  on  physician 
preference  for  hospital  or  office  prac- 
tice. This  position  requires  no  on-call  re- 
sponsibility. Very  attractive 
compensation  package  includes  salary, 
3lus  benefits  to  include  professional  lia- 
Dility  insurance,  major  medical  and  term 
ife  insurance,  paid  vacation,  one-week 
paid  CME  time,  a $2000  CME  al- 
lowance, 401  (k),  and  financial  incen- 
tives to  promote  individual  achievement 
and  group  goals.  This  is  a physician- 
managed  group.  For  additional  informa- 
tion, contact  Brenda  Lancaster,  Texas 
Primary  Care,  1717  Main  Street,  Suite 
5200,  Dallas,  TX  75201;  214/712- 
2018  or  800/527-2145,  or  fax 
214/712-2444 
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Locum  Tenens 


doesn't  have  to  feel  like  re-discovering]^‘ 
ine  New  World.  Staff  Care  will  serv#i.; 
as  your  guide  to  explore  the  adventurous, < 

‘ A-'-'- 

^ realms  of  LOCUM  TENENS.  Travel,  licen 
sure  and  occurrence  malpractice  insurancfe- 
are  inclusive  in  our  total  package  designed^ 
to  give  you  nationwide  opportunitieSj^? 

Texas  Based,  Texas  Bestf 
Endorsed  by  Texas  Medical  AsfdciationT^ 

for  more  info  abotlTc|w.i.OCUM  TENENS  cal 

^p:800;21U97r-^ 

i.^Western  Destination^ 

e^l)0.685i272 

Midwest  & Eastern  Destinations 

,,, 

.,.>5.  www.locumsnet.com 

mBLgJO  PIAcTj-I  OR  H-1  PHYSICIANS 


◄ 


LOCUM  TENENS 
OPPORTUNniES 


► 


Staff  Relief,  Inc.  has  immediate  openings  for  Locum 
Tenens  physicians  in  the  following  specialties: 


• Family  Practice 

• Internal  Medicine 

• Pediatrics 

• Diagnostic  Radiology 

• OB/GYN 

• Psychiatry 

• Emergency  Medicine 


• Short  and  long  term 

• Local  and  national  assignments 

• Wide  variety  of  clinical  settings 

• Excellent  compensation 

• Outstanding  professional  liability 
insurance 

• Friendly,  dedicated  service  for  over 
10  years 


New  assignments  are  added  daily,  there  has 
never  been  a better  time  to  call. 


800-996-7828 


STAFF  RELIEF,  INC.  - SRI 

Continuity  in  Health  Care 


1 CLASSIFIED  ADVERTISING  CATEGORIES  | 

Allergy  and  Immunology 

Internal  Medicine 

Otolaryngology 

Positions  Wanted 

Anesthesiology 

Locum  Tenens 

Pathology 

Entertainment 

Cardiology 

Neonotology 

Pediatrics 

Equipment 

Dermotology 

Nephrology 

Physical  Medicine/ 

Office  Space 

Emergency  Medicine 

Neurology 

Rehabilitation 

Practices 

Endocrinology 

Neurosurgery 

Plastic  Surgery 

Property 

Family/General  Practice 

Obstetrics/Gynecology 

Preventive  Medicine 

Travel 

Gostroenterology 

Occupationol  Medicine 

Psychiotry 

Vacotion  Homes 

General  Surgery 

Oncology 

Radiology 

Wanted  to  Buy 

Geriatrics 

Ophthalmology 

Rheumatology 

Business  and  Financial 

Hematology 

Orthopedics/Orthopedic 

Urology 

Services 

Surgery 

Other  Opportunities 

Tel  800.880.1300 
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Locum  Tenens 


lilt  ^im 

Physicians® 

In  Texas  since  1982 

Helping 

provide  continuity 
of  patient  care. 

Locum  Tenens 

Permanent  Placement 

• Tamily  Practice 

• Radiology 

• Pediatrics 

• OB/QYM 

• Emergency 
Medicine 

• Psychiatry 

• Internal  Medicine 
Flan  ahead,  call  todayl 

1-800-531-1122 


Pathology 

The  Department  of  Medicine,  at  Baylor  College 
of  Medicine,  Houston,  Texas  is  seeking  an  Academic 
Gastrointestinal  Pathologist  to  join  the  Digestive  Dis- 
ease Section,  at  the  level  of  Assistant  Professor 
(tenure-track).  Candidates  must  be  board  certified  in 
Anatomic  Pathology  with  at  least  two  years  advanced 
training  and  experience  in  gastrointestinal  pathology. 
Training  and  experience  in  molecular  biology  is  also 
desirable.  The  individual  is  expected  to  head  the  Gas- 
trointestinal Mucosal  Pathology  Laboratory.  In  addi- 
tion to  providing  service  and  core  support  for  other 
investigators,  the  individual  is  expected  to  develop  an 
independent  research  program  with  particular  em- 
phasis on  H.  pylori  associated  gastric  MALT  lym- 
phoma. The  individual  should  have  a track  record  of 
publications.  Candidates  should  have  documented 
administrative  and  management  skills  and  a commit- 
ment to  education.  Baylor  College  of  Medicine  is  an 
equal  opportunity/affirmative  action/equal  access 
employer.  Submit  inquiries  to  Lori  A.  Lawler,  Baylor 
College  of  Medicine,  Department  of  Medicine-Gas- 
troenterology 6550  Fannin,  SMI  122,  Houston,  TX 
77030. 

The  Department  of  Medicine,  at  Baylor  College 
of  Medicine,  Houston,  Texas  is  seeking  an  academic 
molecular  pathologist  to  join  the  Digestive  Disease 
Section,  at  the  level  of  Assistant  Professor  (tenure- 
track).  Candidates  must  be  board  certified  in 
Anatomic  Pathology  with  at  least  two  years  experi- 
ence in  gastrointestinal  and  liver  pathology.  The  indi- 
vidual is  expected  to  develop  a program  addressing 
the  interaction  of  H.  pylori  with  the  gastric  mucosa 
and  resulting  molecular  mechanisms  of  gastric  car- 
cinogenesis. The  individual  should  have  a track 
record  of  publications  and  several  years  experience  in 
the  molecular  biology  of  carcinogenesis,  with  empha- 
sis in  transcriptional  gene  regulation,  and  gene  muta- 
tion analysis  (e.g.,  tumor  suppressor  genes  and  DNA 
repair  pathway  genes).  Track  record  in  microbiology 
of  H.  pylori  is  an  asset.  Baylor  College  of  Medicine  is 
an  equal  oppottunity/affirmative  action/equal  access 
employer.  Submit  inquiries  to  Lori  Lawler,  Baylor  Col- 
lege of  Medicine,  Department  of  Medicine-Gastroen- 
terology 6550  Fannin,  SM  1122,  Houston,  TX  77030, 


Occupational  Medicine 

DM  Physicians  needed  for  Houston  area.  Imme- 
diate and  future  opportunities  with  US  Health  Works. 
Call  Ned  at  (713)  797-6106. 


Orthopedic  Surgery 

ORTHOPEDIC  SURGEON  needed  in 

Dallas/Fort  Worth  for  orthopedic  consultations.  No 
surgery,  no  weekends,  no  call.  Contact:  Lisa  Abell  at 
K Clinic,  1 -800-CLINIC  K,  (972)  255-5533,  or  fax  cv 
to  (972)  256-0056. 


Radiology 


RADIOLOGIST  VACANCY 

The  North  Texas  Veterans  Health  Care  System  Ra- 
diology Service  has  an  opening  for  a staff  radiolo- 
gist at  its  Dallas  facility.  It  is  seeking  a board 
certified  general  radiologist.  Candidates  must 
have  training  and  experience  in  CT,  Ultrasound 
and  MRI,  and  training  or  experience  in  cross-sec- 
tional interventional  techniques  such  as  percuta- 
neous biopsy  and  drainage  procedures. 

This  position  includes  an  academic  appointment 
with  its  affiliate,  The  University  of  Texas  South- 
western Medical  Center.  It  also  has  a very  active 
residency  program. 

Applicants  must  be  a U.S.  citizen  and  must  pos- 
sess an  active  current  license  to  practice  radiology 
in  a State,  Territory  or  Commonwealth  of  the 
United  States,  or  in  the  District  of  Columbia. 

Applicants  should  forward  a curriculum  vitae  and 
references  to: 

Ward  M.  Terry,  M.D. 

Chief,  Radiology  Service  (114) 
Department  of  Veterans  Affairs 
Medical  Center 
4500  South  Lancaster  Road 
Dallas,  TX  75216 
214-372-7073 
214-302-7480  (FAX) 

An  Equal  Opportunity  Employer 
Applicants  Subject  to  Drug  Testing 
Non-Smoking  Facility 


WANTEDi  Board  certified 
general  Diagnostic  Radiologist  for 

permanent  position  at  a hospital  in 
Central  Texas.  Generous  salary  and 
benefits.  Flexible  start  date.  Locum 
tenens  coverage  also  needed.  Call 
(254)  519-8185  or  (254)  519-8186. 


Other  Opportunities 

PHYSICIAN  ASSISTANT:  Geriatric  Practice 
looking  for  physician  assistant.  Will  start  part  time 
and  work  into  full  time.  Must  be  able  to  generate  his 
own  income.  Please  fax  resume  to  (903)  839-4148  or 
e-mail  it  to  docrbt(g)ballistic.com. 

Doctor  of  multi-disciplinary  facility.  $150  K plus 
per  year.  Less  than  40  hours  per  week.  No  on  call.  To 
begin  as  soon  as  possible.  Call  (713)  975-7870. 


108 


Texas  Medicine  ★ November  1998 


www.texmed.org 


Classified  Directory 


Other  Opportunities 


PRIVATE  PRACTICE  OPPORTUNITIES 
(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 

Eu“14242-2314  ^ r o n s.t^ 

FAX  281-493-2234  & Associates 


QUALITY  PLACEMENT-QUALIFIED  PERSONNEL 

Specializing  in  the  placement  of  Physician  Assistants 
in  permanent  and  locum  tenens  positions  by  Qualified 
Physician  Assistants.  We  understand  your  needs. 

For  more  information  call: 

Diana  McGill  PA-C,  Director,  Personnel  Placement 
ProSearch  Medical  Placement,  PO  Box  41134, 
Houston,  TX  77241-1134,  Phone/Fax  (281)  890-9660 


PHYSICIANS:  Neurology,  Orthopedics,  Pain 
Management.  In  search  of  board  certified  specialists 
for  physician  review  and  multi-level  appeal  activity 
review  for  large  managed  care  company.  If  interested, 
please  send  your  resume  to:  Mason  & Kichar  Confi- 
dential Reply  Service,  Dept.  581-PHYS,  PO  Box  115, 
Bethany,  CT  06524.  EOE  M/F/D/V. 

San  Antonio  Area,  (Texas)  — Medical  Director 
sought  for  community  hospital  close  to  spectacular 
scenery  in  Texas  "Hill  Country."  Supportive  medical 
! staff,  well-managed  ED  with  12,000  annual  volume. 

! Join  regional  group  of  physicians  dedicated  to 
' quality.  Call:  MEPA  at  (800)  346-6687,  fax  CV  to 
(972)  789-0339,  or  e-mail:  opportunities@med- 
I edge.com. 


POSITIONS  WANTED 

[ Physical  Medicine/Rehabilitation  (PM&R)  - 

! Completing  chief  residency  in  a university  program  in 
Chicago  in  June  1999.  Excellent  credentials.  Have 
i green  card.  Available  for  work  in  July  1999.  Inter- 
; ested  in  PM8tR  and/or  Occupational  Medicine  in 
' Houston  or  suburbs.  May  attend  interviews  in  Sep- 
1 tember-October  1998.  Contact  (409)  245-6888 
or  e-mail:  adural@aol.com. 

PATHOLOGIST,  board  certified,  AP,  CP  and  Der- 
matopathology,  20  plus  years  experience,  just  retired 
from  Army,  seeking  full-time,  part-time  or  locum 
tenens  positions  in  Dallas-Fort  Worth  area.  Other  ar- 
eas considered  for  part-time.  Licensed  in  Texas, 
Kansas,  Georgia,  Illinois.  Available  immediately. 

! Contaa  (214)  221-1732  or  fax  (214)  221-1733. 


ALTERNATIVE  • COMPLEMENTARY 
INTEGRATIVE  MEDICINE 

Board  Certified  Cardiologist,  UT  Southwestern  gradu- 
ate, with  current  Texas  license  and  over  20  years  of 
solid  clinical  experience  in  Alternative/Comple- 
mentary/Integrative Medicine,  would  like  to  join  a 
large  and/or  busy  group  of  Texas  physicians. 

I have  experience  and  expertise  in  using  alternative/ 
complementary/integrative  medicine  techniques  for  a 
wide  variety  of  medical  problems,  including  cardiol- 
ogy and  lipids  (my  first  love).  I want  to  apply  these 
techniques  to  complement  traditional  medicine.  I 
want  to  meet  the  needs  of  patients  who  prefer  this 
type  of  therapy  and  I want  to  do  it  in  conjunction 
with  and  in  support  of  their  traditional  medical  care.  I 
want  to  provide  alternatives  (based  on  scientific  evi- 
dence, published  research  and  my  own  experience)  in 
a traditional  setting,  when  traditional  medicine  is  not 
getting  all  the  results  desired.  I know  this  concept  is 
viable  and  will  be  the  way  medicine  is  practiced  in  the 
future. 

If  you  share  any  part  of  my  vision,  please  contact: 

Joe  D.  Coldstrich,  MD,  FACC 
215  S.  Green  Valley  Pkwy.,  #3611 
Henderson,  NV  89012 
Phone:  (702)  837-9895 
E-mail:  vitadoc@hotmail.com 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


Office  Space  Available 

AUSTIN:  Doctor’s  Office  for  Lease,  MW,  Steck 
and  Mopac.  Great  location,  trees,  view.  Finished  out 
with  darkroom  and  X-ray  unit  (for  sale).  Available 
Feb.  1999.  1,566  s.f.  Contact  Jeff  Henley  (512)  346- 
0292  about  lease;  (512)  346-3536  about  X-ray. 


Equipment  For  Sale 

NEW,  NEVER  USED;  AMBCO  650  AB  - Audiome- 
ter, $600.  BARELY  USED:  AFFIRM  VPIII  Micro  probe 
processor,  $5,900.  Palestine,  Texas.  (903)  729-5191. 

PHYSICIAN  PASSED  AWAY:  Quinton  3000 
Stress  Tester  and  Q50  Treadmill,  shortside  rail 
w/electrodes,  recording  paper  and  wiring  assembly, 
plus  other  equipment.  (972)  620-7460  (9-5). 


BUSINESS  AND 
FINANCIAL  SERVICES 

GET  ON  THE  WEB  IN  ’98.  Web  site  development 
provided  by  physician-driven  health  technology  com- 
pany. We  have  years  of  experience  in  health  care  de- 
livery and  can  help  with  all  of  your  technology  needs. 
Call  Health  IT™  at  (214)  265-0141  or  fax  a request 
for  information  to  (214)  265-9133.  Visit  our  Web  site 
at  www.healthit.com. 


FINANCING  ALL  THE  NEEDS 


OF  HEALTHCARE  PROFESSIONALS 


Incredible  Service  for  over  72,000  Doctors! 

• Equipment  Leasing/Financing 

• Leasehold  Improvements 

• Supply  Contracts 

• Working  capital. 

• Application  only,  $1 50,000 

• Start  ups,  practice  acquisitions, 
buy-ins.  Competitive  fixed  rates. 

Tel  1-800-225-2488  Fax  l-800-52(i-0259 
Secure  website.  http:/Avw.hpsc.com 


MEDICAL  TRANSCRIPTION 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of 
accurate  transcription  by  experienced,  well- 
trained  personnel.  For  more  information  call 
toll-free  1-888-799-1399. 


Tel  800.880.1300 
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Classified  Directory 


LEGAL  SERVICES 


HEALTH 

CARE 

LAW 


Legal  Representation  ol  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

'Not  certified  by  the  Board  of  Legal  Specialization  by  choice. 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 
the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 


5 to  9 V2  inches 
10  to  19  1/2  inches 
20  and  above 


$85/inch 

$70/inch 

$65/inch 


TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Genia 
Owens,  Advertising  Manager,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 


Advertising  Directory 


Publication  of  an  advertisement  in  Texas  Medicine  is 
not  to  be  considered  an  endorsement  or  approval  by 
the  Texas  Medical  Association  of  the  product  or  ser- 
vice involved. 
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Educational  Opportunities 


ULTRASOUND  EDUCATIOIM  I 

Emergcna/  Medicine 

December  3-5 

January  7-9,1999 

Advanced  Emergency 
Medicine 

February  19-20,  1999 

July  9-10,  1999 

Family  Practice 

November  19-21 

February  4-6,1999 

Echocardiography 

Jan.  25-Feb.  1,  1999 

Endovaginal 

December  11-12 

Vascular 

December  14-18 

Abdominal  (5  Day) 

Nov.  30-Dec,  4 

Abdominal  Doppler 

January  16,  1999 

OB/GYN  (5  Day) 

December  7-11 

January  18-22, 1999 

Prostate 

March  6, 1999 

Courses  listed  above  are  held  in  Houston,  TX.  Con- 
tract courses  can  be  brought  to  your  location,  mini- 
mum enrollment  required.  Cal!  (800)  239-1361  for 
more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 

8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  I credit 

w uu  vu . a h e c o n 1 i n e . c o m 

PAN  AMERICAN  ALLERGY  SOCIETY 

Annual  Training  Course  & Seminar 
March  10-14, 1999 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 

Program  Director  Edwyn  L.  Boyd,  MD 


TEXAS  MEDICAL  ASSOCIATION 


R 


mmm 


MedKal  Temriiiology 
for  Coders 

it’s  ALL  GREEICtO  ITIe! 

Due  to  greater  emphasis  that  carriers  are  now  placing  on 
clocumentation,  coders  must  understand  medical  terminology 
in  order  to  code,  process,  and  audit  medical  claims. 

Highlights; 

« CPT  / ICD  TeniLinology  « Medical  Abbreviations 
W Elements  of  E&M  Documentation  Guidelines 

Coming  soon  to  these  locations: 

San  Antonio  - Nov.  4 
Houston  - Nov.  1 1 
McAllen  - Nov.  18 

iCall  (800)  880-1300.  ext.  1421,  or  (512)  370-1421  to  register. 


TfexasMedical 

Association 


Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professionals 
in  mind.  Offering  31.5  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624, 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 


Tel  800.880.1300 
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BackTalk 


Question 


In  your  opinion, 
what  makes  managed  care 

^ 4 ood  managed  care  saves  costs  by  effective  restriction  of 
unnecessary  medical  care,  with  emphasis  on  preven- 
tive medicine.  Bad  managed  care  means  poor  access  to  special- 
ists, excessive  administrative  costs  and  red  tape  for  referrals, 
untimely  payments,  and  refusal  to  pay  reasonable  bills.” 

Ronald  P.  Rapini,  MD,  44 

dermatology,  Lubbock 

4 4 |W|  <^3re  plans,  which  add  an  unnecessary,  obtru- 

Iwlsive  layer  of  bureaucracy  between  patients  and 
physicians,  consistently  underinform  and  misrepresent  the  op- 
tions available  when  involved  with  the  emergency  depart- 
ment, and  as  a result  the  patients  and  their  families  are  always 
disappointed.  Often,  I find  myself  dealing  with  an  inexperi- 
enced nonphysician  on  the  phone  who  has  no  knowledge  of 
the  patient  and  does  not  understand  the  severity  or  acuity  of 
the  situation  or  the  anxiety  of  the  patient  and  family.  Many 
times,  these  ‘managed  care  professionals’  are  gatekeeping  sev- 
eral plans  concurrently  from  a remote  location  and  are  unfa- 
miliar with  geography  and  hospitals  if  a transfer  is  indicated. 
With  a few  rare  exceptions,  these  plans  need  to  be  stamped 
out,  ripped  apart,  and  buried  with  stakes  in  their  hearts.” 

Darrel  R.  Wells,  MD,  48 

emergency  medicine,  Huntsville 

i t A managed  care  plan  that’s  good  focuses  on  allowing 
patients  to  have  choices  in  whom  they  want  to  treat 
them.  There  are  some  that  are  like  that  and  a lot  that  aren’t.” 

Kevin  H.  McKinney,  MD,  31 

internal  medicine,  Galveston 


BackTalk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  atopic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  BackTalk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m mcever@texmed.org. 


plans  good  or  bad? 


^^lA#hen  they  manage  medicine  instead  of  insurance 
■ ■ dollars,  when  they  tell  us  what  treatment  patient: 
can  have,  that  s bad.  But  there  are  only  a finite  amount  ol 
dollars,  and  it  can  t all  be  used  for  medicine.  They  need  tc 
strike  a balance  and  do  what’s  rational.” 

Billy  N.  Griffin,  MD,  52 

obstetrics-gynecology.  Corpus  Christi 

^ 4 ability  to  refer  to  specialists  outside  of  the  net- 

I work.” 

Manuel  L.  Acosta,  MD,  55 

general  surgery,  El  Paso 

i t LJ  ow  much  hassle  do  they  give  me  when  I’m  referring 
n patients,  and  how  many  hoops  do  I have  to  jump 
through?” 

David  B.  Ramsey,  MD,  50 

family  practice.  Mineral  Wells 

* 4 ^phe  possibility  of  a patient  to  choose  a physician,  and 
I freedom  for  the  physician  to  prescribe  medications 
and  do  what’s  necessary  for  a patient’s  care.” 

Luis  D.  Acosta-Corrales,  MD,  52 

neurology,  El  Paso 


4 4 managed  care  program  is  constantly  looking 

out  for  its  patient  enrollees.  I totally  lose  respect  for 
a managed  care  company  that  makes  decisions  against  the 
best  care  of  the  patients.” 

James  G.  Kalpaxis,  MD,  50 

ophthalmology,  Austin 
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www.autoflex.co 


Endorsed  by  medical  associations  nationwide,  Autoflex  has  become  the  medical  community’s  resident  expert  in  automobile  leasing 


■■■ 

UlSTEN'^'" 


A » Autoflex 
Leasing  has  been  listening  to  physician’s  hearts  for  over  15 
years.  With  no  down  payment,  no  security  deposit,  lower 
monthly  payments,  next  day  home/office  delivay,  free  quality 

and  more*^ 

Even  better,  you’re  literally  only  a quick  phone  call  away  from 
getting  that  new  car  delivered  to  your  door  tomorrow! 
Sound  easy?  Soundexciting?  There’s  more! 

Aiitoflftx  has 

^ome  the  medical  community  ’s  resident  expert  in  automobile 
leasing.  Established  in  1982,  Autoflex  Leasing  is  recognized 
for  it’s  superior  service  record,  flexible  leasing  plans, 
and  tremendous  volume  buying  powe^^^flE^^^^^IS 

lower  cost  of  vehicles 

and  more  money  for  your  trade-in! 

While  a new  car  dealership  may  offer  only  one  or  two  lease 
programs.  Autoflex  Leasing  offers  you  more  than  fifty. 
Besides  searching  every  lease  program  available  in  our  database 
nationwide,  we  also 

We  compare  every  facet  of  your  auto 
lease  and  combine  it  with  our  buying  power  to  offer  you  the 
lowest  leasing  rates  available.  Who  do  you  think  can  buy  a 
new  vehicle  for  less...  the  individual  who  buys  a new  car 
every  few  years,  or  Autoflex  Leasing  who  buys  thousands  of 
cars  every 

iFs  easy  to  see 

why  so  many  of  your  peers  have  chosen  Autoflex  Leasing  to  be 
their  leasing  agent  for  fife.  For  more  informatmn,  visit  us  at 


Superior 

Service 


Free 

DELIVERY 


Lower 

Monthly 

PAYMENTS 


10  REASONS  WHY 
YOUR  COLLEAGUES  CHOOSE 
AUTOFLEX  LEASING. 

1.  Lower  monthly  payments. 

2.  We  offer  every  make  and  model  on 
the  road. 

3.  You  can  take  advantage  of  all  rebates 
and  incentives. 

4.  Prompt  service  and  delivery  to  your 
home  or  office  the  very  next  day. 

5.  No  down  payment,  no  security  deposit, 
leases  available. 

6.  Trade-ins.  We  will  purchase  your 
present  vehicle  and  pay  off  the  balance, 
if  necessary. 

7.  Leasing  with  Autoflex  eliminates 
the  time  consuming  hassles  associated 
with  dealerships. 

8.  GAPP  insurance  - additional  protection 
for  theft  and  total  collision  included. 

9.  All  leases  are  closed-end,  eliminating 
your  liability  for  the  car’s  resale  value. 

10.  We  lease  more  cars  than  all  others 
combined  and  that  saves  you  money. 


1 

m 
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Start  your  travel  plans  with  a smart  travel  plan.*. 

The  Worldwide 

Travel  & Emergency  Assistance  Plan 

Offers  3 'Way  Protection  At  One  Low  Rate 


re-'trip  Planning 
assistance 


Country-specific 

information 

► Visa  & Passport 
requirements 

► Inoculation 
and  immunization 
requirements 

r Foreign  exchange  rates 

^ Temperature  & 
weather  information 

► Embassy  & consular 
information 


► U.S.  State  Department 
^ travel  advisories 


Emergency  Medical 
Assistance 

H^Medical  referral  services 
for  physicians  and 
hospitals 

Around-the-clock  medical 
monitoring  service 

Arrangement  of 
emergency  medical 
payments 

Emergency  medical 
evacuation  and 
repatriation 

Return  of  dependent 
children  or  traveling 
companion 

Visit  by  family  member  or 
friend  while  hospitalized 


Emergency  Travel 
Assistance 

*3!^  24-hour  toll-free 
emergency  message 
relay  service 

Emergency  travel 
arrangements  and 
ticketing 

Emergency  cash 
advance  service  and 
bail  bond  posting 

Lost  luggage  tracking 
service 

Lost  document  assistance 

Interpretation  and 
translation  service 

Referrals  to  attorneys 


If  you  travel,  be  smart. 

Take  along  the  Worldwide  Travel  & Emergency  Assistance  Plan, 
It  can  save  you  time  and  money,,, and  it  may  even  save  your  life! 


jk 


Call  toll-free  now  for  more  information. 

1-800-880-8181,  Dept.  2212 

Weekdays  between  7:30  a.m.  and  5:30  p.m. 


’rovided  by 

yorldwide  Assistance 
services,  Inc. 


Endorsed  by 


Tex 


TexasMedical 

Asscx:iation 


Administered  by 

Texas  Medical  Association 
Insurance  Trust 

Created  and  endorsed  by  the  Texas  Medical  Association 


Big  Responsibilities...Big  Decisions ..  .Qet  Solid  Financial  Protection  From  TMA 


Contents 


Cover  Story 


Time  to  care 


San  Antonio  emergency  physician  Don  Gordon,  MD,  PhD,  is  a busy 
man.  He  treats  patients,  teaches  students,  and  advises  firefighters 
and  paramedics,  yet  he  still  finds  time  to  devote  to  his  family  and 
take  part  in  TMA  activities.  Our  annual  photo  essay  follows  Dr 
Gordon  on  his  rounds  and  shows  what  a typical  day  (if  there  is 
such  a thing)  in  his  life  is  like. 

Photos  by  Susan  Gaetz 
Text  by  Laura  J.  Albrecht 


Cover  photo  by  Susan  Gaetz 


The  Journal 


Departments 


66 


Texas  Medicine  Rounds  16 


Tick-borne  disease  in  Texas: 
a 10-year  retrospective  examination  of  cases 

By  Adrian  N.  Billings,  PhD;  Julie  A.  Rawlings,  PhD; 
David  H.  Walker,  MD 


Macroamylasemia  in  HIV  infection 

By  Cynthia  Balbuena  Eleccion,  MD; 
Alecia  A.  Hathaway,  MD 


77 
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legislative  Affairs 

Medical  privacy?  28 

ht’s  an  outrageous  invasion  of  privacy  that  seems  to  be  occurring  more  frequently. 
•Pharmaceutical  companies,  employers,  and  others  are  being  given  access  to  pa- 
jcients’  medical  records,  without  regard  to  their  privacy.  TMA  is  seeking  a solution 
;o  keep  patients’  records  private. 

By  Ken  Ortolon 

Public  Health 

(Setting  the  record  straight  32 

liState  health  officials  touched  off  a furor  this  summer  when  they  proposed  major 
cuts  in  funding  for  family  planning  clinics.  But  the  state  health  commissioner  now 
says  it  was  all  a mistake  and  no  direct  cuts  are  planned.  Still,  family  planning  ad- 
vocates say  not  enough  is  being  done. 

,By  Teri  Moran 

Medical  Economics 

[Surviving  a Titanic  ride  37 

'Are  you  sure  that  the  physician  practice  management  company  you  signed  up  with 
is  in  good  health?  The  FPA  fiasco  showed  what  can  happen  when  a company  goes 
• under.  Here  are  some  tips  on  how  to  evaluate  where  you  stand  with  your  company 
and  how  TMA  can  help  protect  you  from  financial  calamity. 

By  Laurie  Stoneham 

Law 

Texas  breaks  new  ground  58 

IWhen  the  Texas  Legislature  passed  the  HMO  liability  law  last  year,  lawyers  for 
Aetna  US  Healthcare  practically  ran  to  the  courthouse  to  file  a lawsuit  challenging 
the  statute.  A federal  judge  ruled  patients  can  sue,  but  threw  out  the  law’s  inde- 
pendent review  organization  provision.  Now  the  appeals  begin. 

I By  Teri  Moran 

ifMedical  Economics 

|How  do  you  stack  up?  62 

!*  Those  pesky  evaluation  and  management  (E/M)  codes  can  be  a pain  sometimes, 
tj  Here’s  some  practical  information  to  help  you  determine  if  your  E/M  coding  fits 
i the  pattern  of  your  peers. 

' By  Laurie  Stoneham 

'i 
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The  Big  Picture 


Rocky  Mountain  goat  roaming  Glacier  National  Park  in  Montana,  by  Robert  D.  Schlechter,  MD,  Austin 

If  you  would  like  to  submit  a photograph  for  The  Big  Picture,  please  send  it  to  Laura  J.  Albrecht,  Photo  Editor,  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701. 
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1 Is  Our  Competitive  Edge.  J 


When  it  comrs  to  group  professional 


liability  coverage,  not  all  programs  arc  alike. 
Century  American  has  been  writing  group 
coverage  long  before  it  became  popular. 

Our  policies  are  designed  to  meet  your  needs 
based  on  the  way  you  practice  medicine  in 
today's  changing  medical  profession. 

Our  Full-Time  Equivalency  option 
makes  liability  coverage  comprehensive  and 


flexible  for  managed  care  organizations. 

Group  premiums  are  based  on  the  number 
of  actual  patients  seen  or  physician  hours 
provided  by  your  practice.  The  premium  is 
not  affected  by  how  many  physicians  provide 
that  care.  You  pay  for  only  the  coverage  you 
use  or  need,  instead  of  paying  a flat  annual  fee. 

Unless  you  compare  programs,  you 
may  never  see  the  difference  when  it  comes 


to  choosing  liability  coverage.  The  Century 
American  difference  is  flexibility.  To  get  the 
competitive  edge,  call  l-8()l)-476-2()()2 . 


Ceiitiiry  .American  Insurance  Company 
Century  American  Casualty  Company 
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•Not  Certified  by  the  Texas  Board  of  Legal  Specialization  in  the  areas  advertised 


O'NEAL,  McGUlNNESS 


& COMPANY,  P.L.L.C. 

Certified  Public  Accountants 
& Management  Consultants 

^ fmr^ 

(9^^  to  keep 

^ healthcare  professionals 

independent. 

Endorsed  by  the  Texas  Medical  Association 
and  National  IPA  Coalition 


PRAaiCE  VALUATION  • STRATEGIC  PIANNING  • PRAGICE ASSESSMENT 
PROCEDURAL  ANALYSIS  • PRAGICE  MONITORING  • MERGERS /ACQUISITIONS 
TAX /AUDIT /BOOKKEEPING  • FINANCIAL /ESTATE PLANNING 
MANAGED  CARE  CONTRAGING  • MANAGED  CARE  NEGOTIATIONS 
INTEGRATED  DELIVERY  SYSTEMS 


3200  Southwest  Freeway,  Suite  3000 
Houston,  Texas  77027 
Tel.  713-993-0847  • Fax  71 3-960-8223 
www.omccpa.net 


Editor’s 

Note 


On  a late  August  morning  in  San 
Antonio,  a Texas  physician  who^ 
averages  4 hours  of  sleep  a night! 
calmly  and  efficiently  wentj 
about  his  business  of  practicing! 
medicine.  He  treated  patients,  filled|l 
out  charts,  consulted  with  colleagues,( 
smiled  and  joked  with  staff,  advised  a] 
paramedic  on  an  emergency  call,  and 
checked  an  onboard  ambulance  com- 
puter system.  In  the  midst  of  all  this,  a 
Texas  Medicine  writer  and  photojour- 
nalist observed  his  every  move. 

Since  1993,  we’ve  aimed  a camera 
lens  directly  into  the  private  and  pro- 
fessional lives  of  Texas  physicians.  Pho- 
tographers have  been  in  your  exam 
rooms  and  offices,  they’ve  attended 
family  gatherings,  and  they’ve  ven- 
tured into  your  classrooms,  bedrooms, 
and  backyards. 

My  task  of  developing  and  deliver- 
ing the  annual  photo  essay  is  made 
possible  because  Texas  physicians  take 
the  time  to  participate.  Thanks  to  every 
TMA  member  who  has  said,  “Sure,  you 
can  take  my  picture,”  or  “Certainly,  I’ll 
answer  your  questions.” 

This  year’s  essay  focuses  on  Don  Gor- 
don, MD,  PhD.  His  grace,  cooperation, 
and  patience  allowed  photographer  Su- 
san Gaetz  to  enter  his  universe.  Dr  Gor- 
don’s commitment  to  emergency 
medical  services.  The  University  of 
Texas  Health  Science  Center  at  San  An- 
tonio, the  Texas  Medical  Association,  his 
family,  and  his  community  are  com- 
mendable. But  the  essay  is  not  just 
about  Dr  Gordon.  It’s  about  all  Texas 
physicians  who  take  that  extra  time  to 
better  their  profession,  families,  and 
communities. 

It’s  comforting  to  know  that  Texas 
physicians  believe  there  is  always  time  to 
do  one  more  thing  before  the  sun  sets. 

Laura  J.  Albrecht 
Photo  Editor 
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LEXUS  GS300  or  GS400 


Ready  for  Immediate  Delivery!! 


Medical  Division  means  “Superior  Service”... 


• No  Deposit 

• No  Down  Payment 

• Truly  Free  Loaner  Cars 

• GAP  Insurance  Included 


Next  Day  Delivery  Anywhere! 
No  Surprises  at  Delivery! 
“Hassle-Free”  Shopping 
Ask  About  3%  Cash  Back 


CALL  TOLL  FREE: 

800-988-0994 

(972)  994-0994 

www.superiorleasing.com 


Comfort  Package,  Leather,  6 Disc  CD  Changer,  Front  & Rear  Air 
i Conditioning  and  Running  Boards!! 

I 

nonth  closed-end  lease  with  purchase  option.  MSRP-  $34,735.  Tax,  title,  hcense  and  1st  payment  due  on  delivery  for  a total  of  $3,438  due  at  inception. 
No  security  deposit  on  approved  credit.  Total  of  payments-  $18,623.  $250  disposal  fee.  Based  on  15K  miles  per  year  with  15(  penalty  for 
every  additional  mile  and  penalty  for  excessive  wear  and  tear.  With  approved  credit. 

ANY  MAKE  or  MODEL!!... 
TRADE-IN'S  are  WELCOME!! 


Get  a second  opinion 
from... 

SUPERIOR  LEASING,  M.D. 


'uperior  Leasing 
is  preferred  bp 
the  physicians 
themselves!! 


Miml  Cintron,  MD 
Harlingen,  TX 


"I  had  two  cars  with  unfinished  leases.  Through  Superior  Leasing, 

I was  able  to  terminate  those  leases  and  lease  two  new  cars  of  my 
choice  including  a BMW  740  il.  They  were  delivered  to  my  front  door 
in  just  two  days!  That's  what  I call  'creative  financing'!  Tome, 

Superior  Leasing  means  Superior 
Service!!" 


Miguel  Cintron,  MD,  Harlingen,  TX 


‘...if  it  depreciates,  lease  it!! if  it  appreciates,  buy  it!!" 

/.  Paul  Getty 

High  or  low  miles,  none  or  multiple  security  deposits,  zero  or  max.  down  regardless  of  credit... 

Superior  Leasing  Medical  Division  will  provide  a custom  tailored  lease  to  best  fit  your  needs. 
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Fractures  Below 
the  Belt 

Orthopaedic  Conference 

Jointly  sponsored  by:  Texas  Tech  University  Health  Sciences  at  El  Paso 
Orthopaedic  Surgery  Department  and  Thomason  Hospital  Department  of 

Nursing  Education 

January  14-16, 1999  (Thursday  - Saturday) 

at  the  Eldorado  Hotel  in  Santa  Fe,  NM 
Tor  more  information,  please  call  (915)  545-6685 

FACULTY: 

George  A,  Brown,  M.D.  * Paul  Dougherty,  M.D.  * Bruce  D.  Browner,  M.D. 
Maureen  Finnegan,  M.D.  * Michael  Chapman,  M.D.  * R.  Todd  Hockenbury,  M.D. 
Carol  Copeland,  M.D.  * Mark  Scioli,  M.D.  * Thomas  A.  DeCoster,  M.D. 
David  Seligson,  M.D.  * Donald  A.  Wiss,  M.D.  * Enes  M.  Kanlic,  M.D.,  Ph.D. 
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MODERATORS: 

Raymond  Bagg,  M.D.  * Philip  Rosen,  M.D. 
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Memorial  & Tribute  Giving 


Celebrate 

GOOD 

Times ! 

Acknowledge  a friend’s  achievement. 
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TMAFOUNDATION 

(800)  880^1300,  ext.  1663 
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Asi©€teti©ri  If  tf  Wirrtsr 

Leadership 
Conference 

Putting  Patients  First 

falarijtsfy  '£t.  If  ft 
Austin 


Tex 

lir 


TexasMedical 

Association 


For  more  information, 
call  (800)  880-1300, 
ext.  1346, 
or  (512)  370-1346. 

Or  visit  TMA's  Web  site 
at  wvvw.texmed.org. 


E.  Ratcliffe  Anderson  Jr.,  MD,  Executive  Vice  President 
of  the  Annericon  Medical  Association 

Marilyn  Moats  Kennedy,  Consultant  at  Career 
Strategies 

Nancy-Ann  Min  DeParle,  Administrator  at  the  Health 
Care  Financing  Administration  (invited) 

Don  Gilbert,  Commissioner  of  fhe  Texas  Healfh  and 
Human  Services  Commission 


• Free  AMA  PRA  Category  1 CME  credit 

• Luncheon  courtesy  of  Texas  Medical  Association 
Insurance  Trust  featuring  Peg  C.  Neuhauser,  author 
of  Tribal  Warfare  in  Organizations 

• Importanf  Dawn  Dusfer  session  on  fhe  impacf  of 
managed  care  on  medical  sfaff  bylaws 

• Oufsfanding  afternoon  program  led  by  Marilyn  Moats 
Kennedy  on  cross-generational  communications 


Letters 


Eliminate  the 

J-1  visa  waiver  program 


Regarding  “The  World  of  Medicine 
in  Texas”  (September  Texas  Med- 
icine, pp  34-40),  America  has  the 
best  universities  in  the  world  be- 
cause it  collects  the  best  students 
and  professors  from  all  over  the  world. 
America’s  medicine  is  one  of  the  best  in 
the  world  because  it  attracts  the  best 
doctors  and  researchers  from  all  coun- 
tries. To  put  an  end  to  this  through  a 
lifelong  job  guarantee  for  American 
medical  graduates  by  having  bureau- 
cracy keep  the  competition  out  will  not 
be  to  the  benefit  of  America  and  cer- 
tainly not  to  the  benefit  of  patients. 

Having  said  this,  it  is  clear  that  there 
must  be  a limit  on  the  number  of  doc- 
tors who  come  in.  And  there  is  an  easy 
solution:  Abandon  the  J-1  visa-waiver 
program.  Foreign  medical  graduates 
who  come  to  the  United  States  on  a J-1 
visa  do  so  with  the  intention  of  return- 
ing to  their  home  countries  after  com- 
pleting their  training.  Appropriately,  the 
visa  requires  the  applicant  to  move  back 
home  when  his  or  her  training  is  fin- 
ished. (Keep  in  mind  that  some  coun- 
tries desperately  need  doctors.) 

The  J-1  visa-waiver  program  allows 
graduates  to  stay  if  they  serve  in  un- 
derserved areas  for  2 years.  Practically, 


this  is  used  as  an  easy  way  to  bypass 
the  regular  immigration  procedures 
that  require  proof  that  no  American  is 
available  for  the  Job.  The  program  was 
not  created  to  bypass  the  immigration 
laws.  The  program  is  also  not  effective 
in  supplying  doctors  to  underserved  ar- 
eas because  the  incentive  to  work  there 
is  gone  after  2 years.  Therefore,  the 
program  should  be  scrapped. 

The  Texas  Medical  Association  and 
the  American  Medical  Association 
would  be  well  advised  to  lobby  in 
Washington  for  that  purpose  on  behalf 
of  their  members  who  are  international 
medical  graduates  because  their  jobs 
will  be  on  the  line  when  there  is  an 
oversupply  of  physicians. 

Klaus  M.  Schroeder,  MD 

1331  Bandera  Hwy 
Kerrville,  TX  78028 

Being  right  is  being  ethical 


Vitamins  or  Virtue?”  (October  1998 
Texas  Medicine,  pp  22-23)  by  John 
Pettigrove,  MD,  raises  interesting 
questions.  The  operative  sentence 
and  fulcrum  of  the  logic  of  his  ar- 
gument is,  “I  asked  myself  one  of  those 
litmus-test  kinds  of  questions,  ‘What  am 
I going  to  recommend  to  my  patients  if 


and  when  I find  a superior  competing 
product?’” 

I suggest  the  straightforward  ap- 
proach of  recommending  that  “superior 
product”  to  his  patients.  To  me,  there  is 
no  dichotomy  between  virtue  and  vita- 
mins or  any  other  efficacious  approach 
to  help  patients  deal  with  physical  or 
mental  medical  problems.  I see  nothing 
wrong  with  selling  vitamins  or  other 
products  to  patients.  After  all,  doctors 
used  to  compound  and  sell  all  they  pre- 
scribed, and  prescribing  pharmaceuti- 
cals made  by  a company  in  which  a 
physician  owns  stock  can  be  considered 
little  more  than  a kickback  with  a pa- 
per trail  that  is  hard  to  trace. 

If  physicians  sold  vitamins  at  a rea- 
sonable price,  they  could  charge  pau- 
pers less  than  cost  and  thereby  increase 
compliance,  which  could  result  in 
fewer  birth  defects. 

To  me,  doing  what  you  know  in  your 
heart  to  be  right  is  ethical  and  doing 
wrong  is  unethical.  Charging  a reason- 
able price  for  a placebo  that  is  medically 
indicated  should  be  considered  ethical. 

As  a pathologist,  I have  no  financial 
interest  here,  but  I have  known  physi- 
cians who  charged  the  going  rate  for  an 
office  visit,  charged  separately  for  a 
physical  exam,  and  then  charged  a 
1000%  markup  for  a Pap  smear. 

I repeat,  what  is  right  is  ethical  and 
what  is  wrong  is  unethical.  It  is  as  sim- 
ple as  that. 

G.  Curtis  Hoskins,  MD 

7615  S Hwy  36E 
Cross  Plains,  TX  76443 


Express  your  point  of  view  in  Texas  Medicine.  To  submit  a letter,  mail,  fax,  or  e-maii  it  to  Texas  Medicine,  TMA, 
401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry  b@texmed.org.  Please  type  letters  you  submit  for 
publication,  and  keep  the  length  to  400  words  or  less.  If  necessary,  you  may  include  a few  references,  preferably  less 
than  5.  Letters  are  published  at  the  discretion  of  the  managing  editor  and  editorial  advisors,  and  are  subject  to  edit- 
ing and  abridgment.  Letters  represent  the  opinions  of  the  authors  and  do  not  necessarily  reflect  the  policies  of  the 
Texas  Medical  Association. 
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Letters 


Questioning 
the  success 


Dr  Merritt  asserts  that  she  has 
been  able  to  discontinue  antihy- 
pertensive and  gastrointestinal 
medications  in  81%  of  cases, 
that  cholesterol  levels  have 
“plummeted,”  and  that  her  patients 
with  diabetes  have  “lost  their  insulin 
resistance,”  as  well  as  other,  unspeci- 
fied miracles,  as  a result  of  putting  her 
patients  on  various  “nutritional  supple- 
ments” as  determined  by  SpectraCell 
testing  (“A  Vote  for  Alternative  Care,” 
October  1998  Texas  Medicine,  p 9). 
These  are  extraordinary  claims,  so  I 
very  much  hope  that  she  has  an  article 
in  press,  submitted,  or  in  preparation 
for  either  The  New  England  Journal  of 
Medicine  or  the  Journal  of  the  American 
Medical  Association. 

The  trouble  thus  far  has  been  that 
SpectraCell  testing  has  about  as  much 
support  as  a useful  test  in  finding  pre- 
viously unsuspected  nutritional  defi- 
ciencies as  does  hair  analysis,  which  is 
to  say,  none.  Meanwhile,  the  company 
doing  this  testing  is  billing  third-party 
payers,  including  Medicare,  for  quanti- 
tative measurements  of  various  nutri- 
ents when  it  is  actually  performing 
these  unproven  but  heavily  promoted 
lymphocyte  assays.  That  is  the  only 
reason  why  Dr  Merritt’s  colleagues  — 
by  her  own  admission  — regard  her  as 
a quack.  And  that  is  why  her  chosen 
treatment  methods  are  neither  medi- 
cine nor  alternatives  to  medicine  but, 
rather,  “alternative  medicine.” 

In  the  September  17,  1998,  issue  of 
The  New  England  Journal  of  Medicine  (pp 
839-841),  the  editors  put  it  very  well: 

There  cannot  be  two  kinds  of  medi- 
cine — conventional  and  alternative. 
There  is  only  medicine  that  works 
and  medicine  that  may  or  may  not 
work.  Once  a treatment  has  been 
tested  rigorously,  it  no  longer  mat- 
ters whether  it  was  considered  alter- 
native at  the  outset.  If  it  is  found  to 
be  reasonably  safe  and  effective,  it 
will  be  accepted.  But  assertions, 
speculation,  and  testimonials  do  not 
substitute  for  evidence.  Alternative 


treatments  should  be  subjected  to 
scientific  testing  no  less  rigorous 
than  that  required  for  conventional 
treatments. 

Unfortunately,  SpectraCell  decided 
to  promote  its  services  without  evi- 
dence, unlike  companies  that  now  mar- 
ket alphafetoprotein,  prostate-specific 
antigen,  cross-linked  N-telopeptides, 
and  other  kinds  of  testing  that  were  un- 
known or  even  undreamed  of  mere 
decades  ago  but  are  now  fairly  well 
characterized.  Likewise,  Dr  Merritt 
chooses  to  sell  “medical  services”  that 
do  not  stand  on  the  same  rational  and 
factual  foundation  that  her  education 
and  training  had  to. 

Tim  Gorski,  MD 

1001  N Waldrop  Dr,  Ste  815 
Arlington,  TX  76012 


Worry  about  patients, 
not  profits 


As  a first-year  medical  student,  I 
am  being  introduced  to  many  of 
the  political  battles  being  waged 
on  the  health  care  forefront.  One 
commonly  discussed  issue  is  the 
work  being  done  to  turn  the  tide  re- 
garding autonomy  of  physicians.  The 
article  by  John  Pettigrove,  MD,  in  the 
Forum  on  Ethics  (October  1998  Texas 
Medicine,  pp  22-23)  shed  light  on  the 
irony  of  the  problems  physicians  are 
bringing  to  their  profession  by  entering 
into  the  business-type  mindset  initiated 
by  the  antagonist  — managed  care. 

I think  that  by  selling  vitamins  or 
other  nonprescription  drugs  for  profit 
out  of  their  offices,  physicians  are 
crossing  over  from  a humanitarian  per- 
spective to  one  based  on  dollars  and 
cents.  This  seems  hypocritical.  As  Dr 
Pettigrove  stated  in  his  article,  “.  . . no 
one  ever  promised  me  that  I would  be- 
come rich  by  [medicine].” 

Many  physicians  talk  about  how  the 
doctor-patient  relationship  has  suffered 
as  a result  of  managed  care.  There  is  no 
doubt  that,  in  some  cases,  patient  care 
has  been  compromised  as  well.  But 
when  physicians  incorporate  profit-dri- 


ven endeavors,  such  as  selling  vitamins, 
into  their  practices,  they  are  sending 
the  message  that  their  concerns  lie  near 
their  pocketbooks,  not  with  patient  wel- 
fare. I hate  to  see  any  evidence  suggest- 
ing that  the  problems  physicians  have 
with  managed  care  are  not  about  pa- 
tients but  about  their  paychecks. 

As  a student,  I want  the  ideal  of 
medicine  that  led  me  to  the  profession 
to  be  upheld,  and  I applaud  Dr  Petti- 
grove for  the  article. 

Tobin  McGowen 

1517  Hawk  Tree  Dr 
College  Station,  TX  77845 
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From  Your  President 


Putting  Patients  First 


John  P Howe  III,  MD 
\TMA  President 

I 

I 

I spoke  recently  with  Dr  Byron 
Howard,  a superb  Dallas  psychia- 
trist and  chair  of  the  Texas  Medical 
Association  Board  of  Trustees,  about 
our  ongoing  efforts  to  find  addition- 
al ways  to  involve  TMA’s  35,000  mem- 
bers. We  talked  about  the  recent  mem- 
ber participation  survey,  which  showed 
overwhelming  satisfaction  with  this 
association.  Unfortunately,  that  survey 
also  found  rather  “underwhelming”  lev- 
els of  personal  participation. 

I We  were  delighted  to  learn  that 
faearly  half  of  those  surveyed  said  they 
I'A^ould  like  to  become  more  involved  in 
inVLA  activities,  programs,  and  events. 
3ut  Dr  Howard  and  I were  most  con- 
jeerned  about  that  very  large  segment 
of  our  membership  who  told  us  they 
are  just  too  busy  to  come  to  another 
meeting,  serve  on  another  committee, 
or  participate  in  another  project. 

I Our  conversation  then  turned  to 
something  with  which  we  are  all  far 
too  familiar.  Dr  Howard  shared  a recent 
pncounter  with  an  insurance  company 


that  had  denied  his  request  to  care  for 
a suicidal  patient  and  then,  of  course, 
made  it  nearly  impossible  for  him  to 
reach  a real  human  being  — let  alone 
another  knowledgeable  psychiatrist  — 
on  the  telephone. 

I could  sense  the  frustration  and  ex- 
asperation growing  in  his  voice  as  Dr 
Howard  shared  the  details  of  this  latest 
managed  care  “hassle”  — how  the  clerk 
on  the  other  end  of  the  phone  had 
transformed  a question  of  medical  ne- 
cessity into  a question  of  coverage,  and 
how  early  intervention  could  actually 
save  the  insurance  company  significant 
long-term  expenses  — and 
perhaps  save  his  pa 
dent’s  life. 

We  all  hear 
these  kinds  of  sto- 
ries every  day.  We 
hear  them  in  the 
doctors’  lounges.  We 
hear  them  in  our  offices.  In 
fact,  our  Council  on  Socioeconom- 
ics recendy  reported  that  the  number  of 
hassle  factor  logs  submitted  to  TMA  has 
doubled  in  the  past  year.  Nothing  so  frus- 
trates a physician  these  days  as  talking 
about  these  hassles.  Nothing  so  causes  us 
to  carp  and  gripe  and  pull  out  our  hair  than 
trying  to  obtain  for  our  patients  the  quality 
care  we  know  they  need  and  deserve. 

Just  think  what  we  could  do  as  an  or- 
ganization if  we  could  somehow  capture 
this  energy  in  a positive  and  proactive 
way.  Just  think  what  we  could  do  if  we 
could  find  a way  to  cast  all  of  our  efforts 
— advocacy,  services,  education,  publi- 
cations — specifically  in  the  defining 


(Patients 
^^rst 


light  of  what  they  mean  for  our  patients. 

Think  what  it  would  mean  for  our 
influence  in  Austin  and  in  Washington 
if  the  public  could  see  that  it’s  not  just 
their  own,  individual  physicians  but  all 
the  physicians  of  Texas  who  struggle 
every  day  to  put  patients  first.  Think 
what  it  would  mean  for  our  members 
if  we  could  give  them  all  the  tools  to 
become  involved  in  this  campaign  — if 
we  could  somehow  bring  all  of  us  into 
this  loop  — without  having  to  go  to  an- 
other meeting,  join  another  committee, 
or  sign  up  for  yet  another  project. 

We  could  call  this  campaign 
“Putting  Patients  First,”  a 
phrase  that  strikes  to 
the  core  of  our  pro- 
fessional souls. 
It’s  still  in  its  in- 
fancy. We  have 
enjoyed  rousing 
discussions  of  its 
tremendously  exciting 
possibilities  during  recent  meet- 
ings of  the  Board  of  Trustees  and  at 
TMA’s  Fall  Leadership  Conference. 

Dr  Tom  Hancher,  speaker  of  our 
House  of  Delegates,  says  we  should  see 
every  conversation  — with  our  friends, 
with  business  leaders,  with  the  media 
— as  an  opportunity  to  speak  out  on  be- 
half of  physicians  who  represent  the 
best  interests  of  their  patients  every 
day.  Dr  Bill  Hinchey,  of  San  Antonio, 
one  of  the  newest  members  of  the 
board,  suggests  that  we  provide  materi- 
als for  TMA  member  physicians  to  use 
at  what  he  calls  the  “point  of  care”  to 
help  our  patients  better  understand 
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Illost  physicians  provide  for  their  own  retirement, 
but  for  those  victims  of  personal  disaster,  who  will  help? 

The  misfortune  of  physical  or  mental  illness  destroys 
plans  for  family  security. 

During  this  holiday  season,  let  us  remember  those  who 
are  less  fortunate. 

The  Physicians  Benevolent  Fund  assists  needy  physi- 
cians and  their  families  - both  young  and  old  - who  are 
unable  to  work.  Help  is  also  provided  to  widows  and 
dependents  when  they  are  left  without  adequate 
means  of  support. 

Send  a tax-deductible  donation  to  The  Physicians 
Benevolent  Fund,  Texas  Medical  Association,  401  West 
1 5th  Street,  Austin,  TX  78701 . 


"Imurmci  and  Risk  Management  Services  Since  1947*' 


As  specialists  in  malpractice  insurance^  the  Cunningham 
Group  can  offer  you  top-rated  and  cost  effective  malpractice 
insurance  alternatives  for: 

• Individual  and  Group  Practice  Physicians  and  Surgeons  • 
• Clinics  • Surgery  Centers  • IPA^s  • PHO's  • MSO's  • 

• Multi-Specialty  Practices  • 


For  Additional  Information,  Contact: 

Scott  Pullen 

9901  IH  10  West,  Suite  800 
Saii  Antonio,  Texas  78230 
Telephone:  Toll  Free  888.558.282S 
or  210.561.7909 


Office  Locations: 

San  Antonio,  Texas  • Chicago,  Illinois  • Stevensville,  Michigan 
Cleveland,  Ohio  • Columbus,  Ohio 
Pittsburgh,  Pennsylvania  • San  Diego,  California 


From  Your  President 


why  and  how  we  go  to  bat  for  them  and 
to  help  the  members  understand  hov\' 
they  can  do  that  job  even  better.  And  Dr 
Earl  Grant,  that  esteemed  TMA  leader, 
points  out  that  this  could  be  something^ 
as  simple  as  encouraging  civility  and ! 
gentlemanly  conduct  and  behavior  with! 
our  patients  and  fellow  physicians.  | 

So  we  already  have  some  great  sug- 
gestions, but  the  list  can  be  endless,  and' 
we  need  more  members  than  just  John 
Howe  or  your  Board  of  Trustees  or  youi 
Council  on  Communication  to  make  this] 
a success.  I’d  ask  each  of  you  to  come  up] 
with  just  1 suggestion.  Tell  us  how  we, 
can  use  the  “Putting  Patients  First”  theme' 
to  involve,  excite,  and  motivate  ourli 
35,000  members,  especially  those  mem-l 
bers  that  I call  happy  but  not  engaged.! 
Send  them  to  “Putting  Patients  First,” 
Texas  Medical  Association,  401  W 15th 
St,  Austin,  TX  78701;  or  e-mail  them  to 
president@texmed.org.  You  can  help  us 
get  under  way  with  great  possibilities. 

Back  in  April,  when  I enjoyed  the 
very  real  privilege  of  taking  office  as 
your  president,  I spoke  of  the  impor- 
tant work  ahead  of  us:  “Visiting  with 
legislators.  Testifying  before  commit- 
tees. Writing  letters  to  the  editors  and 
op-ed  pieces.  Nothing  short  of  saving 
our  profession! 

“All  of  that  takes  work  on  top  of  al- 
ready overloaded  schedules.  But  what 
a magnificent  difference  we  can  make. 
What  a wonderful  legacy  we  can  leave. 
And  how  unthinkable  for  the  future  ifj 
we  don’t!  ^ 

“We  can  take  back  our  profession,”  I 
said,  “if  — and  this  is  a big  if  — we  are 
willing  to  take  up  the  fight.  All  35,000 
of  us.” 

what  we  need,  then,  is  a way  to  ener- 
gize all  35,000  of  us  to  take  up  the  fight. 

I am  convinced  that,  with  your  help, 
“Putting  Patients  First”  can  be  that  light- 
ning bolt,  that  call  to  arms,  that  rallying; 
cry  that  will  allow  us  to  rise  above  our 
differences  and  give  us  a common  voice, 
speaking  out  for  the  patients  we  serve 
. . . and,  in  turn,  our  great  profession.  ★ 
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Newsmakers 

jJoseph  S.  Bailes,  MD,  Dallas,  was 
elected  president  of  the  American  Soci- 
'ety  of  Clinical  Oncology,  with  his  term 
beginning  in  May  1999. 

El  Paso  internist  Elaine  Mowinski  Bar- 
ron, MD,  was  appointed  to  the  Air  and 
Water  Subcommittee  of  the  US  Envi- 
ironmental  Protection  Agency’s  Na- 
itional  Environmental  Justice  Advisory 
Council  for  a 3-year  term. 

I 

ilDallas  orthopedic  surgeon  and  TMA  Im- 
ijmediate  Past  President  Phil  H.  Berry, 
Ur,  MD,  was  inducted  into  the  Ole  Miss 
(Alumni  Association  Hall  of  Eame. 

I 

New  physician  members  elected  to  the 
Texas  Health  Research  Institute  Board  of 
Trustees  include  Dallas  urologist  James 
S.  Cochran,  MD;  Bedford  internist  Su- 
sann  Land,  MD;  and  Dallas  cardiovascu- 
lar surgeon  Michael  Mack,  MD. 

Fort  Worth  urologist  Roger  R.  Dmo- 
chowski,  MD,  was  named  director  of  the 

I North  Texas  Center  for  Urinary  Control. 

Family  practitioner  John  Erwin,  Jr,  MD, 
was  honored  for  30  years  of  service  by 
the  Hill  Regional  Hospital  in  Hillsboro. 

Physicians  elected  to  offices  for  the 


American  Cancer  Society,  Texas  Divi- 
sion, Inc,  include  Dallas  diagnostic  ra- 
diologist W.P.  (Phil)  Evans  III,  MD, 
president,  and  Temple  pediatric  hema- 
tology-oncology specialist  Lawrence 
Frankel,  MD,  vice  president. 

Houston  pediatric  infectious  disease  spe- 
cialist Ralph  D.  Feigin,  MD,  was 
awarded  the  degree  Doctor  of  Humane 
Letters,  honoris  causa,  from  the  Boston 
University  School  of  Medicine  for  his  dis- 
tinguished career  in  pediatric  medicine. 

San  Antonio  nephrologist  Marvin  For- 
land,  MD,  and  Temple  gastroentrologist 
Kermit  B.  Knudsen,  MD,  received  the 
Laureate  Award  from  the  Texas  chapter 
of  the  American  College  of  Physicians. 

The  1998-1999  Texas  Academy  of  In- 
ternal Medicine  officers  include  J. 
Thomas  Granaghan,  Jr,  MD,  San  An- 
gelo, president;  Jerry  C.  Daniels,  MD, 
Galveston,  president-elect;  Phillip  T. 
Cain,  MD,  Temple,  secretary-treasurer; 
and  J.  Marc  Shabot,  MD,  Galveston, 
Texas  Southern  Region  governor. 

Isabel  V.  Hoverman,  MD,  Austin,  was 
named  Texas  Internist  of  the  Year,  and 
Aaron  Fradkin,  MD,  Houston,  and  Gar- 
ner F.  Klein,  MD,  Harlingen,  were  named 
Leadership  Recognition  Award  winners 
by  the  Texas  Society  of  Internal  Medicine. 


iPlease  let  Texas  Medicine  know  about  your  honors  and  achievements.  Criteria  for  inclusion  in  the  Newsmakers 
: section  are  TMA  membership;  election  or  appointment  to  an  office  of,  or  honors  from,  a national  or  state  organiza- 
tion; or,  space  permitting,  recognition  at  the  local  level.  Items  for  the  Newsmakers  section  are  published  at  the  dis- 
cretion of  the  managing  editor.  Submit  items  for  consideration,  with  photos  if  possible,  to  Johanna  Franke,  People, 
Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  johanna  figtexmed.org. 
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Ralph  D.  Feigin,  MD  James  McCulley,  MD 


Jairo  A.  Puentes,  MD  Rod  Rohrich,  MD 


C.  George  Kevorkian,  MD,  was  named 
vice  chair  of  the  Department  of  Physi- 
cal Medicine  and  Rehabilitation  at  Bay- 
lor College  of  Medicine  in  Houston. 

Houston  urologist  Larry  I.  Lipshultz, 
MD,  was  elected  president  of  the  Amer- 
ican Society  for  Reproductive  Medicine. 

James  McCulley,  MD,  Dallas,  was  ap- 
pointed to  the  Accreditation  Council 
for  Graduate  Medical  Education  stand- 
ing panel  for  accreditation  appeals  in 
the  specialty  of  ophthalmology. 

Houston  ophthalmologist  Alice  McPher- 
son, MD,  received  a special  recognition 
award  from  the  Association  of  Research 
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in  Vision  and  Ophthalmology  for  her 
contributions  to  retina  research. 

The  1998-1999  Texas  Pediatric  Society 
officers  include  Donald  K.  Nelms,  MD, 
Fort  Worth,  president;  James  C.  Hoyle, 
MD,  Houston,  president-elect;  C.  David 
Morehead,  MD,  Temple,  District  4 chair; 
and  Ben  H.  White,  MD,  Austin,  historian. 

Larry  H.  Patton,  MD,  Richardson,  re- 
ceived the  Sidney  Kaliski  Award  of 
Merit,  and  Jane  C.  Rider,  MD,  San  An- 
gelo, received  the  Executive  Board 
Award  from  the  Texas  Pediatric  Society. 

Houston  obstetrician-gynecologist  Su- 
san F.  Pokorny,  MD,  was  named  a direc- 
tor of  the  Kelsey-Seybold  Foundation. 

The  1998-1999  Texas  Society  for  Gas- 
troenterology and  Endoscopy  officers 
include  Daniel  E.  Polter,  MD,  Dallas, 
president;  Larry  D.  Scott,  MD,  Hous- 
ton, vice  president;  Frank  L.  Lanza, 
MD,  Houston,  secretary;  and  Delbert  L. 
Chumley,  MD,  San  Antonio,  treasurer. 

Corpus  Christi  physical  medicine  and 
rehabilitation  specialist  Jairo  A. 
Puentes,  MD,  was  named  Region  III 
Corporate  Hispanic  Business  Advocate 
of  the  Year  by  the  United  States  His- 
panic Chamber  of  Commerce. 

Rod  Rohrich,  MD,  Dallas,  was  named 
coeditor  of  Plastic  and  Reconstructive 
Surgery,  the  journal  of  the  American 
Society  of  Plastic  and  Reconstructive 
Surgeons. 

Alan  Stockard,  DO,  Fort  Worth,  was 
elected  secretary-treasurer  of  the 
American  Osteopathic  Academy  of 
Sports  Medicine. 

Margaret  Waisman,  MD,  was  elected 
president  of  the  Noah  Worcester  Derma- 
tological Society,  a national  organization. 

Houston  ophthalmologist  Hargrove  F. 
Wooten,  MD,  received  the  Citation  of 
Achievement  Award  from  the  Texas 
State  Board  of  Pharmacy  for  his  50 
years  of  service  as  a registered  pharma- 
cist in  Texas. 


Deaths 


Jacques  Jacob  Amsili,  MD,  64;  San 

Antonio;  Faculte  de  Medecine-Paris, 
1965;  died  September  25,  1998. 

Bassel  Nelson  Blanton,  MD,  83;  Dal- 
las; The  University  of  Texas  Medical 
Branch  at  Galveston,  1939;  died  Sep- 
tember 18,  1998. 

Oscar  Luis  De  La  Rosa,  MD,  56;  Hous- 
ton; Universidad  Nacional  Autonoma 
de  Mexico-Mexico  City,  1966;  died 
September  5,  1998. 

Cecil  Marvin  French,  MD,  84;  San  An- 
gelo; Baylor  College  of  Medicine-Dal- 
las,  1941;  died  September  1,  1998. 

Robert  McMurtry  Gilliland,  MD,  77; 

Houston;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1945;  died 
October  2,  1998. 

William  Casper  Grater,  MD,  78;  Dallas; 
University  of  Illinois  College  of  Medi- 
cine, 1945;  died  September  1,  1998. 

Albert  Wilson  Harrison,  MD,  83; 

Woodville;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1938;  died 
September  14,  1998. 

Dalton  Cornelius  Hartnett,  MD,  82; 

Fort  Worth;  Saint  Louis  University 
School  of  Medicine,  1940;  died  Sep- 
tember 1,  1998. 

Ralph  Rofeil  Hawash,  MD,  67;  The 

Woodlands;  University  of  Cairo,  1955; 
died  October  1,  1998. 

Richard  Carman  Hay,  MD,  77;  Rich- 
mond; University  of  Vermont  College 
of  Medicine,  1946;  died  October  5, 
1998. 

Stanley  Roger  Hillis,  MD,  75;  Austin; 
Baylor  College  of  Medicine,  1954;  died 
September  28,  1998. 

Frank  Ralph  Keith,  Jr,  MD,  81;  Port 
Arthur;  The  University  of  Texas  Med- 
ical Branch  at  Galveston,  1942;  died 
September  14,  1998. 


Kyawt  Hmu  Khin,  MD,  40;  Big  Spring; 
Institute  of  Medicine-Rangoon,  Burma, 
1982;  died  September  11,  1998. 

Aaron  Ernest  Landy,  MD,  90;  San  An- 
gelo; Royal  College  of  Surgeons-Edin- 
burgh,  Scotland,  1933;  died  September 
3,  1998. 

Oliver  Wendell  Lowrey,  MD,  79;  Gates- 
ville;  The  University  of  Texas  Medical 
Branch  at  Galveston,  1942;  died  Sep- 
tember 25,  1998. 

Paul  Wootten  Mathews,  Jr,  MD,  69; 

Fort  Worth;  The  University  of  Texas 
Southwestern  Medical  School  at  Dal- 
las, 1954;  died  September  12,  1998. 

Dan  Goodrich  McNamara,  MD,  75; 

Houston;  Baylor  College  of  Medicine, 
1946;  died  September  9,  1998. 

Vladimir  Jose  Mendoza,  MD,  56; 

Houston;  Saint  Andrews  University-La 
Paz,  Bolivia,  1969;  died  September  21, 
1998. 

Bernard  Frank  Rosenblum,  MD,  89;  El 

Paso;  University  of  Health  Sciences/ 
Chicago  Medical  School,  1938;  died 
September  26,  1998. 

James  William  Harlow  Rouse,  MD,  91; 

San  Antonio;  Baylor  College  of  Medi- 
cine-Dallas,  1932;  died  August  21,  1998. 

Terry  Wayne  Seidel,  MD,  42;  Kerrville; 
The  University  of  Texas  Health  Science 
Center  at  San  Antonio,  1983;  died  Au- 
gust 30,  1998. 
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Helping  Referring  Phy skims 
Deliver  Cutting  Edge  Care:  Cook  Childrens 
Talks  With  Dr.  Naney  Dambro. 


Dr.  N a n c \ 1)  A M B R c)  — M E 1)  I c A I.  Dir  e c r o r O e P e d i a r r i c Pulmonology 


Dr.  Damhrd,  your  c oi.i  l AUiUPs  say  you  mavk 

A SPEC  IAL  WAY  VVI  I H KIDS.  VVllAl  DO  YOU  HUNK 
PHYSICIANS  NEED  lO  KNOW  AHOU  I WHAT  YOU 
AND  YOUR  l EAM  ARE  AC  COMPl.lSIIINCi  HERE? 

I’d  like  llu'iii  to  know  that  ire  can  help  make  a real  diflerenee  in 
a eliild's  life.  Manv  of  the  ehildren  ii'c  treat  lor  severe  respiratory 
problems  have  a history  of  .seveisd  hospitalizations,  emergeney  room 
visits  and  lots  of  missed  sehool  days.  /Us  a result  of  our  programs, 
many  experienee  signifieant  drops  In  the  number  of  hospitalizations 
and  missed  sehool  days.  Also,  if  a ehild  has  eystie  fibrosis,  they 


ean  be  referred  to  our  Cystie  Fibrosis 


Center  whieh  features  a 
eomprehensive  eare  team 
that 's  speeially  trained 
to  work  with  ehildren. 

1 low  DOES  THE 
ENVIRONMENT  AT 

Cook  Children’s  help 

YOU  OEEER  YOUR  PATIENTS 

i'he  very  best  pediatric 

CARE  POSSIBLE? 

There  are  multiple 
things  that 
faetor  in  here, 
from  an 
excellent 


staff  to  eutting-edge  teehnology.  But  most  importantly.  Cook  Children's 
is  a very  nurturing  environment.  It  makes  you  feel  eonfident  that  you 
ean  explore  new  and  different  options.  Close  one-to-one  relationships 
between  physicians  and  patients  are  emphasized,  and  primary  care 
physicians  are  an  important  member  of  the  team. 

What  kind  oe  treatment  are  you  able  to  provide 

CHILDREN  HERE  THAT  MIGHT  NOT  BE  POSSIBLE  AT  AN 
ADULF  HOSPITAL? 

Well,  the  entirety  of  a pediatric  pulmonary  program  could  never 
function  in  an  adult  facility.  An  adult  facility  would  not  have  the 
diagnostic  capability  tir  do,  especially  in  the  areas  of  lung  function 
testing  and  pediatric  hronehoseopy.  Also,  ii'c  have  specialists  on 
hoard  who  help  educate  kids  about  the  impact  their  disea.scs  have 
on  their  bodies  and  their  lives.  This  helps  us  tailor  a medication 
regimen  whieh  minimizes  interruption  of  the  child's  daily  routine. 
You  won  ’t  find  this  within  an  adult  system. 

Dr.  Dambro,  what  trends  are  you  witnessing 
IN  pediatric  pulmonary  care,  and  how  is  this 

IMPACTING  TREATMENT  MODALITIES? 

First,  the  morbidity  rate  of  asthma  has  gone  up  in  developed 
countries,  so  the  anticipatory  preventative  eare  of  asthma  has 
become  critical.  Second,  in  the  area  of  eystie  fibrosis,  there  is  a 
plethora  of  new  medicines  helping  patients  live  longer,  and  this 
is  challenging  physicians  to  keep  treatment  on  the  cutting  edge. 

Cook  Children’s  Medical  Center  is  located  in  Fort  Worth, 
Texas.  For  more  information  about  Dr.  Dambro  and  our  other 
doctors  of  Pulmonology  — James  Cunningham,  Maynard 
Dyson,  Sami  Hadeed  and  John  Pfaflf,  call  1-8()0-COOK517. 


CookChildren’s 

Medical  Center 


El  medico  responde 

HealthL/ne  host  brings  better  health  to  Hispanic  listeners 


By  Melissa  McEver 

Ask  this  doctor,  and  you’re 
sure  to  get  a thorough  re- 
sponse. Alex  De  Jesus,  MD, 
host  of  the  Spanish  version 
of  the  “Ask  A Doctor”  seg- 
ment of  Texas  Medical  Asso- 
ciation’s HealthLine  Texas 
radio  news  feed  service,  ad- 
dresses topics  from  “What  is  informed 
consent?”  to  “What  does  my  liver  do?” 
and  every  possible  question  in  be- 
tween. And  he  does  so  with  a cheerful, 
fit-for-radio  voice  that  remains  fatigue- 
free  despite  a hectic  schedule  of  media 
appearances,  speaking  engagements, 
hospital  rounds,  and  a busy  rheumatol- 
ogy practice  in  San  Antonio. 

It’s  all  in  the  name  of  educating  the 
community  on  important  health  issues. 
Dr  De  Jesus  says. 

“Every  time  I have  an  opportunity  to 
talk  to  a group  of  patients  or  a group  of 
doctors,  I take  that  opportunity.  It’s  im- 
portant to  educate  people  about  the 
impact  of  chronic  diseases  and  of  med- 
ical diseases  in  general,”  he  said. 

Dr  De  Jesus,  a New  York  City  native 
who  went  to  medical  school  in  Puerto 
Rico  before  accepting  a fellowship  and 
settling  in  San  Antonio,  first  learned 
about  community  service  through  his 
family  physician,  who  made  house  calls. 
“He  came  often  — he  even  brought  med- 


icine so  my  mother  wouldn’t  have  to  go 
to  the  pharmacy,”  Dr  De  Jesus  said. 

It’s  because  of  that  physician’s  ex- 
ample that  he  decided  to  become  a 
doctor  himself,  he  says.  And  it  was 
through  caring  for  a father  with  severe 
arthritis  that  Dr  De  Jesus  learned  he 
wanted  to  serve  patients  with 
rheumatic  diseases  and  chronic  ill- 
nesses. 

But  in  addition  to  feeling  called  to  care 
for  people  with  chronic  diseases  like 


arthritis.  Dr  De  Jesus  felt  called  to  help 
educate  the  public  and  other  physicians 
on  arthritis  care  and  other  diseases.  One 
of  the  best  ways  to  provide  this  educa- 
tion, he  says,  was  through  the  media.  He 
began  appearing  on  local  Spanish  and 
English  language  radio  talk  shows  and 
appeared  regularly  on  call-in  talk  shows 
at  local  TV  stations  to  discuss  chronic  ill- 
nesses. He  began  addressing  a wider  vari-i 
ety  of  health  issues  as  he  became  more 
aware  of  the  lack  of  health  information 


San  Antonio  rheumatologist  Alex  De  Jesus,  MD,  host  of  HealthL/ne  Texas'  Spanish  “Ask  A Doctor"  program, 
prepares  a broadcast. 
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available  to  the  Hispanic  community. 

“There’s  poor  education  [for  Hispan- 
ics]  in  terms  of  health  care  in  general,” 
Dr  De  Jesus  said.  “We  need  to  ask,  Are 
Hispanics  waiting  longer  to  be  taken 
icare  of,  and  that’s  why  their  outcomes 
,are  so  severe?  Are  Hispanics  less  edu- 
Icated  about  their  options?”’  He  recog- 
nized that  a Spanish  version  of 
HealthLine’s  “Ask  A Doctor,”  which  al- 
lready was  offered  in  English,  would 
iprovide  a special  opportunity  for  him 
'to  reach  out  to  the  Hispanic  audience. 
\fter  TMA  selected  him  as  host,  Dr  De 
Jesus  began  taping  the  new  segment  in 
January  1998.  It  airs  every  Friday. 

HealthLine’s  other  programs,  which 
present  reports  on  topics  ranging  from 
jteenage  drinking  to  cancer  screenings, 
and  the  “Ask  A Doctor”  segment,  for 
which  physicians  answer  common  pa- 
tient questions,  bring  important 
health  messages  to  Hispanics  easily. 
Dr  De  Jesus  says.  “Radio  communi- 
Icates  to  many  people.  And  there  are 
many  stations  that  use  the  [Health- 
ime]  service.  So,  hopefully,  the  mes- 
|sage  is  being  heard.” 

The  message  indeed  is  being  heard. 
HealthLine  Texas  now  reaches  an  esti- 
jmated  500,000  Spanish-speaking  lis- 
||teners. 

“When  I hear  reports  that  the  pro- 
gram is  being  listened  to,  that’s  really 
encouraging,”  Dr  De  Jesus  said.  “I’d 
love  to  hear  about  the  day  we  reach  1 
Dr  2 million  listeners.” 

Though  Dr  De  Jesus  emphasizes 
that  he  hopes  to  be  an  educational 
source  for  the  general  community,  he 
takes  special  pride  in  having  a positive 
mpact  on  the  health  of  the  Spanish- 
jpeaking  community. 

“Just  to  be  part  of  the  educational 
Drocess  that  may  allow  early  detection 
and  early  treatment  of  medical  illnesses 
for  the  Hispanic  population  is  very  ex- 
citing for  me,”  he  said.  “Providing  this 
sducation  is  a lifetime  mission.” 

Dr  De  Jesus  is  grateful  for  the  op- 
portunity to  work  with  HealthLine 
Texas  on  its  mission  to  provide  health 
education  for  all  Texans, 
j “This  service  says  a lot  about  the 
Commitment  of  TMA  to  communicate 
iwith  the  Hispanic  community  and  ful- 
fill its  special  needs,”  he  said.  “It’s  fun 


Patients  get  first  chance  ever 
to  rate  their  HMOs 


Before  September  1998,  consumers 
trying  to  choose  a health  mainte- 
nance organization  (HMO)  had 
little  to  go  on  other  than  HMO  ad- 
vertisements. Now,  they  can  see 
for  the  first  time  how  one  HMO  stacks 
up  against  another  in  a report  done  an- 
nually by  the  Texas  Health  Care  Infor- 
mation Council  (THCIC).  Until  this  year, 
THCIC  released  the  report  only  to  HMOs 
and  employers. 

THCIC  collects  a broad  range  of  data 
on  HMOs’  health  care  benefits,  fees, 
quality  of  care,  and  patient  satisfaction. 
But  in  its  report  released  to  consumers, 
only  a few  measures  appear,  most  of 
them  scoring  how  well  an  HMO  per- 
forms on  preventive  measures  such  as 
prenatal  care  and  certain  immunizations. 

Texas  lagged  a tad  behind  the  national 
average  in  some  preventive  measures.  Of 
Texas  HMO  patients,  59%  received  well 
baby  checkups,  compared  with  66%  na- 
tionally; 69%  of  Texas  patients  were 
given  beta  blockers  to  prevent  heart  at- 
tacks, compared  with  74%  nationally. 

Scoring  high  on  preventive  mea- 
sures were  Scott  & White  Health  Plan, 
Prudential  Healthcare,  and  United 
Healthcare  of  Texas.  Among  the  plans 
that  fared  poorly  on  preventive  care 
were  Anthem  Health  Plan,  now  part  of 
AmeriHealth,  and  PCA  Health  Plans  of 
Texas,  now  part  of  Humana. 

Critics  have  called  the  report  super- 
ficial, and  HMO  industry  spokesper- 
sons have  said  that  while  all  Texas 
HMOs  provide  the  preventive  care 
measured,  it  is  up  to  patients  to  take 
advantage  of  them. 

To  further  preventive  health  for  Tex- 
ans, the  Texas  Medical  Association’s 
Medical  Directors’  Forum  formed  the 
Workgroup  on  Prevention  in  1997  to 
develop  and  promote  prevention  pro- 
grams in  physicians’  offices.  The  work- 
group has  identified  several  areas  of 
interest,  including: 

• Promoting  the  concept  of  asking  about 
tobacco  use  as  the  fifth  vital  sign; 

• Facilitating  the  implementation  of 
the  US  Public  Health  Service’s  “Put 
Prevention  into  Practice”  program  in 


physicians’  offices; 

• Increasing  awareness  on  the  impor- 
tance of  fecal  occult  blood  tests  for 
colon  cancer  prevention; 

• Offering  input  into  the  development 
of  a statewide  immunization  track- 
ing system; 

• Identifying  standards  for  including 
preventive  medicine  components  on 
electronic  medical  record  systems; 

• Providing  input  into  TMA’s  tobacco 
cessation  project;  and 

• Encouraging  the  Texas  Department 
of  Health  to  include  HEDIS  measures 
on  its  Behavior  Risk  Factor  Survey.  ★ 


Education  Program 

POEP  offers  scholarships 
for  cancer  education 


Texas  medical  students  who  want 
to  attend  professional  confer- 
ences on  cancer  control  but  who 
are  low  on  funds  should  unlisted 
contact  TMA’s  Physician  Oncol- 
ogy Education  Program  (POEP).  POEP 
has  a limited  number  of  scholarships 
for  students  who  wish  to  participate  in 
many  of  the  quality  cancer-related  con- 
ferences offered  throughout  Texas. 

POEP  can  provide  a list  of  approved 
programs  or  cover  the  costs  of  confer- 
ence selections  made  by  applicants  in- 
terested in  primary  care  medicine  and 
in  good  academic  standing.  Half  of  an 
applicant’s  selected  program  must  fo- 
cus on  cancer  prevention,  screening, 
and  early  detection. 

Last  year,  POEP  awarded  scholar- 
ships, each  worth  up  to  $500  in  reim- 
bursement for  travel  and  registration 
expenses,  to  more  than  50  students.  For 
a scholarship  application,  consult  the 
POEP  section  under  the  “Health  & Sci- 
ence” area  of  TMA’s  Web  site  at 
www.texmed.org.  For  more  information 
or  to  submit  a conference  outline  for 
possible  addition  to  POEP’s  approved 
programs  list,  contact  Mary  Aycock  at 
(800)  880-1300,  ext  1672,  or  (512)  370- 
1672;  or  e-mail  poep@texmed.org.  ★ 
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Surveys  explore 
health  care  utilization 


Don’t  toss  that  piece  of  mail  toe 
quickly  or  hang  up  the  phone  toe 
fast  — you  may  be  giving  up  a 
chance  to  participate  in  the  Na- 
tional Health  Care  Survey. 

The  National  Center  for  Health  Sta- 
tistics has  restructured  its  record-based 
health  care  provider  questionnaires 
into  an  integrated  family  of  studies, 
known  as  the  National  Health  Care 
Survey  (NHCS).  Information  generated 
by  these  surveys  is  used  widely  to  mon- 
itor the  utilization  of  health  services 
and  health  characteristics  at  national 
and  regional  levels. 

NHCS  has  5 components:  hospital 
and  surgical  care,  ambulatory  care, 
long-term  care,  health  provider  inven- 
tory, and  patient  follow-on.  Each  NHCS 
survey  is  based  on  a multistage  cluster 
design  of  primary  sampling  units,  facil- 
ities, and  patient  records. 

Survey  findings  are  published  in  se- 
ries 13  and  14  of  Vital  Health  and  Statis- 
tics. Data  tapes  and  diskettes  are 
available  to  the  public.  For  more  infor- 
mation, call  NHCS  at  (301)  436-8500.  ★ 


Endowed  chair  honors  former 
Scott  & White  president 

Scott  & White  Memorial  Hospital 
and  Scott,  Sherwood  and  Brind- 
ley Foundation  have  received  a 
$1  million  gift  to  fund  an  en- 
dowed chair  in  medicine  in 
memory  of  a former  Scott  & White 
president  and  his  wife. 

The  Dr  A.  Ford  Wolf  and  Brooksie 
Nell  Boyd  Wolf  Centennial  Chair  of 
Medicine  was  funded  with  gifts  from 
the  estates  of  Dr  and  Mrs  Wolf  and 
from  the  Sam  and  Sonia  Wilson  Family 
Foundation.  The  Wolf  Centennial  Chair 
is  1 of  12  centennial  chairs  Scott  & 
White  Memorial  Hospital  and  Scott, 
Sherwood  and  Brindley  Foundation 
plan  to  establish  with  philanthropic 
gifts  and  matching  hospital  and  foun- 
dation funds  of  $500,000.  ★ 
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WEB  SITES  OF  INTEREST  TO  TEXAS  P H Y S I C IANS 


This  month's  “MedBytes"  focuses  on  HIV  and  AIDS  In- 
ternet resources  in  recognition  of  World  AIDS  Day  on 
December  1. 

Texas’  take  on  HIV  prevention 

The  B ureau  of  HIV  and  STD  Prevention  Data  and  Tech- 
nical Support  Branch  of  the  Texas  Department  of  Health 
offers  quick  and  easy  online  access  to  community  plan- 
ning resources,  updated  conference  information,  med- 
ication program  applications,  and  links  to  various 
HIV/STD  -related  research  and  policy  sites.  Located  at 
www.tdh.state.tx.us/hivstd,  the  Web  site  also  provides 
statistics,  online  issues  of  the  newsletter  Texas 
HIV/STD,  and  phone  numbers  for  information  hotlines. 

Data  for  downloading 

The  comprehensive  Web  site  at  www.aidsnyc.org/net 
work/index. htmt  is  produced  by  the  nonprofit  AIDS 
Treatment  Data  Network  and  contains  extensive  and  up- 
to-date  informational  databases  about  AIDS  treat- 
ments, research  studies,  services,  and  accessing  care. 
This  site  also  includes  simple  fact  sheets,  a directory  of 
clinical  trials,  glossaries  of  terms  and  drugs,  information 
about  alternative  treatments,  the  latest  news,  and  a sec- 
tion on  the  Access  Project,  which  provides  information 
about  access  to  government-  and  pharmaceutical-spon- 
sored  treatments  nationwide. 

Peer  reviewed  articles  on  the  Web 

The  Journal  of  AIDS/HIV,  published  by  Current  Clinical 
Strategies  Publishing,  posts  full-text  articles  of  current 
issues  online  at  www.ccspublishing.com/j_aids.htm. 
Most  articles  can  be  viewed  without  a subscription. 


A multimedia  AIDS  and  HIV  resource 

“The  Body,’’  a searchable  AIDS  site  located  at  www.the 
body.com/index.shtml,  provides  forums,  expert  insight, 

ways  to  get  help,  facts  of  the  day,  and  a 15,000-document 
library  that  is  updated  daily.  “The  Body"  also  has  con- 
ference, government,  prevention,  and  treatment  informa- 
tion on  AIDS. 

Lining  up  for  AIDS  information 

The  National  Library  of  Medicine's  Internet  Grateful 
Med  service  at  igm.nlm.nih.gov  offers  access  to  AIDS- 
LINE,  a searchable  online  database  containing  refer- 
ences to  published  literature  on  HIV  infections  and 
AIDS.  AIDSLINE  contains  more  than  140,000  citations 
dating  back  to  1980  and  focuses  on  biomedical,  epidemi- 
ologic, health  care  administration,  oncologic,  and  social 
and  behavioral  sciences  information  in  AIDS  literature. 
The  file  is  updated  weekly  with  MEDLINE  citations  and 
monthly  with  HealthSTAR,  CANCERLIT,  CATLINE, 
and  AVLINE  citations.  Internet  Grateful  Med  also  offers 
access  to  2 other  searchable  AIDS  databases:  AIDSTRI- 
ALS,  which  focuses  on  HIV-  and  AIDS-related  clinical 
trials,  and  AiDSDRUGS,  which  includes  information 
about  the  drugs  being  tested  in  those  clinical  trials. 

TMA's  line  on  health 

You  don’t  need  a radio  or  phone  to  tap  into  HealthL/ne 
Texas,  the  Texas  Medical  Association’s  radio  news  feed 
service.  Health  tips,  “Ask  A Doctor”  segments,  and  fea- 
ture stories  can  be  found  on  the  TMA  Web  site  at 
www.texmed.org  in  the  “News  & Events"  section  under 
“Radio  Spots."  The  stories  can  be  viewed  by  date  or  topic. 


MedBytes  is  a quick  look  at  new,  or  newly  discovered,  Web  sites  of  interest  to  Texas  physicians.  The  column  also  highlights  features  of  the  TMA  Web  site  at  www.texmed.org. 
If  you  know  of  some  cool  medical  sites  or  have  questions  about  how  to  use  the  TMA  Web  site,  e-mail  johanna_f@texmed.org.  Publication  of  information  about  Web  sites  in 
this  column  is  not  to  be  considered  an  endorsement  or  approval  by  the  Texas  Medical  Association  of  the  sites  or  sponsors,  or  of  any  products  or  services  involved. 
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MedicalControl,  of  Dallas,  has  pur- 
chased Business  Health  Co,  the 

firm  that  operates  the  Houston 
Healthcare  Purchasing  Organiza- 
tion, for  $22  million  in  cash,  $1  mil- 
lion in  notes,  and  270,000  shares  of 
Its  stock.  The  purchasing  organiza- 
tion is  a preferred  provider  network 
with  more  than  6,000  physicians  and 
65  hospitals  that  provide  medical 
services  to  more  than  5,000  busi- 
nesses. MedicalControl  provides 
health  care  benefit  plan  adminis- 
tration. (Houston  Chronicle) 

AmeriPath,  a Riviera  Beach,  Fla, 
physician  practice  management 
company  that  focuses  on  anatomic 
pathology  services,  has  purchased 

Texoma  Pathology  Associates  in 

Denison. 

Arcon  Healthcare,  of  Nashville, 
has  closed  2 state-of-the-art  outpa- 
tient care  clinics  in  Pfiugerville  and 
Cedar  Park,  near  Austin,  because 
the  company  ran  out  of  money  and 
went  out  of  business.  The  clinics, 
which  opened  in  June,  are  for  sale. 
(Austin  American-Statesman) 


Greenbriar  Corp,  of  Dallas,  has 
signed  an  agreement  with  Augus- 
tine Home  Health  Care  that  allows 
Augustine  to  establish  home  health 
clinics  within  Greenbriar’s  indepen- 
dent living  and  assisted  living  re- 
tirement communities.  (Dallas 
Business  Journal) 

LifeCell  Corp,  of  The  Woodlands, 
has  received  a patent  for  its  blood 
cell  preservation  technology.  The 
patent  covers  LifeCell’s  technology 
intended  to  extend  storage  of  cells 
and  other  biological  organisms,  in- 
cluding vaccines,  by  freeze-drying. 

Physicians  Reliance  Network,  of 

Dallas,  is  among  the  first  tenants  of 
more  than  100,000  square  feet  of 
medical  office  space  under  con- 
struction in  North  Austin. 


A Capitol 
Salute 

1999  TEXPAC  Retreat 
and  TMA/TMA  Alliance 
Capitol  Check-Up 

TMA,  TEXPAC,  TMAA  join 
forces  for  ‘A  Capitol  Salute’ 


Physicians  and  their  spouses  are 
invited  to  salute  medicine  and' 
the  Texas  Legislature  in  the  first  ;' 
ever  combined  TEXPAC  retreal|i 
and  Capitol  Check-Up  March 
23-24,  1999,  in  Austin.  With  the  theme 
“A  Capitol  Salute,”  the  event  planned 
by  TEXPAC  and  the  Texas  Medical  As- 
sociation Alliance  (TMAA)  is  sure  to  of- 
fer insight  into  the  workings  of  the 
76th  session  of  the  Texas  Legislature. 

The  TEXPAC  retreat  will  train  physi- 
cians and  their  spouses  to  be  more  ef- 
fective political  strategists  and  will 
provide  important  information  on  TEX- 
PAC-supported  legislators  and  their  po- 
sitions on  medical  issues.  The  retreat 
will  be  held  at  the  TMA  building  and 
the  Doubletree  Guest  Suites  Hotel  oni 
Tuesday,  March  23.  : 

Capitol  Check-Up,  scheduled  for  the 
following  day,  will  include  a health  fair 
in  the  lower  rotunda  of  the  State  Capi- 
tol as  well  as  briefings  by  Kim  Ross, 
TMA’s  vice  president  for  public  policy 
and  director  of  public  affairs,  and  other 
TMA  legislative  staff,  on  legislators 
closely  involved  with  medical  and  pub- 
lic health  issues.  Once  they’ve  been 
fully  briefed,  Capitol  Check-Up  partici-j 
pants  will  visit  with  legislators  at  the: 
Capitol  before  attending  debriefings  at 
the  TMA  building. 

For  more  information,  contact  Leslie 
Tate,  TMAA,  at  (800)  880-1300,  ext 
1328,  or  (512)  370-1328,  or  leslie_t@ 
texmed.org;  or  Allison  Griffin,  TEXPAC, 
at  (800)  880-1300,  ext  1363,  or  (512) 
370-1363,  or  allison_g@texmed.org.  ★ 


Submit  items  for  inclusion  in  this  column  to  Larry  BeSaw,  From  the  Field,  Texas  Med/cme,  401  W 15th  St, 
Austin,  TX  78701;  fax  (512)  370-1632;  e-mail  larry_b@texmed.org. 
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Putting  Patients  First 
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TMA  leadership  conference 
slated  for  February 

ith  the  theme  "Putting  Pa- 
tients First,"  the  Texas  Med- 
ical Association's  1999  Winter 
Leadership  Conference  will 
offer  presentations  from  state 
and  national  leaders  in  the  fields  of 
imedicine,  government,  communica- 
tion, and  law. 

All  TMA  members  are  encouraged  to 
attend  the  conference,  which  will  be 
held  Saturday,  February  27,  at  the  Re- 
naissance Austin  Hotel.  Registration  is 
free  for  TMA  members  and  invited 
guests,  and  $200  for  nonmember 
'physicians. 

I Speakers  include  TMA  President 
'John  P.  Howe  III,  MD;  American  Medical 
! Association  Executive  Vice  President  E. 
'Ratcliffe  Anderson,  Jr,  MD;  Marilyn 
Moats  Kennedy,  consultant  at  Career 
Strategies  in  Wilmette,  111;  Texas  Health 
and  Human  Services  Commissioner  Don 
Gilbert;  and  Peg  C.  Neuhauser,  author  of 
Tribal  Warfare  in  Organizations  and 
president  of  PCN  Associates  in  Austin. 
Nancy-Ann  Min  DeParle,  administrator 
[at  the  Health  Care  Financing  Adminis- 
I tration  in  Baltimore,  has  been  invited  to 
address  the  conference. 

! TMA  committee,  council,  board,  and 
1 section  meetings  will  be  held  February 
; 24-27  in  Austin  in  conjunction  with 
the  conference,  which  includes  a lun- 
1 cheon  sponsored  by  the  Texas  Medical 
I Association  Insurance  Trust.  A "dawn 
duster"  session,  sponsored  by  TMA  and 
[TMA's  Organized  Medical  Staff  Sec- 
tion, will  be  held  before  Saturday's 


general  session  and  will  focus  on  the 
impact  of  managed  care  on  medical 
staff  bylaws. 

Attendees  also  may  participate  in  a 
special  afternoon  seminar  led  by  Ms 
Kennedy,  a nationally  recognized 
speaker  and  author.  She  will  discuss 
the  generation  gap  and  how  the  differ- 
ences between  age  groups  impact  rela- 
tionships with  patients,  staff,  family, 
and  friends. 

For  more  information,  call  Amy  Ed- 
wards, TMA  special  services,  at  (800) 
880-1300,  ext  1346,  or  (512)  370-1346; 
or  e-mail  amy_e@texmed.org.  Also,  con- 
sult TMA's  Web  site  at  www.texmed.org 
under  the  "News  & Events"  section.  ★ 


Viagra  principle  rises 
to  the  Nobel  occasion 


Three  US  scientists,  including  1 
from  The  University  of  Texas- 
Houston  Medical  School,  won 
the  Nobel  Prize  for  Medicine  in 
October  for  their  discoveries 
leading  to  the  use  of  the  Viagra  anti- 
impotence drug. 

Pharmacologists  Ferid  Murad,  of  UT- 
Houston;  Robert  Furchgott,  of  the  State 
University  of  New  York  in  Brooklyn; 
and  Louis  Ignarro,  of  the  University  of 
California-Los  Angeles  School  of  Medi- 
cine received  the  $955,500  prize 
jointly  for  their  findings  on  the  role  of 
nitric  oxide  as  a signaling  molecule  in 
the  cardiovascular  system.  Besides  im- 
potence, the  discovery  has  applications 
in  cardiovascular  disease,  shock,  and 
possibly  cancer.  ★ 


BEFORE  YOU  SIGN 

• - J 


Things  you 
need  to  know 


When  it  comes  to  managed  care 
organization  (MCO)  contract 
concerns,  payment  issues  gener- 
ally rank  at  the  top  of  the  list. 
Avoid  potential  payment  has- 
sles by  asking  the  following 
questions  before  you  sign, 

• Mow  long  do  I have  to  submit 
a claim?  Do  you  require  a spe- 
cial, nonstandard  claim  form? 
What  is  your  claim  payment 
time?  Who  will  help  me  if  I 
have  a question  or  problem  re- 
garding claim  pciyment? 

• On  what  do  you  base  your 
fees?  How  often  are  your  fees 
updated?  Will  you  provide  me 
with  your  fees  for  my  20  most 
frequently  billed  CRT  codes 
for  a fee  analysis? 

• Does  the  MCO  have  a list  of 
services  by  CRT  code  that 
are  covered  by  the  MCO?  Can 
I bill  the  patient  for  services 
provided  that  are  not  covered 
by  the  MCO? 

• Which  procedural  CRT  codes 
are  included  in  my  capitation 
rate? 


Source:  TMA's  Texas  Physician  Services 
Organization  (TPSO).  For  more  information 
about  TPSO  services  or  to  request  a copy  of 
the  TPSO  catalog,  call  (800)  523.TPSO  or  (512) 
370-1418;  or  e.mail  tpso@texmecl.org. 


I Tel  800.880.1300 
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SUMMARIES  OF  RECENT  HEALTH  CARE  HEADLINES 


In  Case  You 


Missed  It 


By  Melissa  McEver 


A sweetener  that  reduces  ear  infection  cases  in  children?  According  to  a re- 
cent study  by  Finland  researchers,  that's  what  xylitol  seems  to  be.  Xylitol, 
a sweetener  derived  from  birch  bark,  may  reduce  the  incidence  of  ear  in- 
fections by  as  much  as  40%,  when  the  sweetener  is  taken  in  gum  form,  the 
l*i^lk^i4:wiij|jg«>lj*miijstijdv  reports. 


A “patient-centered”  interview  style  heeds  the  best  results  for  pediatri- 
cians when  speaking  with  their  young  patients,  a new  study  has  reported. 
Sctontists  at  Si]  found 

that  this  interview  style  increased  parental  satisfaction  and  caused  chil- 
dren to  speak  5 times  as  much  as  did  patients  whose  physicians  only  dis- 
cussed medical  facts. 

(Medical  Care,  10/98) 


aging  isn’t  as  difficult  as  it  once  was,  a recent  study  suggests.  The 

US  Census  Bureau  surveys  of  12,000  people 
and  determined  that  those  aged  50  and  over  In  1993  had  less  trouble  reading  a 
newspaper,  carrying  groceries,  and  climbing  stairs  than  older  adults  did  in  1984. 
(American  Journal  of  Public  Health,  10/98) 

Researchers  may  be  a step  closer  to  discovering  an  effective  treatment  for 
several  crippling  nerve  diseases.  scien- 

tists found  that  some  of  these  diseases  apparently  occur  only  when  a cer- 
tain protein  In  a nerve  cell  enters  the  nucleus  of  the  cell.  If  a treatment  can 
prevent  this  occurrence,  the  development  of  devastating  diseases  such  as 
Huntington’s  chorea,  a disorder  that  leads  to  insanity,  can  be  blocked. 

(Cell,  10/2/98) 

Early  maturity  and  late  menopause  predict  a lower  risk  of  hip  fracture 
deaths  in  women,  a new  study  has  found.  Researchers  at  the 

in  Norway  found  that  the  fatal  hip  fracture  ra^^f^^^^^™] 
who  had  their  first  menstrual  period  at  17  or  older  was  twice  that  of  women 
whose  periods  began  at  13  or  younger.  Having  children  past  age  35,  being 
overweight,  and  experiencing  late  menopause  also  reduced  the  risk  of 
death  from  a hip  fracture.  Longer  exposure  to  estrogen  helps  women  retain 
bone  mass,  researchers  said,  and  the  results  of  the  study  support  this  idea. 
(Journal  of  Epidemiology  and  Community  Health,  10/98) 


Medical  student  project 
receives  AMA  grant 


The  Positive  Role  Models  Involved 
in  Student  Education  (PROMISE) 
guest  speaker  program  at  the 
University  of  North  Texas  Health 
Science  Center  (UNTHSC)  has 
received  an  American  Medical  Associa- 
tion Policy  Promotion  Grant  to  continue 
providing  student  speakers  to  schools 
throughout  the  Dallas-Fort  Worth  area. 

PROMISE,  a community  project 
sponsored  by  UNTHSC  medical  stu- 
dents, was  initiated  jointly  by  the 
school’s  AMA-Medical  Student  Section, 
the  student  chapter  of  the  American 
College  of  Healthcare  Executives,  and 
the  Sigma  Sigma  Phi  Honor  Fraternity. 

The  student  speakers’  presentations 
cover  a wide  variety  of  topics,  depend- 
ing on  the  preference  of  the  teacher  or 
the  age  group  of  the  children. 

PROMISE  seeks  to  provide  positive 
role  models  for  students  in  kindergarten 
through  grade  12  in  underserved  or  un- 
derprivileged communities,  to  help 
UNTHSC  students  better  understand  the 
environment  of  the  underprivileged 
community  so  that  they  are  more  pre- 
pared for  their  future  medical  practices, 
to  increase  the  local  community’s  knowl- 
edge of  UNTHSC,  and  to  help  recruit  mi- 
nority students  as  future  physicians. 

More  than  30  medical  students  have 
been  recruited  to  be  guest  speakers  since 
PROMISE  was  created  last  March.  ★ 

Vesalius  and  Harvey  leap 
into  the  1990s 


Several  rare  science  and  medicine 
volumes  are  now  available  on  CD- 
ROM.  Through  partnerships  with 
libraries  and  institutions.  Octavo 
Corporation,  of  Palo  Alto,  Calif, 
has  made  advanced  digital  facsimiles  of 
Andreas  Vesalius’  De  Humani  Corporis 
Fabrica  (1543)  and  William  Harvey’s  De 
Motu  Cordis  (1628).  Octavo  plans  to  offer 
more  than  150  titles  by  the  year  2000. 
These  works  can  be  ordered  through  Oc- 
tavo’s Web  site  at  www.octavo.com, 
which  also  includes  a listing  of  fumre  edi- 
tions and  downloadable  samples.  ★ 
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A Acid 

Contrtdier. 


Big  Brother 
versus  Hippocrates: 
no  more  privacy? 

By  Deborah  C.  Peel,  MB 


You  receive  a letter  from  a major 
employer  in  your  community 
listing  a number  of  people  whom 
they  believe  are  your  patients. 
The  company  tells  you  the 
names  on  the  list  have  been  entered 
into  a disease  management  program  to 
provide  information  about  the  patients’ 
chronic  illnesses,  monitor  whether  they 
refill  their  prescriptions,  and  suggest 
new  or  different  medications  and  treat- 
ments to  the  patients  and  to  you. 

1.  This  letter  is  an  example  of: 

a.  An  efficient  and  effective  new  way 
managed  care  companies  are  help- 
ing provide  high-quality,  low-cost 
treatment. 

b.  Evidence  that  your  patient  is  non- 
compliant  with  your  prescription, 

c.  Welcome  evidence  that  large  employ- 
ers are  now  concerned  about  promot- 
ing the  well  being  of  their  employees 
who  have  chronic  illnesses, 

d.  A possible  indication  that  your  man- 
agement of  patients  with  this  partic- 
ular disease  is  different  or  more 


expensive  than  that  of  other  physi- 
cians. 

e.  None  of  the  above. 

2.  This  letter  is  an  example  of: 

a.  A massive  breach  of  individual  pa- 
tient privacy  because  no  patient 
consent  was  obtained  before  the  in- 
formation was  entered  in  this  pro- 
gram, and  names  of  persons  who 
are  not  your  patients  were  mistak- 
enly revealed  to  you. 

b.  The  further  intrusion  of  employers 
into  the  personal  lives  of  their  em- 
ployees without  their  consent. 

c.  The  massive  prescription  databases 
now  being  accumulated  by  health 
maintenance  organizations,  phar- 
maceutical companies,  and  phar- 
macy benefit  managers  without 
patient  consent. 

d.  The  continuing  corporatization  of 
the  practice  of  medicine. 

e.  All  of  the  above. 

Answers:  l.e;  2.  e 

Welcome  to  the  practice  of  medicine 
in  1998.  Who  knows  how  many  people 
are  now  in  the  room  with  you  and  your 
patient?  We  long  for  the  good  old  days 
when  there  were  just  3 of  us  in  the 
room:  the  patient,  his  or  her  attorney, 
and  the  physician. 

Physicians  and  patients  are  caught 
in  terrible  new  binds.  To  function  in  to- 
day’s health  care  delivery  system, 
physicians  must  include  more  and 
more  personal  and  sensitive  informa- 
tion in  medical  records.  And  if  they 
want  medical  services,  patients  often 
are  forced  to  consent  to  the  wholesale 
release  of  their  private  medical  infor- 


mation, often  without  realizing  its  po- 
tential implications. 

As  a psychiatrist  and  psychoana- 
lyst-in-training, I am  particularly  aware 
of  privacy’s  importance  in  my 
day-to-day  work  with  patients.  Without 
total  confidentiality,  patients  find  it  im- 
possible to  share  sensitive,  frightening, 
or  painful  issues,  and  many  won’t  seek 
treatment  for  mental  illnesses  or  sub- 
stance abuse  for  fear  of  discrimination. 
Unfortunately,  their  fears  are  all  too  of- 
ten confirmed. 

Patients  also  fear  disclosure  of  treat- 
ment for  many  other  conditions,  in- 
cluding cancer,  AIDS,  tuberculosis, 
unwanted  pregnancies,  and  genetically 
inherited  illnesses,  to  name  a few. 

Yet  our  patients  believe  that  what 
they  tell  us  will  be  kept  private  and 
used  only  to  heal  them.  They  don’t  re- 
alize that  no  federal  law  protects  their 
medical  privacy  or  that  many  states  do 
not  have  medical  record  privacy  laws. 

Although  some  states  now  provide 
for  the  segregation  of  certain  “sensitive” 
medical  information  such  as  psychiatric 
illnesses  and  sexually  transmitted  dis- 
eases, that  approach  is  problematic. 
Such  information  could  be  noted  by  its 
omission,  and  who  gets  to  define  what 
is  “sensitive”?  Patients  should  get  to  de- 
cide what,  if  anything,  is  released  from 
their  medical  records. 

Although  medical  records  privacy 
has  been  addressed  sporadically  and 
upheld  in  courts,  and  is  strongly  sup- 
ported by  organized  medicine,  medical 
information  privacy  currently  is  a very 
uncertain  privilege  at  best. 

“What  is  very  clear  is  that  there  is  a 
whole  food  chain  of  people  who  are 
ready  to  make  a bundle  from  our  most 
personal  information,”  said  Denise 


Texas  Medicine  welcomes  comments  about  issues  discussed  in  the  Forum  on  Ethics.  If  you  would  like  to  comment  or  submit  a column  for  possible  publication,  please  contact 
Teri  Moran,  senior  editor,  at  Texas  Medicine,  401  W 15th  St,  Austin,  TX  78701;  phone  (800)  880-1300,  ext  1371,  or  (512)  370-1371;  fax  (512)  370-1632;  or  e-mail  teri  m@texmed.org. 
Proposed  columns  must  be  no  longer  than  900  words  and  written  in  a case  study  format. 


24 


Texas  Medicine  Rounds 


www.texmed.org 


Nagel,  MD,  executive  director  of  the 
'National  Coalition  for  Patient  Rights,  in 
a recent  speech.  “We  as  physicians  often 
i'don’t  stop  to  think  about  the  enormous 
financial  value  that  is  being  assigned  to 
the  information  we  collect  during  every 
patient  encounter.  The  New  York  Times 
describes  the  whole  exchange  of  com- 
puterized medical  information  as  a bur- 
geoning $40  billion  a year  industry.” 

The  next  10  months  in  Congress  will 
■ be  critical  for  protecting  the  privacy  of  in- 
dividual medical  records  because  2 years 
I ago,  Congress  set  itself  an  August  1999 
; deadline  to  write  legislation  setting  para- 
meters for  privacy  of  medical  records. 

If  we  don’t  act,  Congress  may  give 
.this  control  to  the  government,  the  in- 
surance industry,  health  care  industry, 
law  enforcement  agencies,  public 
health  authorities,  researchers,  elec- 
tronic data  collection  firms,  marketing 
; firms,  and  others.  Many  of  these  indus- 
tries already  want  unfettered  access  to 
medical  record  information. 

Our  legislators  in  Austin  and  Wash- 
ington are  being  lobbied  heavily  by 
these  monied  and  powerful  interests  to 
allow  virtually  full  access  to  everyone’s 
medical  records.  The  time  is  now  for  us 
to  write  a model  medical  information 
privacy  bill  in  Texas  that  could  set  a na- 
tional precedent,  just  like  we  did  with 
last  year’s  managed  care  reforms. 

Supreme  Court  Justice  Felix  Frank- 
furter once  said  that  “in  a democratic 
society  such  as  ours,  relief  is  obtained 
when  an  aroused  popular  conscience 
sears  the  conscience  of  the  people’s 
representatives.” 

In  Texas,  we  can  do  the  following: 

• Inform  our  patients  of  the  current  sit- 
uation for  medical  privacy.  The  barn 
door’s  been  open  too  long,  and  we 
need  to  go  to  the  legislature  to  close  it. 

• Ask  our  legislators  to  sign  on  to  sup- 
port or  sponsor  TMA’s  upcoming  pri- 
vacy initiatives. 

• Keep  abreast  of  what  happens  dur- 
ing our  next  legislative  session. 

• Send  copies  of  any  letters  we  get 
from  employers,  health  maintenance 
organizations,  pharmacy  benefits 
managers,  insurers,  pharmaceutical 
companies,  or  others  who  are  violat- 
ing patients’  privacy  to  TMA’s  Divi- 


sion of  Public  Affairs. 

• Write  editorials  and  op-ed  articles 
explaining  these  issues. 

We  can  ask  our  representatives  and 

senators  to  endorse  these  principles: 

• The  right  to  medical  privacy  must  be 
expressly  recognized. 

• Meaningful  notice  and  informed  con- 
sent should  be  required  before  con- 
sumers are  deemed  to  have  waived 
their  right  to  medical  privacy. 

• The  consumer’s  right  to  medical  pri- 
vacy should  not  be  limited  except 
where  there  is  clear  and  compelling 
public  interest  prescribed  by  statute. 

• Federal  standards  should  establish  a 
basic  level  of  protection  but  should  not 
preempt  more  protective  state  laws. 

• The  amount  of  information  health  in- 
surers can  demand  should  be  limited. 

• Law  enforcement  officials  should  be 
prohibited  from  viewing  medical 
files  without  a court  order. 


I'hese  organizations  provide  leg- 
islative and  critical  background  in- 
formation: 

The  National  Coalition 
for  Patients  Rights 
405  Waltham  St,  Ste  218 
Lexington,  MA  02421-7934 
Phone/fax:  (888)  44-PRIVACY 
E-mail:  ncpr@nationalcpr.org 
Web  address:  www.nationalcpr.org 

Citizens  for  Choice  in  Health  Care 

1954  University  Ave  W,  Ste  8 

St  Paul,  MN  55104 

Phone:  (651)  646-8935 

Fax:  (651)  646-0100 

E-mail:  webmaster@cchc-mn.org 

Web  address:  www.cchc-mn.org 


Deborah  Peel,  MD,  is  an  Austin  psychiatrist  and 
president-elect  of  theTexas  Society  of  Psychiatric 
Physicians. 


TIPS  ON  HOW  TO  PUT  YOUR  PATIENTS  FIRST 


Practices 


TMA  Secretary-Treasurer  George  Thannisch,  MD,  of  Lufkin,  offers  advice 
in  the  first  installment  of  “Best  Practices." 

The  first  5 of  the  “Ten  Commandments”; 

1.  Give  of  thine  ear,  listen,  and  listen  intently  and  with  eye  contact. 

2.  Give  of  thy  time.  Do  not  in  haste  be. 

3.  Give  thy  respect  for  patients’ time.  LfL 

4.  Do  not  condescending  be.  Thy  nose  should  not  be  long. 

5.  This,  above  all,  compassionate  be.  Thy  hands  may  be  laid  on  if  they  fall 
only  on  the  shoulder. 

Please  e>mail  your  suggestions  for  putting  patients  first  and  improving  patient-physician  communication 
to  president@texmed.org. 


Tel  800.880.1300 
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Make  your  office  a 
cancer  prevention  and 
detection  center: 


Educational  Materials  for 


Pliysician' 
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(800)  880-1300  ext.  1672  • (512)  370-1672  • poep@texmed.org 
http://www.texmed.org/health_science/hs_poep.htmI  • 401  West  15th  Street,  Austin,  TX  78701-1680 
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Education  Program 


A recent  article  in  Texas  Medicine 
advised  physicians  to  ask  some  very 
pointed  questions  prior  to  selecting  a 
jprofessional  liability  insurance 
i provider.  We  could  not  agree  more, 
jj  Choosing  the  broadest  coverage,  from 
a financially  stable,  licensed  and 
admitted  insurance  provider  protects 
you  and  your  future. 

Frontier  has  been  providing 
medical  professional  liability  insurance 
j for  more  than  20  years  and  is  a licensed 
i and  admitted  insurance  company  in  the 


Full-time  claims  professionals  are 
ready  to  answer  your  questions  at  any 
time.QilSZES  In  addition  to  medical 
expertise.  Frontier  maintains  a panel  of 
knowledgeable,  seasoned  Texas 
defense  lawyers  that  work  with  you  to 
quickly  assess  a situation  and  develop 
a winning  strategy. 

Frontier  offers  a choice  of  claims- 
made  or  occurrence  form  policies 
(without  specialty  or  limit  restrictions) 
for  both  individual  and  group 
practices-as  well  as  discounts  for  new 


Frontier  Only  Deals  with  the  Facts 


CONTACT  ONE  OF 
OUR  AGENTS  FOR 
MORE  INFORMATION. 

NATIONAL  HEALTH 
SERVICES 

Houston:  800'634-9513 

EHRMAN,  MURPHY 
& COMPANY 

Houston:  713-464-6291 

ABERDEEN  MEDICAL 
INSURANCE  SERVICES 

Houston:  800-622-9296 

THE  CUNNINGHAM  GROUP 

San  Antonio:  888-558'2825 

EICHLITZ,  DENNIS,  WRAY 
& WESTHEIMER 

San  Antonio:  210-223-9171 

HRH  AMARILLO 

Amarillo:  806-376'5136 

INSURANCE  ASSOCIATES 
OF  TEXAS 

Conroe:  409-756-2222 

J.S.  EDWARDS 
& SHERLOCK 

Beaumont:  409-832-7736 

MADELEY  & COMPANY 

Dallas:  800-382-7741 

OFFENHAUSER 
& COMPANY 

Texarkana:  903'792'4050 

TEXAS  AMERICAN 
INSURERS 

Ft.  Worth:  800-856-3101 

USI  WOOD/MENNA 

Houston:  281-358-9782 

USAA  GENERAL 
AGENCY,  INC. 

800-531 -8826 


State  of  Texas.  I m-yTi  Frontier’s  doctors,  part-time  physicians,  loss-free 


financial  stability  is  clearly  demonstrated  claim  history  and  others. 


by  our  Standard  and  Poor’s  Rating  of 
A-t-  (Excellent)  and  our  A.M.  Best  Rating 
of  A-  (Excellent.)  Our  record  of  stability, 
flexibility  and  service  has  earned  us  the 
trust  of  more  than  16,000  physicians 
and  surgeons  nationwide. 


To  learn  more  about  Frontier,  please 
contact  one  of  our  appointed  agents 
listed  to  the  right.  Or,  call  our  Texas 
office  at  (800)  275-3873.  If  calling 
from  Houston  (713)  461-1504. 


hranliBr 


INSUHANCe 
GROUP,  INC. 


820  GESSNER,  SUITE  1200 
HOUSTON, TEXAS  77024 
FAX:  713-467-8031 


A Market  Leader  in  Professional  Liability  Insurance 


Legislative  Affairs 


Medical  privacy? 

Patient  confidentiality  evaporating  as  medical  data  become  hot  commodity 


By  Ken  Ortolon,  Associate  editor 


Artman 


he  letter  Austin  internist  Karen 
Hill,  MD,  received  from  a major 
national  pharmacy  benefits  man- 
ager (PBM)  shocked  her.  Because 
she  had  prescribed  antidepres- 
sants for  a patient,  the  letter  in- 
formed her,  the  PBM  had  enrolled 


the  patient  in  a depression  support  pro- 
gram without  consulting  either  Dr  Hill  or 
the  patient. 

“1  did  not  give  [the  patient]  a diagnosis 
of  depression  at  any  point,”  Dr  Hill  said. 
“The  company  assumed  she  was  de- 
pressed.” In  fact,  the  prescription  was 
written  to  help  the  patient  deal  with 
sleeping  problems  brought  on  by  symp- 
toms associated  with  menopause.  >■  >■ 
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while  Dr  Hill  was  mad  about  the 
^BM’s  inaccurate  diagnosis  of  the  pa- 
1 1 ient’s  problems,  she  was  even  more 
: Vustrated  with  what  she  called  a total 
\ iisregard  for  the  patient’s  right  to  pri- 
ijl/acy  by  the  PBM  and  the  patient’s  em- 
Iployer. 

f Physicians  and  consumer  advocates 
|;ay  the  confidentiality  of  most  Ameri- 
|:ans’  medical  histories  is  disappearing 

Its  large  employers  and  their  managed 
:are  organizations  strive  to  control 
ftiealth  care  costs;  pharmaceutical  and 
'pther  companies  look  for  new  ways  to 
market  their  products;  and  researchers, 

(public  health  officials,  and  governmen- 
tal bureaucrats  scramble  to  collect 
[more  and  better  data. 

! This  invasion  of  privacy  has  become 
so  pervasive  that  the  issue  already  is 
I under  debate  in  the  US  Congress  and 
[likely  will  be  the  subject  of  state  leg- 
islative attention  when  the  76th  Texas 
; Legislature  convenes  in  January. 

Privacy  myth 

“Even  though  the  vast  majority  of  the 
I public  thinks  their  records  are  private, 
in  most  cases  it’s  simply  not  so,”  said 
Austin  psychiatrist  Deborah  Peel,  MD. 
“We  don’t  have  any  federal  standards 
for  the  protection  of  medical  records.” 

At  least  1 organization  has  been  col- 
lecting patient-specific  medical  data  for 
decades.  The  Massachusetts-based 
Medical  Information  Bureau  (MIB) 
maintains  medical  data  on  some  15 
million  Americans,  compiled  from  in- 
surance claims  records  submitted  to 
MIB  from  member  insurance  compa- 
nies. The  information  is  used  by  those 
same  insurance  companies  to  review 
an  insurance  applicant’s  prior  medical 
history  before  a policy  is  issued. 

Not  everyone  who  has  had  a med- 
ical insurance  claim  is  reported  to  MIB. 
Its  data  mainly  are  on  patients  who 
have  had  serious  or  chronic  illnesses  or 
who  have  exhibited  risky  behavior  — 
such  as  skydiving  — that  might  make 
them  poor  insurance  risks. 

While  patients  have  some  rights  to 
review  and  correct  information  in 
MIB’s  database,  Americans  have  far 
more  rights  when  it  comes  to  the  confi- 
dentiality of  their  credit  or  video  rental 
records  than  their  medical  records,  says 
Lisa  McGiffert,  senior  policy  analyst  for 


the  Soutliwest  Regional  Office  of  Con- 
sumers Union. 

“What  we  have  is  a pretty  holey 
patchwork  of  protections,”  Ms  McGif- 
fert said.  “We  don’t  have  a real  concise 
or  cohesive  privacy  policy  in  our  coun- 
try, and  1 think  that’s  a major  problem.” 

While  medical  information  databases 
like  the  one  maintained  by  MIB  might 
seem  to  fly  in  the  face  of  a tradition  of 
medical  confidentiality  that  has  its  roots 
in  the  Hippocratic  Oath,  the  new  inva- 
sions of  medical  privacy  are  far  scarier. 


Dollar  signs 

“Personal  identifiable  medical  informa- 
tion is  an  extremely  valuable  commer- 
cial commodity,”  Dr  Peel  said. 
“Everyone  wants  to  know  all  about 
what’s  wrong  with  you,  what  drugs 
you’re  taking,  and  what  appliances  you 
might  need  because  the  marketing 
potential  is  enormous.  We’re  talking 
about  the  giant  pharmaceutical  compa- 
nies, the  giant  HMOs  [health  mainte- 
nance organizations],  and  the  electron- 
ic data  collection  agencies.” 

Those  companies  want  that  infor- 
mation for  2 main  reasons.  Dr  Peel 
says.  “They  want  to  be  able  to  sell  you 
a different  product  or  they  want  to  be 
able  to  deny  you  services.  They  want  to 
be  able  to  exclude  the  people  who  have 
the  most  expensive  illnesses  and/or 
limit  their  care.” 

Other  major  players  in  this  issue  are 
employers.  Most  major  employers  self- 
fund their  employee  health  care  cover- 
age, in  effect  acting  as  their  own 
insurance  agents. 

Jeff  Kloster,  general  counsel  for  the 
Texas  Association  of  Health  Plans,  says 
most  HMOs  have  policies  in  place  to 
protect  patient  confidentiality.  But  in 
self-funded  plans,  the  employer  essen- 
tially owns  the  claims  data,  he  says. 

“In  a self-funded  arrangement,  the 
employer  is  the  fiduciary  and  is  respon- 


sible for  the  claims  that  it  pays,”  Mr 
Kloster  said.  “To  that  extent,  the  em- 
ployers do  have  that  [patient-specific] 
knowledge  and  are  probably  entitled  to 
have  that  type  of  knowledge.  What 
they  use  it  for  may  be  a wholly  sepa- 
rate question.” 

Benign  intent? 

Kim  Ross,  vice  president  for  public  policy 
for  the  Texas  Medical  Association,  says 
use  of  data  can  be  a concern  even  if 
employers  are  using  it  for  benign  reasons. 


“We  should  assume  an  employer  re- 
alizes that  employees  who  are  depressed 
are  not  productive  and  are  potentially 
destructive,  that  they  miss  a lot  of  days 
of  work  and  potentially  create  disrup- 
tions in  their  offices,”  Mr  Ross  said.  “The 
employer  is  interested  in  assuring  — in 
the  cheapest  way  possible  — that  their 
employees  who  are  depressed  stay  on 
their  medications  and  get  well.” 

To  do  that,  they  hire  a third  party  — 
a PBM  — to  monitor  utilization  of  pre- 
scription drugs  and  steer  patients  into 
programs  like  the  one  in  which  Dr  Hill’s 
patient  was  enrolled. 

While  the  intentions  of  the  PBM  in 
Mr  Ross’  example  may  have  been  good, 
there  are  other  widespread  practices 
that  appear  to  be  motivated  more  by 
profit  than  by  a desire  for  quality 
health  care. 

In  an  article  published  in  September, 
the  Washington  Post  reported  that  many 
of  the  nation’s  largest  PBMs  are  owned 
by  large  pharmaceutical  companies. 
PCS  Health  Systems  Inc,  the  PBM  that 


All  articles  in  Texas  Medicine  that  mention  the  Texas 
Medical  Association's  stance  on  state  legislation  are 
defined  as  "legislative  advertising,"  according  to 
Texas  Govt  Code  Ann  §305.027.  That  law  requires  dis- 
closure of  the  name  and  address  of  the  person  who 
contracts  with  the  printer  to  publish  the  legislative  ad- 
vertising in  Texas  Medicine:  Louis  J.  Goodman,  PhD, 
Executive  Vice  President,  TMA,  401  W 15th  St,  Austin, 
TX  78701. 


“Even  though  the  vast  majority  of  the  public 
thinks  their  records  are  private,  in  most  cases 
it’s  simply  not  so.  We  don’t  have  any  federal 
standards  for  the  protection  of  medical  reccrds.’’ 
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sent  the  letter  to  Dr  Hill,  for  example,  is 
owned  by  Eli  Lilly  and  Company. 

Dr  Hill  says  she  received  numerous 
letters  from  PCS  questioning  prescrip- 
tions she  had  written  or  suggesting  al- 
ternative drugs.  Often,  she  says,  those 
drugs  were  manufactured  by  Eli  Lilly. 

The  pharmaceutical  giants  also  ap- 
parently have  used  information  ob- 
tained from  their  PBM  subsidiaries  to 
target  direct  marketing  materials  to  pa- 
tients. The  Post  article  cited  an  incident 
in  which  a major  drugstore  chain  sent 
discount  coupons  to  patients  who  had 
been  getting  their  prescriptions  filled  at 
an  independent  pharmacy.  All  the  pa- 
tients who  received  the  coupons  had 
the  same  PBM,  a subsidiary  of  the  ma- 
jor pharmacy  chain. 

While  the  examples  of  privacy  inva- 
sions in  the  arena  of  prescription  drugs 
may  be  the  most  glaring,  Mr  Ross  says 
the  problem  is  rampant  throughout 
managed  care,  indeed  the  entire  health 
care  industry.  And  the  rapid  computer- 
ization of  medical  records  makes  pri- 
vacy an  even  dicier  proposition. 

Seeking  solutions 

The  problem  of  medical  privacy  may 
have  been  brought  to  the  fore  earlier 
this  year  when  the  US  Department  of 
Health  and  Human  Services  proposed 
rules  for  the  creation  of  a “unique 
health  identifier”  for  all  Americans. 
That  identifier  would  have  been  used 
on  all  patient  records  with  the  idea  of 
improving  coordination  of  health  care 
and  tracking  of  disease  and  outcomes 
data.  Physicians  and  consumers  imme- 
diately raised  privacy  concerns,  and  the 
identifier  has  been  sidetracked  for  now. 

However,  the  privacy  issue  has  re- 
mained on  Congress’  radar  screen.  Pro- 
visions of  the  Health  Insurance 
Portability  and  Accountability  Act  of 
1996,  the  so-called  Kennedy-Kasse- 
baum  Bill,  require  Congress  to  enact 
federal  standards  to  protect  the  privacy 
of  personal  medical  information.  If 
Congress  fails  to  enact  those  standards 
by  August  1999,  the  secretary  of  health 
and  human  services  is  directed  to  issue 
privacy  regulations  by  Eebruary  2000. 

Several  privacy  bills  have  been  in- 
troduced in  Congress.  Dr  Peel,  how- 


ever, says  most  are  worse  than  no  bill 
at  all.  In  fact,  the  Republican  leader- 
ship version  of  the  Patients’  Bill  of 
Rights  would  have  permitted  most  of 
the  practices  about  which  physicians 
and  patients  are  now  complaining. 

Mr  Ross  says  the  issue  is  likely  to  play 
out  on  a parallel  track.  “You  have  a na- 
tional issue  because  of  the  almost  rou- 
tine invasion  of  privacy  that’s  occurring 
in  all  walks  of  life,”  he  said.  At  the  same 


time,  state  legislatures  likely  will  move 
on  a state-by-state  basis  to  set  their  own 
standards,  maybe  even  more  stringent 
ones  than  Congress  eventually  imposes. 

TMA  lobbyists  met  in  October  with 
lobbyists  of  12  other  southwestern  and 
western  state  medical  societies  to  look 
at  privacy  issues  and  begin  to  craft  so- 
lutions to  the  problem.  Officials  of  the 
association  that  represents  the  major 
pharmaceutical  companies  participated 
in  that  daylong  session  and  expressed 
concerns  that  they  might  face  a patient 
or  voter  backlash  similar  to  that  which 
the  managed  care  industry  has  experi- 
enced in  the  past  4 years.  They  also 
worry  that  new  privacy  legislation 
could  interfere  with  the  access  to  data 
they  need  for  new  clinical  research. 

Dr  Peel,  however,  says  pharmaceuti- 
cal companies  and  other  researchers 
don’t  need  unlimited  access  to  patient- 
specific  data  to  do  their  research.  And 
when  they  do  need  such  information, 
she  says,  they  should  get  it  the  way  re- 
searchers traditionally  have  done  it  — 
by  asking  for  the  patient’s  consent. 

While  the  October  summit  produced 
no  specific  legislative  proposals,  Mr 
Ross  says  the  issue  will  be  addressed  on 
the  state  level  through  agency  regula- 
tions, legislation,  or  both.  The  dialogue 
among  the  state  medical  associations 
with  the  pharmaceutical  and  managed 
care  industries  will  carry  over  and  even- 
tually include  employer  groups  as  well. 


“We’re  trying  to  match  up  where  law 
already  exists  and  there’s  an  enforce- 
ment problem  or  where  there’s  a loop- 
hole that  needs  to  be  cinched  tighter,” 
Mr  Ross  said.  “At  the  state  level,  it  may 
be  something  as  simple  as  petitioning 
the  Department  of  Insurance  or  the 
Board  of  Pharmacy  or  the  Board  of 
Medical  Examiners  to  make  a determi- 
nation as  to  where  the  regulation  of 
these  people’s  conduct  properly  lies.” 


Outlining  the  principles 

While  lawmakers  and  lobbyists  ponder 
those  questions,  the  National  Coalition 
for  Patient  Rights  has  developed  a set 
of  principles  it  believes  should  govern 
patient  privacy.  In  a 1997  report  enti- 
tled “The  Right  to  Medical  Privacy:  An 
Indispensable  Element  of  Quality 
Health  Care,”  the  coalition  said  the 
framework  for  privacy  must  include 
federal  standards  expressly  recognizing 
that  patients  have  a right  to  privacy 
and  creation  of  a system  of  meaningful 
and  informed  consent  for  release  of 
medical  records. 

The  coalition  also  said  medical  pri- 
vacy should  not  be  limited,  except 
where  there  is  a clear  and  compelling 
public  interest,  and  federal  standards 
should  not  preempt  more  protective 
state  laws. 

Dr  Peel  says  action  has  to  be  taken 
soon  or  medical  data  will  be  used  tO: 
deny  Americans  health  insurance,  a 
mortgage,  or  even  a Job,  all  based  on 
whether  they  have  chronic  illnesses  or 
genetic  tendencies  toward  major  dis- 
eases. 

“Frankly,  the  barn  door  is  open  al- 
ready,” she  said.  “A  huge  amount  ofi 
identifiable  medical  information  is  out 
there.  What  we’ve  got  to  do  is  close 
that  door,  and  we’ve  got  to  have  major 
penalties  for  people  who  use  this  infor- 
mation and  are  not  directly  involved  in 
your  care.”  ★ 


“The  barn  door  is  open  already.  A huge  amount 
of  identifiable  medical  information  is  out  there. 
What  we’ve  got  to  do  is  close  that  door.” 
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Setting  the  record  straight 

Proposed  family  planning  cuts  are  rescinded,  but  state  funding  still  questioned 


Wlhen  proposed  cuts  in  state 
funding  for  family  planning 
direct  services  became  public 
in  August,  many  physicians 
who  care  for  poor  women  in 
the  clinics  were  not  sur- 
prised. Frustrated,  darned 
mad  maybe,  but  not  surprised. 

The  physicians  had  maintained  a suspi- 
cious vigilance  for  the  better  part  of  a year, 
especially  after  a special  Texas  Depart- 
ment of  Health  (TDH)  task  force  began 
thinking  about  redirecting  clinic  funds. 
They  expected  Texas  Commissioner  of 
Health  William  R.  Archer  III,  MD,  to  pro- 
pose funding  cuts.  > > 


By  Teri  IVIoran,  Senior  editor 
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His  conservative  record  had  family 
1 planning  advocates  watchful  since  he 
4 was  appointed  commissioner,  and  their 
concern  grew  earlier  this  year  when  he 
, proposed  funding  cuts  for  school-based 
clinics.  Dr  Archer  later  explained  that 
‘what  he  wanted  to  do  was  reevaluate 
, the  program  before  appropriating  addi- 
j tional  funds.  However,  the  future  of  the 
program  remains  uncertain. 

Although  Dr  Archer  now  says  it  was 
' all  a bureaucratic  miscommunication, 
TDH  unveiled  a plan  in  the  summer 
that  called  for  cuts  from  Title  V (Ma- 
ternal and  Child  Health),  a federal 
block  grant  for  which  states  have  lati- 
, tude  in  administering  and  allocating 
funds.  TDH  contracts  with  agencies  to 
provide  family  planning  services  and 
i pays  for  most  of  the  services  with  fed- 
(ieral  funds  such  as  Title  XX  (Social  Ser- 
. vices).  Title  X (Family  Planning),  and 
^ Title  XD(  (Medicaid). 

(i  The  TDH  legislative  appropriations 
^request  for  Title  V funds  sought  ap- 
i proval  “for  a transition  plan  to  phase  out 
1of  family  planning  direct  service  deliv- 
ery and  to  increase  population-based 
I services”  by  cutting  family  planning  di- 
I rect  services  funds  by  50%  in  2000  and 
75%  in  2001.  The  plan  called  for  redi- 
recting the  money  into  population- 
based  services. 

I Many  medical  professionals  in  fam- 
ily planning  were  suspicious  of  Dr 
I Archer’s  motives. 

I Dr  Archer  immediately  came  under 
I fire  from  family  planning  advocates. 

, The  Houston  Chronicle,  which  covered 
j the  issue  closely  this  fall,  described  it  as 
a showdown  between  the  two.  The 
( Chronicle  quoted  Dr  Archer  in  Septem- 
jber  as  saying  the  overall  family  plan- 
I ning  budget  from  Title  V would  not  be 
i reduced  by  TDH  but  instead  would  be 
1 part  of  another  budget  category. 

“Unfortunately,  what  was  actually  a 
' movement  of  funds  was  viewed  as  a cut 
in  funds,”  Dr  Archer  told  Texas  Medicine. 

' “We  are  not  proposing  to  cut  funding  for 
i family  planning  services.  But  we  need  to 
stress  providing  these  services  in  con- 
junction with  an  array  of  other  women’s 
' health  services  and  in  the  same  setting. 

■ We  need  to  be  more  comprehensive, 
i more  holistic  in  our  approach.  It  doesn’t 
I make  health  sense  or  economic  sense  to 
( be  categorical  or  specialized.” 


In  October,  Dr  Archer  told  Texas 
Medicine  that  the  appropriations  re- 
quest resulted  from  discussions  witli 
his  staff  about  population-based  ser- 
vices that  wound  up  inexact  on  paper. 
“Basically,  it  was  not  an  accurate  repre- 
sentation of  what  we  were  trying  to 
do,”  Dr  Archer  said.  “In  reality,  we  want 
to  provide  the  most  comprehensive 
care  we  can.  But  it  certainly  was  not  in- 
tended that  there  would  be  a cut  to 
family  planning  directly  in  the  way  the 
proposal  articulated.” 


Asked  why  the  Title  V budget  re- 
quest said  anything  about  50%  and 
75%  cuts  and  what  that  meant.  Dr 
Archer  said,  “It  means  nothing  now.” 
Asked  whether  there  are  going  to  be 
any  cuts  to  direct  services.  Dr  Archer 
replied,  “Not  unless  they  come  from 
the  federal  government.” 

Doctors  in  doubt 

At  press  time,  more  than  a few  physi- 
cians were  still  skeptical,  willing  to 
relax  only  after  seeing  a written  expla- 
nation from  Dr  Archer  about  TDH’s 
plans.  Both  John  R.  Holcomb,  MD, 
cochair  of  Texas  Medical  Association’s 
Ad  Hoc  Committee  on  Sunset,  and  Nick 
U.  Curry,  MD,  MPH,  chair  of  the  TMA 
Council  on  Public  Health,  wrote  Dr 
Archer  asking  for  clarification  about  his 
policy.  Also  at  press  time,  the  Bexar 
County  Medical  Society  was  planning 
to  present  a resolution  to  the  TMA 
House  of  Delegates  at  its  November 
interim  session  calling  for  TMA  support 
of  continued  family  planning  funding. 

Thousands  of  poor  Texas  women  re- 
ceive most,  if  not  all,  of  their  medical 
care  at  family  planning  clinics  where 
the  availability  of  comprehensive  ob- 
stetrical and  gynecological  care  is  the 
norm,  not  the  exception.  Such  clinics 
are  not  just  dispensers  of  contracep- 
tives. Low-income  women  receive  com- 
plete physical  and  annual  gynecological 
examinations,  as  well  as  pre-  and  post- 


natal care;  postmenopausal  hormone 
therapy;  screenings  for  cancer,  diabetes, 
and  hypertension;  colposcopies  and 
cryosurgery;  and  other  services. 

Under  TDH’s  proposal,  some  28,500 
fewer  low-income  women  would  re- 
ceive family  planning  services  by  2000, 
which  also  would  mean  many  of  them 
would  have  difficulty  accessing  obstet- 
rical and  gynecological  services  as  well. 

Although  family  planning  money  does 
not  pay  for  abortions  and  hasn’t  since  the 
1970s,  family  planning  still  is  associated 


with  abortion  in  the  public’s  perception, 
says  Janet  P.  Realini,  MD,  MPH,  director 
of  family  planning  for  the  San  Antonio 
Metropolitan  Health  District.  “People 
mistakenly  think  of  abortion  when  they 
think  of  family  planning,  but  family  plan- 
ning services  prevent  abortions.” 

As  do  many  other  physicians.  Dr  Re- 
alini believes  family  planning  detrac- 
tors can  and  do  capitalize  on  this 
lingering  misperception,  which  makes 
the  program  more  susceptible  to  con- 
gressional budget  cuts.  The  federal 
government  already  has  cut  Title  XX 
funds  for  family  planning  by  $3  million 
this  year,  and  unlike  in  previous  years, 
TDH  is  not  asking  the  state  legislature 
to  replace  the  lost  federal  dollars. 
That’s  not  technically  a TDH  cut,  but  it 
is  still  a $3  million  loss. 

Title  V agencies  were  billed  $10  mil- 
lion in  1997  for  family  planning  ser- 
vices for  57,000  low-income  women, 
which  is  just  10%  of  the  mostly  federal 
dollars  spent  in  Texas  on  family  plan- 
ning. Of  the  billions  of  health  care  dol- 
lars that  change  hands  every  year  in 
this  country,  that  amount  may  seem 
like  a drop  in  the  bucket  when  spread 
out  over  the  state. 

But  the  recent  budget  controversy  has 
highlighted  larger  questions.  How  does 
society  benefit  from  helping  poor  women 
prevent  unintended  pregnancies?  How 
best  do  we  go  about  helping  them  and 
how  much  are  we  willing  to  spend? 


“It  certainly  was  not  intended  that  there  would  be 
a cut  to  family  planning  directly 
in  the  way  the  proposal  articulated.” 
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Only  for  the  few 

Although  Texas  family  planning  clinics 
serve  more  than  500,000  low-income 
women  every  year,  some  1 million  more 
who  are  eligible  for  services  do  not 
receive  them  because  of  a lack  of 
resources.  “We  already  have  a tremen- 
dous unmet  need,”  said  Dr  Realini, 
whose  city,  San  Antonio,  has  one  of  the 
highest  rates  of  medical  indigence  of 
any  US  city.  “It  is  primarily  women  of 
the  working  poor  who  need  these  ser- 
vices. Most  of  these  women  would  be 
eligible  for  Medicaid  if  they  became 
pregnant,  but  they  have  no  coverage  for 
birth  control  or  preventive  services.” 

That  irony  is  not  lost  on  those  who 
say  we  should  spend  much  more  for 
family  planning,  not  less.  In  1996, 
Medicaid  paid  for  46%  of  all  births  in 
Texas.  “Yet,  it  always  has  been  that  for 
every  $1  spent  on  family  planning  ser- 
vices, Texas  saves  $3.30  in  Medicaid 
costs,”  Dr  Realini  added. 

With  a hint  of  “seen-it-all”  facetious- 
ness in  his  eyes,  Barry  Schwarz,  MD, 
professor  and  vice  chair  of  the  Depart- 
ment of  Obstetrics  and  Gynecology  at 
The  University  of  Texas  Southwestern 
Medical  School  in  Dallas,  says  Texas 
covers  pregnant  women  only  because  it 
is  required  to  by  the  federal  govern- 
ment. “Texas  coverage  under  Medicaid 
has  always  been  . . . minimal,”  said  Dr 
Schwarz,  who  is  also  medical  director  of 
the  university’s  highly  successful  and 
long-running  maternal  health  and  fam- 
ily planning  program. 

Dr  Schwarz  remembers  clearly  how 
things  were  in  Dallas  30  years  ago  before 
UT  Southwestern  began  establishing 
family  planning  and  maternal  health  clin- 
ics around  the  city.  “Back  then,  some  20% 
to  30%  of  women  who  came  in  to  deliver 
at  Parkland  Hospital  had  not  had  prena- 
tal care.  Now,  just  5%  haven’t,”  he  said. 

Parkland’s  infant  mortality  rates  in  its 
largely  medically  indigent  population 
speak  for  the  program’s  success.  For 
black  mothers.  Parkland’s  infant  mortal- 
ity rate  is  5.8  per  1,000  live  births,  com- 
pared with  the  US  rate  of  10.8  per  1,000 
live  births.  For  white  mothers,  it  is  4.9 
per  1,000  live  births  compared  with  5.4 
per  1,000  live  births  nationally. 

“It  has  been  shown  over  and  over 


again  that  you  save  more  money  when 
you  spend,”  Dr  Schwarz  said. 

The  real  horror  of  spending  cuts  in 
family  planning.  Dr  Schwarz  says,  is  the 
number  of  low-income  women  who 
would  lose  their  medical  homes.  “We’re 
recognizing  breast  tumors,  eye  disease, 
and  diabetes,  and  we’re  referring  those 
patients.  We  wouldn’t  be  Just  cutting  off 
family  planning  to  these  patients,  we’d 
be  cutting  off  their  access  to  medicine.” 


And  by  and  large,  the  average  Texan 
doesn’t  want  to  see  that  happen,  studies 
show.  A Scripps  Howard  Texas  Poll  this 
year  found  that  71%  of  Texans  support 
public  funding  of  family  planning  ser- 
vices for  poor  women,  and  68%  of  those 
polled  favor  increases  in  such  funding. 

One  way  or  the  other,  taxpayers  will 
pay  to  provide  care  for  the  medically  in- 
digent, Dr  Schwarz  says.  “But  instead  of 
having  a federal  dollar  pay  for  family 
planning  services,  they’re  going  to  have 
a local  tax  dollar  pay  for  the  handling  of 
the  pregnancy  and  delivery  of  the  baby. 
And  that’s  more  expensive.  Much  more 
expensive.” 

Claudia  Werner,  MD,  assistant  pro- 
fessor of  obstetrics  and  gynecology  at 
UT  Southwestern  and  a medical  director 
of  dysplasia  services,  questions  how  Dr 
Archer’s  vision  for  population-based  ser- 
vices differs  from  what  their  clinics  of- 
fer. “When  you  see  that  70%  to  80%  of 
the  people  at  or  below  the  poverty  level 
are  women  and  children,  it  makes  you 
wonder  why  family  planning  is  a target 
for  cuts  because  unwanted  pregnancy 
Just  adds  to  the  spiral  of  poverty.” 

The  real  world 

A visit  to  one  family  planning  clinic 
puts  faces  on  the  numbers  being 
thrown  around  during  the  debate  on 
family  planning  and  state  funding  of 
the  clinics.  One  of  those  faces  belongs 
to  Jacqueline  Cruz,  24,  who  sat  alone 


one  day  in  early  October,  reading  hei  1 
Spanish  Bible  in  the  waiting  room  oj£ 
the  spacious  Maple  Plaza  clinic.  Just  e ^ 
stone’s  throw  from  UT  Southwestern’; ! 
North  Dallas  campus.  a 

A self-conscious,  yet  devastatinglji 
beautiful  young  woman,  Ms  Cruz  emi-f 
grated  from  Nicaragua  10  years  ago  andi 
has  a 6-year-old  daughter.  Three  months  f 
pregnant  now,  she  and  her  husband,  ai 
mechanic,  are  hoping  for  a baby  boy.  For  i 


6 years,  Ms  Cruz  went  to  a free  family 
planning  clinic  in  Houston  for  birth  con- 
trol pills,  until  she  and  her  husband  were 
ready  for  their  baby.  She  said  that  if  the 
clinic  ran  out  of  money,  she  would  Just 
pray  to  the  Lord  — and  go  somewhere 
else.  “We  pay  here;  it’s  not  free.  StiU,  1 
don’t  understand  why  people  wouldn’t 
want  to  help  others.  Isn’t  that  what  the 
Bible  says  we  are  to  do?” 

In  the  same  waiting  room,  19-year- 
old  Rachel  Ricoy  was  beginning  to  won- 
der why  her  name  hadn’t  been  called 
because  she  usually  didn’t  have  to  wait 
very  long.  Ms  Ricoy  says  she  drove 
nearly  an  hour  from  Grand  Prairie  to 
get  to  the  clinic  for  her  Depo-Provera 
shot.  She  grew  up  poor  in  the  Oak  Cliff 
projects  and  had  her  first  and  only  child 
when  she  was  15.  She  has  been  getting 
annual  exams  at  Dallas-area  family 
planning  clinics  since  she  first  became 
pregnant  at  age  14.  “I  want  to  have  one 
more  kid,  then  tie  my  tubes,”  Ms  Ricoy 
said.  She  prefers  “depo”  shots  to  birth 
control  pills  and  is  glad  she’s  able  to  get 
them.  “I  know  they  cost  a lot,  maybe 
$60  or  $70.” 

Although  she  dropped  out  of  school 
in  the  ninth  grade  because  she  says  she 
was  afraid  to  go  to  algebra  class,  she 
and  her  fiance  have  left  the  projects  and 
live  in  “a  nice  apartment  complex.”  She 
says  she’s  already  saving  money  now 
for  her  daughter’s  college  “like  a regu- 
lar person.” 


“We  pay  here;  it’s  not  free.  Still,  I don’t  understand 
why  people  wouldn’t  want  to  help  others. 

Isn’t  that  what  the  Bible  says  we  are  to  do?’’ 
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Family  planning  advocates  panic  at 
the  thought  of  what  would  happen  if 
young,  poor  women  didn’t  have  access 
to  birth  control.  “You  have  to  remember 
that  people  in  this  segment  of  society 
sometimes  have  very  little  control  of 
their  lives,”  Dr  Realini  said.  “They 
might  have  money  for  contraceptives  at 
the  beginning  of  the  month,  but  still 
might  have  to  choose  between  school 
uniforms  for  their  kids  or  food.  Or 
maybe  someone  in  their  family  drinks 
or  spends  the  money  someplace  else 
that  they  cannot  control.  And  maybe 
that  somebody  doesn’t  mind  having 
more  children,  when  she  does  mind.” 
Dr  Realini  recalled  a woman  who 
begged  her  to  trim  the  strings  of  her  in- 
trauterine device  so  she  could  hide  it 
from  her  husband. 

As  Dr  Archer  explains  his  vision  for 
family  planning,  he  sees  comprehensive 
services  that  also  address  root  reasons 
for  unwanted  pregnancies  and  why  12- 
year-old  girls  are  having  sex.  “How  can 
we  expect  not  to  do  the  real  preventive 
measures?”  Dr  Archer  asked.  “Isn’t  that 
what  the  real  public  health  system 
should  be  doing?  We’ve  all  got  to  come 
to  the  table;  we’re  all  in  this  together. 
Family  planning  is  no  different  than  any 
other  clinical  service  in  the  end.  And  it 
is  not  going  to  be  any  more  effective 
than  any  other  clinical  service  in  the 
end,  unless  it  takes  into  account  the 
community  dynamics  and  the  preven- 
tion dynamics.”  ★ 
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Stop  by  for  a Visit! 


MEDICAL  MALPRACTICE  INSURANCE 


Aberdeen  Medical  Insurance  Services  will 
provide  you  with  the  solutions  to  your  medical 
malpractice  insurance  problems. 


We  are  a dedicated  group  of 
professionals  that  has  built  a 
reputation  for  obtaining  reasonably 
priced  malpractice  insurance  regardless 
of  a physician’s  claim  history,  specialty 
or  previous  problems. 


J] 


Ab^^eN 



Medical  Insurance  Services 

For  additional  information,  contact: 

Richard  Vento,  Executive  Vice  President  or 
Barbara  E.  Gaffney,  Healthcare  Account  Executive 
Aberdeen  Insurance  Services,  Inc. 

2700  Post  Oak  Blvd.,  Suite  900  • Houston,  Texics  77056 

(800)  622-9296 

or  in  Houston 

(713)  622-9296 

Physicians  & Surgeons  Professional  Liability  • Clinics  • Hospitals  • ER  Groups 
Multi  Specialty  Practices  • Outpatient  Surgery  Centers 
Ambulatory  Care  Centers  • Unique  Healthcare  Insurance  Requests 
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TAKE  YOUR 
MEDICAL  CAREER 
ABOVE  & BEYOND 


If  you're  a physician  looking  for  a change  of  pace  above  and  beyond  the  ordinary,  consider  becoming  a 
commissioned  officer/phystcian  with  the  Air  Force  Reserve.  As  in  civilian  life,  Air  Force  Reserve  physicians 
provide  critical  and  preventive  care  and  vital  clinical  services. 


However,  as  a Reservist,  your  medical  expertise  can  take  you  around  the  globe  and  into  real-world  scenarios  that 
will  take  healing  above  & beyond.  Air  Force  Reserve  physician/officers  hold  a position  of  special  trust  and 
responsibility.  Combined  with  training  opportunities  in  areas  such  as  Global  Medicine  and  Combat  Casualty  Care, 
paid  CME  activities,  you  will  find  yourself  among  an  elite  group  of  health  care  providers.  All  it  takes  is  one 
weekend  a month  and  two  weeks  per  year.  Feel  the  pride  of  doing  something  above  and  beyond  tor  your  country 
while  adding  a new  dimension  to  your  medical  career. 

Call  1-800-257-1212. 

Or  visit  our  web  site  at  www.afreseive.com. 

Reserve 

ABOVE  fl.  BEYOND 

APN  25-803-0003 
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Surviving  a Titanic  ride 

, PPMCs  are  sinking,  but  you  don’t  have  to  drown  with  them 

j! 

It  sounded  so  sweet.  Cash  in  hand  for 
the  practice.  A handsome  salary  with 
profit  sharing  and  plenty  of  opportu- 
nities for  bonuses.  Capital  for  new 
equipment  and  clinic  expansion. 

Clout  in  negotiating  insurance  con- 
tracts. And  relief  from  the  adminis- 
trative burdens  that  go  along  with 
practicing  medicine.  Ralph  Rittenhouse, 

MD,  was  sold.  > > 


By  Laurie  Stoneham,  Associate  editor 
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That  was  nearly  3 years  ago,  but  to- 
day, he  is  about  to  be  out  of  work.  Dr 
Rittenhouse,  like  hundreds  of  other 
physicians  across  Texas,  has  paid  a dear 
price  for  a ticket  on  what’s  become,  for 
some,  a Titanic  ride  with  physician  prac- 
tice management  companies  (PPMCs). 
And  he’s  “angry  as  hell”  over  the  whole 
mess.  “I  should  have  seen  through  it 
all,”  the  Kingwood  family  practitioner 
said.  “I’m  just  sorry  I was  so  stupid.” 

The  closing  of  OneCare  Health  In- 
dustries, originally  developed  by  Her- 
mann Hospital  in  Houston  as  a way  of 
enhancing  patient  referrals,  will  not 
only  cost  the  68-year-old  Dr  Rittenhouse 
about  $500,000  in  unrealized  income 
but  also  will  force  him  to  either  return  to 
private  practice  or  join  another  group. 
Some  100  physicians  are  in  the  same 
boat.  “The  doctors  are  scrambling  all 
over  Houston  trying  to  find  a place  to 
take  care  of  their  patients,”  he  said. 

And  Dr  Rittenhouse’s  story  is  fairly  be- 
nign. Some  doctors  sold  their  practices 
for  10%  to  20%  in  cash  and  the  rest  in 
stock  that  were  the  darlings  of  Wall  Street 
at  the  time.  As  a sector,  PPMC  stock 
prices  have  taken  a beating,  leaving  these 
physicians  with  little  more  than  paper. 

Tip  of  the  iceberg 

OneCare  isn’t  the  first  PPMC  in  Texas  to 
sink,  nor  will  it  be  the  last.  “The  physi- 
cian practice  management  industry,  as 
we  know  it,  is  collapsing  and  won’t 
recover  for  2 to  3 years,”  said  Richard  L. 
Reece,  MD,  editor  of  Physician  Practice 
Options.  The  biggest  to  go  down  was  the 
nation’s  third  largest  management 
group,  FRA  Medical  Management,  Inc, 
which  abruptly  ceased  operations  in  July 
and  later  that  month  filed  for  Chapter  1 1 
bankruptcy  protection.  About  1,000 
physicians  in  Texas  were  left  holding 
millions  of  dollars  in  unpaid  claims. 

To  make  matters  worse,  Houston 
physicians  were  given  6 options  of  man- 
agement groups  that  could  accept  their 
FRA  patients.  One  of  those  options  was 
Princeton  Integrated  Physician  Associa- 
tion. But,  on  August  13,  that  organiza- 
tion informed  some  of  its  members  that 
it,  too,  would  be  ceasing  operations  in 
Houston  by  the  end  of  September.  That 
meant  about  10%  of  the  income  and 


patients  of  Stuart  Shapiro,  MD,  would 
be  going  away.  Poof. 

Affiliated  with  Princeton  for  about  2 
years,  Dr  Shapiro  had  seen  an  increas- 
ing number  of  patients  and  a growing 
monthly  check  as  a result  of  the  associ- 
ation. What  he  calls  “the  midnight  fax” 
announcing  the  impending  shutdown 
came  as  a complete  shock.  Even  more 
shocking  was  the  paragraph  that  said 


physicians  must  continue  to  see  pa- 
tients, even  though  they  would  not  re- 
ceive capitation  payments  from 
Princeton.  There  had  been  no  early 
warning  signs.  In  fact,  “we  had  just  had 
a meeting  where  we  were  discussing 
streamlining  growth,”  Dr  Shapiro  said. 

Fortunately,  neither  the  reimburse- 
ment checks  nor  his  patients’  medical 
care  were  interrupted.  Dr  Shapiro  was 


able  to  shift  his  patients  over  to  North  1 
American  Medical  Management,  but  at^ 
a lower  capitation  rate.  j. 

Kelsey-Seybold  Clinic,  which  is  affil-ji 
iated  with  MedPartners,  assumed  theil 
operation  of  University  Medical  Group  i 
Clinic,  an  FPA  medical  group,  on  Au-  i 
gust  1 . But  at  press  time,  insiders  were  i 
saying  that  MedPartners  was  having  se- 
rious financial  problems.  : 


Spencer  Berthelsen,  MD,  medical  di- 
rector for  managed  care  of  Kelsey-Sey- 
bold, says  he  thinks  MedPartners  will 
remain  solvent,  primarily  because  of  its 
pharmacy  benefits  management  divi-; 
sion.  Nonetheless,  the  destiny  of  the 
clinic  has  been  discussed.  “We  believe 
that  as  a profitable  entity  Kelsey-Sey- 
bold will  survive  any  current  turmoil  in 
the  PPMC  industry.” 


TMA  resources 


TMA  and  the  Texas  Physician  Services  Organization  offer  a va- 
riety of  services  and  publications  to  assist  you  with  physician 
practice  management  issues.  Call  (800)  523-TPSO  (8776)  for  the 
appropriate  person  orTMA  department  to  access  any  of  the  following  prod- 
ucts or  services: 

• Network  development  services 

• Market  trend  information 

• Reimbursement  assistance 

• Legislative  trend  information 

• Management  services  organization  (MSO)  services 

• Mini-consults  for  coding  and  billing 

• Hassle  factor  log 

• Education/information  — articles;  publications  such  as  Risk  & Reward: 
A “How-to”  Guide  to  Choosing  an  MSO,  How  to  Negotiate  a Physi- 
cians’ Employment  Contract,  and  Transitions:  Legal  Considerations 
When  Selling  or  Closing  a Medical  Practice;  strategy  series  articles 
("Selling  Your  Practice,”  “Selecting  an  MSO”) 

• Contract  review  services 

• Tracking  and  reporting  of  issues  impacting  physicians 
Coordination  of  legal  responses 

MSO  early  warning  signs  checklist 


“The  physician  practice  management  industry,  as  we 
know  it,  is  collapsing  and  won’t  recover  for  2 to  3 years.” 
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'The  price  of  the  ticket 

Paul  Handel,  MD,  Houston  urologist 
and  president  of  the  Harris  County 
1 Medical  Society,  has  been  watching  the 
1 falling  dominoes.  “The  real  problem 
? with  the  organizations  is  that  they  don’t 
i add  any  value  to  the  delivery  of  health 
! care.  I think  the  PPMCs  are  taking  their 
* piece  of  the  action  and  the  insurance 
companies  are  taking  their  piece  of  the 
action  and  the  doctors  are  left  holding 
the  bag  on  delivering  the  care.” 

Dr  Berthelsen  believes  PPMCs  have 
delivered  considerable  value,  mention- 
I ing  that  MedPartners  and  its  predeces- 
sor, CareMark,  have  put  more  money 
into  Kelsey-Seybold  than  has  been 
; taken  out.  Over  the  past  6 years,  out- 
; patient  clinics  have  expanded  through- 
:out  Houston.  A new  3-story  campus 
(currently  is  under  construction  in  the 
‘heart  of  the  city’s  medical  district.  Dr 
t Berthelsen  says  the  revenue  stream  is 
tin  place  so  that  the  building  program 
twill  continue,  regardless  of  MedPart- 
! ners’  financial  fate. 

According  to  Dr  Berthelsen,  “The 
reason  we  have  PPMCs  is  that  the  prac- 
tice of  medicine  has  become  very  capi- 
tal intensive.  Taking  risks  with  health 
plans,  buying  more  technology,  and 
building  freestanding  surgery  centers 
require  a large  amount  of  capital,  and 
I physicians  don’t  have  access  to  the 
j money  necessary  to  compete  in  the  in- 
' creasingly  competitive  marketplace.” 

I Maiden  voyage 

i Practice  management  groups  began 
I appearing  in  Texas  in  1993.  Valley 
j Diagnostic  Clinic  in  Harlingen  was  one 
! of  PhyCor’s  first  acquisitions.  Joseph 
' Dougherty,  MD,  says  the  affiliation 
I promised  to  prepare  his  group  for  the 
I emergence  of  managed  care  by  making 
: it  “a  lean,  mean  business  machine  while 
! providing  quality  care  to  patients.”  The 
: hone3mioon  lasted  less  than  a year,  and 
[ the  marriage  was  over  in  6 years.  Valley 
1 Diagnostic  ended  up  buying  back  its 
: assets  this  summer. 

i Today,  it’s  estimated  that  6%  to  8%  of 
1 Texas  physicians  are  connected  with 
practice  management  groups.  Texas  has 
1 roughly  42  PPMCs.  Nationally,  there  are 
■ 45  publicly  traded  PPMCs  and  150  pri- 
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Does  Medical  Manager®  or  another  medical  practice 
management  software  company  have  you  over  a barrel? 


Charging  doctors  thousands  of  dollars  to  upgrade  systems  to  be  Y2K  compliant  is  Just  one 
more  example  of  physicians  being  exploited  by  software  companies.  We  are  a physician 
owned  and  operated  company,  seeking  to  put  doctors  back  in  control.  To  prove  our 
sincerity...  all  Medical  Managet®  offices  being  forced  to  upgrade  their  software  to  be  Y2K 
compliant  can  get  a FREE  license  for  our  TOPS  Bill  practice  management  software.  That's 
right!  Then,  after  6 months,  we  will  collect  a nominal  monthly  upgrade/maintenance  and 
usage  fee  only.  Our  custom  conversion  makes  transferring  your  data  from  Medical 
.Manager®  and  Medisoft  to  TOPS  almost  effortless.  TOPS  Bill  can  also  be  integrated  with 
our  charting  and  scheduling  software  for  an  unsurpassed  combination,  at  ANY  PRICE!!! 

Call  386- -•^4-983'^  now  for  information  A.  i 
about  this  limited  time  offer  or  visit  us  M^~\r  I H 
on  the  internet  at  i mv.voinntopa.com 
Ask  us  about  our  1998  Biviw  M Roadster  Giveaway.  Incredible  Software.  Amazing  value. 
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“Casey  & Casey 
increased  our 
cash  receipts  20% 
while  reducing  our 
90-day  accounts 
by  66%.” 

John  Davis.  MD 
Family  Practice 


If  you  are  a pfiysician  in 
Texas,  we  have  the  proven 
system  for  cash  flow 
improvement,  Gail  toll  free 
now.  Well  send  references, 
credentials,  and  complete 
details  on  our  billing  and 
consulting  services. 


800-575-5335 

email:  caseyq3a@ktc.e0m 


¥ 


ASEY 


CERTIFIEO  PUBLIC  ACCOUNTANTS 


...with  Texas 
Medicine  Classifieds 


Fax  or  phone  in  your 
classified  ad  or  educational 
opportunity  to  Texas  Medicine. 
Checks,  Visa  or  MasterCard  accepted. 

Phone  (512)  370-1393 
Fax  (512)  370-1632 


vate  ones.  Physician  Reliance  Network, 
PhyCor,  Physician  Resource  Group,  Con- 
centra,  and  MedPartners  manage  the 
largest  number  of  group  practices  and 
physician  organizations  in  the  state. 

Publicly  traded  PPMCs  dazzled  Wall 
Street  in  the  mid-1990s,  some  by  using 
creative  accounting.  Donald  P.  Wilcox, 
JD,  Texas  Medical  Association  general 
counsel,  explained  that  management 
companies  were  known  to  count  physi- 
cians’ fees  as  their  own  income.  “They 
had  the  money  in  trust,  but  they  were 
counting  it  as  their  money,  so  it  inflated 
their  earnings  and  value.” 

Taking  on  water 

The  wave  crested  early  this  year  when  the 


proposed  merger  of  the  nation’s  larges 
management  companies,  MedPartner; 
and  PhyCor,  fell  apart.  The  shine  wa; 
beginning  to  wear  off  the  industry  as  i 
whole.  Dr  Reece  called  it  a “culture 
clash.”  He  continued,  “It’s  very  difficult  tc 
mesh  the  culture  of  business  with  the  cul 
tures  of  physicians.  It’s  like  herding  cats 
Business  underestimated  the  strength  anc 
sense  of  independence  physicians  have  tc' 
serve  as  patient  advocates.” 

And  health  care  reality  has  hit  the 
fan.  It’s  very,  very  difficult  to  have  the  in 
frastructure,  disciplines,  and  skills  tc' 
profit  from  managing  group  practices  ir, 
the  climate  of  declining  reimbursements  I 

PPMC  stock  prices  (see  sidebar  or, 
this  page)  have  plummeted  of  late,  with! 


PPMC 
health  check 


Here  are  some  early  warning  signs  that  your  physician  practice  manage- 
ment company  may  be  headed  for  an  iceberg,  or  has  hit  one  already: 

• Any  payment  irregularities,  from  tardiness  to  variances  in  amounts. 

• Any  changes  in  contracts,  with  or  without  notice. 

• Any  changes  in  adherence  to  policies  and  procedures. 

• Lack  of  timely  response  to  questions,  problems,  and  issues. 

• Not  receiving  timely  and  adequate  management  reports. 

If  you  are  affiliated  with  a publicly  traded  company,  contact  Dun  & Brad- 
street  (www.dnb.com)  or  a similar  company  that  provides  financial  infor- 
mation on  organizations. 


PPMC 
stock  prices 


Company 

Symbol 

High  Price* 

October  1998 

Price 

MedPartners 

MDM 

35.00 

2.25 

PhyCor 

PHYC 

37.50 

4.75 

FPA 

FPAMQ 

40.00 

0.02 

Physician  Reliance  Network  PHYN 

26.00 

10.50 

Pediatrix 

PDX 

62.00 

42.50 

American  Oncology 

AORI 

24.00 

12.00 

*AII  highs  were  reached  in  1996,  with  the  exception  of  FPA,  which  peaked  in  1| 
October  1997. 
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I the  biggest  loser  being  FPA.  That  stock 
reached  a historical  high  of  $40  last  Oc- 
tober and  this  year  bottomed  out  at  2 
cents  a share.  Shareholders  have  filed 
class  action  suits  against  FPA,  MedPart- 
ners,  PhyCor,  and  Physician  Resource 
Group  because  of  the  stock  devaluation. 
Single-specialty  management  groups, 
such  as  Pediatrix  and  American  Oncol- 
ogy, have  fared  somewhat  better.  But 
even  these  stocks  have  declined. 

Further  evidence  of  industry  woes  is 
seen  in  the  cost-cutting  moves  some 
companies  are  making.  PhyCor,  the  na- 
tion’s second  largest  PPMC,  is  divesting 
practices  across  the  country,  including 
some  in  Texas.  PhyMatrix  is  closing  all 
group  practices  it  owns  and  MedPartners 
is  shutting  down  Team  Health,  its  gov- 
ernment services  unit.  And  Physician  Re- 
source Group  says  it  is  “disposing  of”  44 
of  130  practices  throughout  the  nation. 

Lifeboats 

If  you  are  holding  contracts  with  man- 
agement groups,  including  independent 
physician  associations  (IPAs),  be  on  the 
lookout  for  signs  of  financial  difficulty 
(see  “PPMC  Health  Check”  on  p 40). 
Then  find  all  contracts  and  have  them 
reviewed  by  your  attorney,  or  contact 
Texas  Physician  Services  Organization 
(TPSO)  for  referral  to  a contract  evalu- 
ation service. 

David  Hilgers,  JD,  head  of  the  health 
care  section  of  the  Austin  law  firm 
Hilgers  and  Watkins,  says  it’s  no  easy 
matter  getting  out  of  management  con- 
tracts, many  of  which  are  written  to  re- 
main in  effect  for  decades.  In  most  cases. 


the  PPMC  owns  practice  assets,  including 
the  desks,  equipment,  computers,  and 
even  employees.  “You’ve  got  to  be  able  to 
get  these  assets  back,”  Mr  Hilgers  ex- 
plains, “and  your  contract  governs  what 
rights  you  have  in  buying  them  back.” 

Life  preservers 

What  you  don’t  want  to  have  happen  is 
for  the  company  to  go  into  bankruptcy, 
because  your  contract  becomes  moot 


and  your  interests  are  no  longer  a pri- 
ority, Mr  Hilgers  counsels.  Therefore, 
here’s  how  to  protect  your  financial 
and  professional  interests: 

• Learn  as  much  as  possible  about  the 
company’s  current  financial  situation. 

• Try  to  find  out  what  its  strategies  are 
for  your  practice.  Mr  Hilgers  says 
some  companies  are  eager  to  get  rid 
of  unprofitable  entities,  while  others 
will  fight  tooth  and  nail  to  hold  on. 

• Start  laying  a paper  trail.  Write  let- 
ters, specifying  how  the  company  is 
not  performing,  according  to  the 
contract  and/or  verbal  promises. 

• Evaluate  and  document  what  types 
of  losses  you  have  suffered  as  a result 


of  the  affiliation,  including  cash  flow 
problems,  stock  losses,  and  physician 
losses.  Document  everything. 

Mr  Hilgers  notes  that  many  of  the 
publicly  held  companies  are  fighting 
class  action  suits  brought  against 
them  because  of  substantial  stock 
losses.  If  you  are  a shareholder,  you 
are  included  automatically  in  this 
suit,  unless  you  specifically  opt  out 
of  inclusion. 


• After  the  paper  trail  has  been  laid, 
initiate  conversations  with  the  com- 
pany about  terminating  the  arrange- 
ment. Mr  Hilgers  says  while  you 
should  be  relying  on  legal  counsel  at 
this  point,  it’s  not  necessary  to 
involve  a lawyer  in  these  early  dis- 
cussions. There  is  no  need  to  ruffle 
feathers  unnecessarily. 

• Dissolving  the  contract  can  be  as 
unique  as  getting  into  it.  That  is,  the 
particulars  of  your  contract,  your 
situation,  and  the  practice  manage- 
ment company  will  all  have  an 
impact  on  how  you  leave  and  what 
it  costs  you.  Mr  Hilgers  cautions  that 
it  will  not  be  an  easy  process,  and  in 
most  cases,  you  will  be  required  to 
buy  back  your  assets. 

Mr  Hilgers  goes  on  to  say  that  negoti- 
ation is  key.  Physicians  can  use  the  dam- 
ages to  the  practice  as  a leverage  tool  in 
extricating  themselves  from  the  contract. 
“They  can  say.  The  damages  I’ve  suffered 
should  be  used  to  offset  whatever  I have 
to  do  to  get  my  practice  back.’” 

Finally,  litigation  should  be  a last  re- 
sort because  it’s  expensive,  time-con- 
suming, and  may  not  be  worth  the 
effort  or  energy.  Mr  Hilgers  points  out, 
“Nobody  is  going  to  wind  up  in  a very 
good  position  out  of  these  deals;  what 
they  need  to  do  is  get  out  of  the  con- 


Possible 
FPA  remedy 


Austin  attorney  David  Bragg,  JD,  has  discovered  that  some  physicians  who 
may  have  had  a relationship  with  FPA,  actually  have  contracts  with  Sanus, 
the  insurance  company  that  evolved  into  NYLCare,  which  has  been  ac- 
quired by  Aetna.  According  to  Mr  Bragg,  that  means  “they’ve  got  a straight 
shot  “ in  recouping  unpaid  claims. 

If  you  think  you  fall  into  this  category,  Mr  Bragg  says  to  talk  with  your 
attorney  or  speak  with  him  about  your  options.  You  may  reach  the  law  firm 
of  Bragg,  Chumlea,  McQuality  & Smithers  in  Austin  at  (512)  474-5573  or  in 
Dallas  at  (214)  720-2040. 


“PPMGs  are  taking  their  piece  of  the  action 
and  the  insurance  companies  are  taking  their 
piece  of  the  action  and  the  doctors  are  left 
holding  the  bag  on  delivering  the  care.” 
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Get  some 


Action 

in  your  e-mail  box 

Action  is  going  electronic. 

Sign  up  today  to  subscribe 
to  Action,  the  newsletter, 
via  e-mail. 


WHY? 

• Don't  wait  for  snail  mail  to  bring  you 
Action’s  news,  insights  and  practice- 
saving tips 

• Get  each  monthly  issue  nearly  two 
weeks  early. 

• Get  one  less  piece  of  mail  from  TMA. 

• File  the  articles  electronically  or  instantly 
zap  them  to  your  friends  and  colleagues. 


To  subscribe,  visit  the  Members'  Only  section  of  the  TMA  Web  site  at  vwvw.texmed.org  and  follow  the 
links  from  the  home  page.  Next  month’s  issue  of  Action  will  arrive  in  your  e-mail  box,  for  free,  before 
the  ink  is  even  dry  on  the  paper  version. 


Brian  H.  Tew,  M.D.,  J.D. 

SHAREHOLDER 

Legal  representation  of  physicians 
involving:  Medical  Malpractice, 
Medical  Staff  Peer  Review, 
Texas  State  Board  of  Medical 
Examiners  (hearings,  settlement 
conferences  and  licensure). 
Economic  Credentialing, 
Managed  Care  Disputes. 

Not  Certified  by  the  Texas  Board  of  Legal  Specialization 


Hays,  McConn,  Rice  & Pickering 

400  Two  Allen  Center  - 1200  Smith  St.  - Houston,  TX  77002 


■O 


o^EYS  4^ 
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Direct  Line 
713-752-8311 


— E-maii 
BHT@HaysMcConn.com  | 
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tracts  and  get  back  to  work.  That' 
should  be  their  goal,  not  to  recoup  or! 
get  a lot  of  money,  because  these  com-| 
panies  don’t  have  any  money  anjtway.” 

Resuscitation 

So  what’s  the  future  for  your  practice 
in  terms  of  management  services?] 
Experts  see  PPMCs  reengineering 
themselves  to  do  everything  from  pro- 
vide capital  at  favorable  rates  to  offer- 
ing a menu  of  support  services. 

TMA’s  Texas  Physician  Services  Orga- 
nization (TPSO)  has  a variety  of  busi- 
ness and  management  services  available 
to  members.  “We’re  offering  an  alterna- 
tive to  physicians  selling  their  practices,” 
explains  TPSO  Director  Terri  Couch,  “so 
they  can  retain  their  autonomy  and  still 
receive  the  services  to  manage  the  busi- 
ness side  of  their  practices.” 

In  addition  to  information  and  edu- 
cation, TPSO  now  is  providing  access  to 
management  services,  including  con- 
tract review,  credentialing,  contract  data 
management,  provider  specific  stop-loss 
insurance,  and  third-party  administra- 
tion. In  early  1999,  these  services  will 
be  extended  to  include  utilization  man- 
agement and  quality  management. 
These  services  are  being  offered  through 
collaborative  agreements  with  the  Texas 
Medical  Association  Insurance  Trust, 
Texas  Medical  Foundation,  and  Texas 
Medical  Liability  Trust,  and  through  the 
credentialing  services  provided  by  the 
Bexar  County  Medical  Society. 

Recovering 

“Even  the  FPA  people  acknowledge  the 
fact  that  we  may  be  seeing  just  the  tip 
of  the  iceberg,”  said  Dr  Handel.  “And 
part  of  it  is  the  doctors,  to  this  point, 
have  allowed  it  to  happen.”  He  wants 
physicians  to  stand  up  and  stick  togeth- 
er through  TMA  and  their  county  med- 
ical societies.  “Because  as  a group  we 
have  a tremendous  voice  and  a tremen- 
dous amount  of  power.  Doctors  are  still 
in  the  driver’s  seat  and  they  always  will 
be,”  Dr  Handel  emphasizes.  “But  I 
think  we’ve  forgotten  that  we’re  the 
only  ones  who  can  practice  medicine.” 

Dr  Rittenhouse  hasn’t  forgotten,  de- 
spite his  ordeal.  “I  would  just  like  to  be 
able  to  take  care  of  my  patients.”  ★ 


42 


Texas  Medicine  ★ December  1998 


www.texmed.org 


Texas  Medical  Ass(')ciari(')n  Pcilirical  Action  Committee  ■ 401  West  15th  Street  ■ Austin,  TX  78701 
■(800)  S80M300,  ext.  1 362  - (5 12)  370A  362  - Fax:  (512)  370A633 


44 


Texas  Medicine  ★ December  1998 


www.texmed.org 


E 


Text  by  Laura  J.  Albrecht,  Photo  editor 


•\ntonio  emergency  medicine  specialist  Don  Gordon,  MD, 
PhD.  Along  with  the  gallery  of  Dr  Gordon’s  activities  you 
Afill  find  pearls  of  wisdom  from  TMA  leaders  about  the 
importance  of  getting  involved  in  organized  medicine. 

“It’s  just  the  nature  of  the  job,”  Dr  Gordon  said  about 
iiis  ever-growing  professional  “to  do”  list.  “It  certainly 


helps  if  you  enjoy  your  work.  If  you  do  the  things  you  like 
to  do,  then  there  is  no  conflict.” 

But  fitting  all  the  pieces  in  the  puzzle  of  life  can  be 
challenging.  Dr  Gordon’s  answer  is,  “You  make  time.” 

Now,  sit  back  and  enjoy  some  time  with  his  patients, 
family,  students,  and  colleagues.  ★ 
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“Part  of  being 
a professional 

is  making  the  world  a better  place. 

And  the  only  way  to  do  that 
is  to  get  involved.  We  need  vehicles  like 
the  Texas  Med  ical  Association, 
o wr  co  unty  medical  societies,  and  the 
American  Medical  Assoc  kit  ion 
because  collectively  we  can  influerwe 
a,  lot  more  than  we  can  as 
single  individuals.  Participating 
a nd  (jiving  back  are  part  of  o ur 
responsibilities  a nd  part  of  the  benefit 
of  being  in  the  profession  of  medicine!’ 


Dr  Gordon  responds  to  questions  from  a class  of 
Green  Berets  training  for  emergency  medicine. 
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Dr  Gordon  keeps 
the  Green  Berets'  attention. 
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Dr  Gordon  checks  supplies 
aboard  a San  Antonio  fire  truck. 
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Dr  Gordon  meets  with 
San  Antonio  paramedics. 


San  Antonio  paramedics  Dwight  Andreas,  far  left,  and  Ed  Folks 
confer  with  Dr  Gordon,  the  medical  director  for  San  Antonio  EMS. 
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Dr  Gordon  takes  an  emergency  call  from  another  paramedic 
while  checking  a San  Antonio  rig  with  paramedic  Ed  Folks. 
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‘‘Medicine  Is  still  looked  upon  as  an  honored 

profession  lhal  con  he  Irusled.  All  llie  good  n'C  do  for  llte  pnblie  is  a rejleelion 
of  n'h  a I ire  do  as  indi  rid  tads.  Who  I organized  niedieine  does  is  address  issues 
sne/i  as  pnhlie  heallh  and  gel  l/iings  done  ire  can  7 do  as  individuals  — 
public  heallh,  legislalioirand  all  Ihe  issues  lhal  affecl  the  heallh  of  Texans.  We  have 
slrnctnres  TMA.AMA,  and  the  TMA  Fonndalion  — lo  represenl  physicians.’’ 
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Dr  Gordon  teaches  procedures 
during  CPR  Day. 


‘The  cure  is  in  your  hands’ 

is  what  I say  to  physicians  who  find  medicine  more  frustrating  than  they  expected. 

Involvement  can  range  from  taking  5 minutes  to  'write  a check  [ to  he  a county 
medical  society/rMA,  or  AM  A.  'member]  to  'volunteering  a few  ho'urs  a 'year  in  your 
cornmunity  to  holding  office  on  the  state  or  'national  level.  / recognize  that 
everybody  has  different  passions,  a nd  / a m 'willing  to  ackno'wledge  there  are  many 
people  who  are  not  going  to  upend,  their  free  time  with  organized,  medicine. 

The  system  will  not  get  better  'wnless  our  most  mteUige.nt  rese.arche.'rs,  O'ur  data  gatherers, 
and  th  inkers  outside  the  box  are  'parHci'pati'ng.  We  O'we  it  to  O'lir  'p-rofession.” 
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Six>year>old  Hannah  Pogue  of  San  Antonio  learns 
lifesaving  techniques  during  CPR  Day  coordinated  by  Dr  Gordon. 


Staying  on  top 
of  technology  is  vital. 


What  else  is  new? 
More  paperwork. 
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Dr  Gordon  and  George  Rodgers,  MD,  of  Austin, 
discuss  cardiovascular  disease  and  stroke. 
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Dr  Gordon  meets  with  Texas  Department  of  Health 
Bureau  of  Emergency  Management  Chief  Gene  Weatherall 
during  a meeting  of  the  TM  A Committee 
on  Emergency  Medical  Services  and  Trauma. 


“Cancer  prevention 

is  not  only  my  cause  but  it  is  also 
part  of  my  job.  Working  with 
committees  and  councils  and 
lobby  ing  governmen  t for  cha  nge  is 
what  I have  done  for  the  last  Id  yearsl 
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Dr  Gordon  takes  notes  during  a meeting  of  the 
Texas  Coalition  on  Cardiovascular  Disease  and  Stroke  in  Austin. 
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“It  s a moral  obligation 

to  get  involved  in  the  whole  process.  Being  involved  in  organized  medicine 
is  one  of  the  most  valuable  a mi  educational  things  I do  for  my  practice  as  well  as 
for  my  personal  development.  1 gain  so  m uch  more  than  I (give.  There  is  so  much  more 
to  practicing  medicine  tha  n sitting  in  an  exam  room  with  your  patient. 

The  whole  environment  you  practice  in  and  the  environment  your  patients 
receive  care  in  is  affected  more  than  what  is  on  that  prescription  pad!’ 


S c’  iS  A X R iM)  I ) W X N . M I ) . F ( ) H 'r  ( ) p>  h 
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The  bedside  manner  of  Dr  Gordon 
comforts  Tomas  Martinez. 
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Angel  Soto,  LVN,  and  Dr  Gordon 
discuss  patient  care. 


Dr  Gordon  responds  to  calls 
from  emergency  services  24  hours  a day. 


Dr  Gordon  heads  out 
to  teach,  inspect,  or  treat. 


Dr  Gordon  leaves  the  building 
to  look  at  a rig. 
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‘Everyone  involved 

hi  medicine  ought  to  be  involved 
in  the  house  of  medicine. 

Our  house  of  medicine  - 
the  Texas  Medic(d  Association  — 
is  a ma rvelously  run  organization 
that  helps  alt  of  Texas,  physicia  ns, 
and  our  patients.  / think  jjou  can 
make  an  (d)sotufe  real  difference. 

/ say  carry  fonvard  and  do  the  good 
ivork  because  if  is  there  to  get  done!’ 

I.  A U I!  A X ('  K N.  X I ('Kiev.  Ml),  K I.  I’aso 


Dr  Gordon  helps  his  wife,  Judy, 
celebrate  her  birthday. 
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Granddaughter  Melanie 
gets  a hug. 
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Texas  breaks  new  ground 

Aetna  appeals  judge’s  ruling  saying  patients  may  sue  HMOs  for  malpractice 


Artman 


FI  our  weeks  after  a Houston  federal 
district  judge  upheld  a landmark 
Texas  law  that  allows  patients  to 
sue  their  health  maintenance  or- 
ganizations (HMOs)  for  medical 
malpractice,  Aetna  US  Healthcare 
went  back  to  court  in  October  to 
appeal  the  decision.  Aetna  had  delayed 
the  law  for  a year  after  it  was  enacted  with 
its  lawsuit  against  the  state  and  had  said  it 
would  not  appeal  the  decision. 

However,  the  TMA-supported  law  will 
stand  while  Aetna  appeals  to  the  US  5th 


Circuit  Court  of  Appeals. 


By  Teri  Moran,  Senior  editor 
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Soon  after  the  Texas  Legislature 
passed  Senate  Bill  386  last  year,  Aetna 
I US  Healthcare  sued  the  state,  claiming 
the  law  violates  the  federal  F.mployee  Re- 
tirement Income  Security  Act  (F.RISA), 
which  governs  most  employer-paid  bene- 
fit plans,  including  health  plans.  Aetna  is 
one  of  the  largest  corporations  in  the 
country,  with  total  assets  of  $96  billion. 
It  provides  health  care  coverage  for  more 
than  20  million  Americans. 

Although  Judge  Vanessa  Gilmore 
upheld  the  primary  part  of  SB  386  that 
allows  patients  to  sue  HMOs  for  mal- 
practice, she  left  open  the  vexing  ques- 
tion of  the  kinds  of  treatment  decisions 
for  which  HMOs  may  be  held  liable. 
She  also  threw  out  some  of  the  law’s 
provisions  that  were  drafted  specifi- 
cally to  protect  physicians  from  pruri- 
ent HMO  practices. 

Judge  Gilmore  ruled  that  ERISA  pre- 
empted — for  plans  covered  under 
ERISA  — the  part  of  SB  386  that  pro- 
hibits HMOs  from  retaliating  against 
physicians  when  they  advocate  for 
their  patients  by  going  up  against  HMO 
decisions.  And,  she  struck  down  the 
bill’s  prohibition  against  “hold  harm- 
less” clauses  in  HMO  contracts  that 
force  physicians  to  relieve  HMOs  up- 
front of  any  liability. 

Judge  Gilmore  also  tossed  out  the 
state’s  successful  independent  review 
organization  (IRO)  program  that  SB 
386  instituted.  Ironically,  HMOs  origi- 
nally had  advocated  for  the  IRO  process, 
believing  it  could  mitigate  an  expected 
increase  in  lawsuits.  In  the  IRO  pro- 
gram, independent  physician  reviewers 
evaluate  HMO  denials,  and  their  deci- 
sions are  binding.  More  than  half  of  the 
nearly  270  reviews  completed  since  the 
program’s  inception  on  November  1, 
1997,  have  found  in  favor  of  HMOs. 

Texas  Atty  Gen  Dan  Morales  says  he 
was  pleased  Judge  Gilmore  upheld  the 
state  law.  “It  is  only  right  that  when  an 
HMO  denies  or  limits  health  care  for  a 
member  resulting  in  a continuation  or 
exacerbation  of  medical  problems,  it  is 
held  accountable  for  that  decision.” 

Attorney  General  Morales  is  appeal- 
ing only  those  parts  of  SB  386  that 
Judge  Gilmore  said  ERISA  preempted. 
At  first,  Aetna  had  said  it  was  satisfied 
with  the  decision  and  would  not  appeal 
it.  Company  spokesperson  Jill  Griffiths 


told  the  Dallas  Morning  News  in  Sep- 
tember that  Aetna  chose  not  to  appeal 
because  the  insurer  lielieved  the  deci- 
sion restricted  malpractice  lawsuits 
against  HMOs  to  cases  in  which  poor 
care  is  actually  delivered,  not  when 
there  are  disputes  over  HMO  treatment 
decisions. 

But  in  late  October,  Aetna  filed  a no- 
tice of  cross  appeal,  which  Ms  Griffiths 
says  reserves  its  right  to  respond  ap- 
propriately to  whatever  is  in  the  state’s 
appeal.  “Ours  is  not  a specific  appeal 


on  any  specific  issue.  We  filed  our  no- 
tice of  cross  appeal  so  that  we  could 
preserve  the  integrity  of  Judge 
Gilmore’s  decision.” 

Ms  Griffiths  says  Aetna  does  not  ob- 
ject to  the  state’s  appeal  on  the  IRO  is- 
sue, but  would  be  able  to  respond  to 
any  other  areas  of  appeal  the  state 
raises  by  filing  its  own  cross  appeal. 

Judge  Gilmore’s  66-page  decision 
was  praised  by  both  sides  for  its  thor- 
ough and  even-handed  analysis.  “We  are 
pleased  and  not  necessarily  surprised 
that  Judge  Gilmore  affirmed  the  state’s 
right  to  regulate  questions  involving 
medical  negligence  and  the  quality  of 
health  care  services  under  a covered 
benefit,”  said  Robert  W.  Sloane,  Jr,  MD, 
chair  of  Texas  Medical  Association’s 
Council  on  Legislation.  Dr  Sloane  urges 
federal  legislators  to  heed  Judge 
Gilmore’s  urging  to  do  their  job  by  clari- 
fying ERISA’s  intent.  “It  is  vital  that  Con- 
gress clarify  that  doctors,  not  insurance 
companies,  make  medical  decisions,  and 
that  when  those  insurers  impose  their 
judgment  or  interfere  with  medical  deci- 
sions, they  should  be  held  accountable.” 

Texas  was  the  first  state  to  pass  a 
law  that  holds  HMOs  responsible  for 
negligent  decisions,  and  in  its  chal- 
lenge of  the  law,  Aetna  failed  to  prove 
that  ERISA  should  continue  to  shield 
HMOs  in  quality-of-care  matters. 


Twisting  ERISA 

Congress  passed  ERISA  in  1974  both  to 
protect  people  from  losing  their  pen- 
sions and  to  encourage  companies  to 
provide  employee  benefits  by  mtiking  it 
easier  for  them  to  conduct  business 
across  state  lines. 

“After  years  of  loyal  service  to  their 
employers,  many  people  were  retiring 
only  to  find  no  money  in  their  retire- 
ment funds  thanks  to  thievery  or  mis- 
management, usually  at  the  hands  of 
employers  or  unions,”  said  Donald  R 


Wilcox,  JD,  TMA’s  general  counsel. 
“And  numerous  state  laws  governing 
employee  benefit  plans  had  made  it 
challenging  and  expensive  for  compa- 
nies to  provide  them.” 

No  private  employer  is  required  to 
provide  employee  benefit  plans  such  as 
pensions,  health  care,  disability,  or  death 
benefits,  but  ERISA  encouraged  compa- 
nies to  do  so  by  providing  them  substan- 
tial immunities  from  state  laws.  ERISA 
said  states  couldn’t  try  to  tell  companies 
what  kinds  of  benefits  they  had  to  offer. 
It  established  a restricted  set  of  worker 
rights  and  set  uniform  federal  standards 
for  employer-funded  benefit  plans. 

But  ERISA  was  passed  before  the 
standard  kind  of  health  care  employers 
provided  was  managed  care,  with  its 
concurrent  utilization  review  as  op- 
posed to  fee-for-service  plans’  prospec- 
tive review.  In  fee-for-service  plans,  the 
decision  of  whether  to  provide  care 
was  left  to  physicians.  Any  questions 
about  whether  a particular  treatment 
was  covered  by  the  plan  arose  almost 
always  after  the  care  was  given. 


Legal  articles  in  Texas  Medicine  are  intended  to  help 
physicians  understand  the  law  by  providing  legal  infor> 
mation  on  selected  topics.  These  articles  are  pub- 
lished with  the  understanding  thatTMA  is  not  engaged 
in  providing  legal  advice.  When  dealing  with  specific 
legal  matters,  readers  should  seek  assistance  from 
their  attorneys. 


“It  is  vital  that  Congress  clarify  that  doctors, 
not  insurance  companies,  make  medical  decisions, 
and  that  when  those  insurers  impose  their  judgment 
...  they  should  be  held  accountable.” 
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In  managed  care,  when  patients  are 
harmed  because  of  treatment  delays  or 
denials,  ERISA’s  very  broad  preemption 
clause  says  federal  law  “shall  super- 
sede any  and  all  state  laws”  as  they  “re- 
late to  any  employee  benefit  plan.” 

Supported  by  state  courts  that  felt 
they  couldn’t  touch  federal  law,  man- 
aged care  plans  have  long  been  pro- 
tected from  liability  because  they  could 
argue  successfully  that  any  treatment 
delay  or  denial  “related”  to  the  em- 
ployee benefit  plan. 

When  patients  have  tried  to  sue  in 
state  court,  their  cases  have  been  re- 
moved to  federal  courts  where  the 
usual  state  remedies  such  as  malprac- 
tice and  wrongful  death  do  not  apply. 

A patient  could  sue  for  having  had  a 
benefit  denied,  but  the  health  plan’s  de- 
cision could  be  reversed  only  if  it  was 
found  to  have  been  arbitrary  and  capri- 
cious, a nearly  impossible  standard  to 
meet.  And  ERISA  limits  damages  just 
for  the  amount  of  the  benefit  denied  — 
not  for  lost  wages,  medical  costs,  com- 
pensatory damages,  payments  for  pain 
and  suffering,  or  punitive  damages. 

In  short,  HMOs  had  argued  success- 
fully that  just  about  any  medical  deci- 
sions of  theirs  were  “related”  to  their 
employee  benefit  plans  and  were  there- 
fore preempted  by  ERISA. 

“But  ERISA  was  never  intended  to 
shield  HMOs  from  liability,”  Mr  Wilcox 
said.  “The  Texas  remedy  has  been  intro- 
duced in  other  states,  and  Judge 
Gilmore’s  decision  has  generated  a great 
deal  of  interest  as  other  states  attempt 
to  craft  solutions  to  managed  care  prob- 
lems and  the  sticky  ERISA  preemption.” 

ERISA  coming  undone 

“In  recent  years,  courts  around  the 
country,  including  the  US  Supreme 
Court,  have  expressed  discontent  and 
frustration  at  having  their  hands  tied 
by  ERISA  when  managed  care  compa- 
nies have  been  negligent,”  said  Harold 
Freeman,  assistant  director  of  TMA’s 
Legislative  Affairs  Department. 

In  her  opinion.  Judge  Gilmore  cited 
several  earlier  cases  that  had  addressed 
ERISA,  and  mentioned  the  presiding 
judges’  frustrations.  In  one  case  she 
cited,  Andrews-Clarker  v Travelers  In- 


surance Co,  a Boston  judge  said  in  his 
ruling,  “This  case  . . . becomes  yet  an- 
other illustration  of  the  glaring  need 
for  Congress  to  amend  ERISA  to  ac- 
count for  the  changing  realities  of  the 
modern  health  care  system.  Enacted  to 
safeguard  the  interests  of  employees 
and  their  beneficiaries,  ERISA  has 
evolved  into  a shield  of  immunity  that 
protects  health  insurers.” 

Judge  Gilmore  also  discussed  the 
classic  ERISA  case,  Corcoran  v United 
Healthcare.  In  Corcoran,  a woman’s 
physician  wanted  to  hospitalize  her 
near  the  end  of  her  second  high-risk 
pregnancy,  but  United’s  utilization  re- 
view organization  said  hospitalization 
wasn’t  medically  necessary  and  re- 
fused. Instead,  it  provided  her  10  hours 
of  daily  home  nursing  care.  When  the 
nurse  was  off  duty,  the  fetus  went  into 
distress,  and  the  baby  was  lost. 

The  panel  of  appellate  judges  of  the 
5th  Circuit  in  Corcoran  had  some  choice 
words  for  ERISA,  when,  to  follow  the 
law,  it  had  to  rule  against  damages  for 
Florence  Corcoran.  The  panel  said,  “The 
result  ERISA  compels  us  to  reach  means 
that  the  Corcorans  have  no  remedy,  state 
or  federal,  for  what  may  have  been  a se- 
rious mistake.”  It  added,  “Finally,  cost 
containment  features  such  as  the  one  at 
issue  in  this  case  did  not  exist  when  Con- 
gress passed  ERISA  . . . the  world  of  em- 
ployee benefit  plans  has  hardly  remained 
static  since  1974.  Fundamental  changes 
such  as  the  widespread  institution  of  uti- 
lization review  would  seem  to  warrant  a 
reevaluation  of  ERISA  so  that  it  can  con- 
tinue to  serve  its  noble  purpose  of  safe- 


guarding the  interests  of  employees.  Our 
system,  of  course,  allocates  this  task  to 
Congress,  not  the  courts,  and  we  ac- 
knowledge our  role  today  by  interpreting 
ERISA  in  a manner  consistent  with  the 
expressed  intentions  of  its  creators.” 

Judge  Gilmore  echoed  those  cases 
when  she  also  urged  Congress  to  clarify 
ERISA.  “Interpreting  the  legislative  in- 
tent concerning  the  scope  of  ERISA 
preemption  can  only  be  accomplished 
by  the  courts  after  the  legislature  has 
done  its  job,”  she  said  in  a footnote. 

TMA  and  the  American  Medical  As- 
sociation lobbied  hard,  but  unsuccess- 
fully, this  congressional  session  to  pass 
a bill  that  would  remove  the  ERISA 
loophole  for  managed  care  organiza- 
tions. They  came  within  6 votes  of 
passing  a Democratic  bill  in  the  House 
that  was  much  stronger  than  the  Re- 
publican version  that  was  later  passed. 
Subsequent  efforts  to  pass  ERISA  re- 
form failed  in  the  Senate,  but  the  issue 
is  expected  to  be  revisited  next  session. 

How  the  day  was  won, 
how  it  will  play  out 

Judge  Gilmore  ruled  that  when  care  is 
provided  and  it  is  “negligently  arranged 
for,”  that  it  is  clearly  not  preempted  by 
ERISA.  But  if  it  is  a question  of  deter- 
mination of  benefits,  it  is  preempted. 

“Basically,  Judge  Gilmore  said  that  if 
the  Corcoran  case  were  held  today,  the 
5th  Circuit  — based  upon  subsequent 
cases  that  narrowed  the  ERISA  pre- 
emption, including  US  Supreme  Court 
cases  — may  have  ruled  differently,” 
Mr  Freeman  said. 


Which  plans  are  covered 
by  ERISA? 


In  a self-funded  benefit  plan,  the  employer  assumes  the  financial  risk,  but  an 
outside  party  such  as  an  insurance  company  may  administer  the  plan.  In  an  in- 
sured plan,  an  insurance  company  or  health  maintenance  organization  (HMO) 
serves  as  the  underwriter  and  assumes  the  risk.  Both  kinds  of  plans  are  cov- 
ered by  ERISA.  The  state  can  regulate  aspects  of  insured  and  HMO  health 
products,  but  pure  self-funded  plans  are  still  off  limits  to  state  regulation. 

According  to  the  Office  of  the  Attorney  General,  80%  of  Texas  residents 
who  get  their  health  coverage  through  an  employee-benefit  plan  are  in 
ERISA-covered  plans.  But  only  about  40%  belong  to  ERISA  self-funded  plans. 
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Dallas  physicians 
leave  Aetna’s  HMO 


After  months  ot  unsuccessful  negotiations,  some  450  Dallas  physicians 
canceled  their  contracts  with  Aetna  in  October,  saying  the  insurer  had 
made  it  impossible  to  manage  their  patients'  care.  It  is  believed  to  be  the 
largest  such  departure  ot  physicians  from  a managed  care  plan  and  a move 
that  effects  some  26,000  Aetna  beneficiaries,  who  now  must  choose  be- 
tween their  physicians  and  Aetna. 

“We  have  been  able  to  work  cooperatively  with  other  major  HMO  payers 
in  the  metropolis  in  a collaborative  manner  to  improve  the  quality  and  effi- 
ciency of  health  care  delivery,”  said  Ralph  Turner,  MD,  president  of  Genesis 
Physicians  Practice  Association.  “However,  Aetna  could  not  meet  industry 
standards  in  providing  basic  clinical  and  financial  information  we  needed 
to  operate  effectively.” 

Trouble  began  brewing  more  than  a year  ago  between  the  physicians  of 
Genesis,  who  are  associated  with  Presbyterian  Healthcare  System,  and 
Aetna’s  HMO.  Genesis  physicians  who  contracted  with  Aetna’s  HMO  say 
Aetna  did  not  pay  claims  on  time  and  did  not  provide  them  with  patient  in- 
formation they  needed  to  monitor  their  contracts,  such  as  referral  and  pre- 
scription patterns,  and  treatments  and  hospitalizations  of  patients.  Aetna 
has  denied  the  accusations. 

By  July,  Genesis  canceled  its  contracts  with  Aetna’s  HMO.  Aetna  retali- 
ated by  enforcing  an  “all  products”  contract  clause  that  said  physicians  had 
to  agree  to  participate  in  every  Aetna  health  plan  if  they  wanted  to  partici- 
pate in  any  Aetna  health  plan.  Physicians  couldn't  opt  out  of  Aetna’s  HMO 
and  stay  with  its  point-of-service  or  preferred  provider  organization  plans. 

“Aetna  will  not  relent  on  our  doctors’  modest  request  to  correct  opera- 
tional problems  that  have  made  it  impossible  to  manage  their  patients’ 
care,”  said  Robert T.  Gunby,  Jr,  MD,  president  of  Dallas  County  Medical  So- 
ciety. “Remember,  this  is  an  HMO  that  cannot  on  a daily  basis  tell  its  con- 
tracting doctors  where  or  who  its  patients  are,  what  kinds  of  medications 
they  are  taking,  or  even  what  hospitals  they  are  in. 

“Unfortunately,  it  appears  there  is  no  softening  in  Aetna’s  hard  line.  Our 
physicians  have  been  steadfast  in  their  insistence  that  they  should  be  able 
to  manage  care  and  not  just  have  to  manage  costs.”  The  Genesis  departure 
became  effective  October  10. 

Physician  groups  across  the  country  have,  or  are  having,  similar  prob- 
lems with  Aetna,  the  nations’  fourth  largest  health  insurance  company. 
Physicians  in  Ohio,  New  Jersey,  Virginia,  Arizona,  and  Florida  have  com- 
plained about  Aetna’s  contracts  and  business  practices. 

The  American  Medical  Association  has  received  more  physician  com- 
plaints about  Aetna  than  any  other  health  insurer,  and  the  Texas  Department 
of  Insurance  has  received  a high  number  of  physician  complaints  about  Aetna 
as  well.  Chief  among  the  complaints  is  the  terms  of  Aetna’s  contracts  with 
physicians,  which  have  included  gag  clauses  and  hold  harmless  clauses. 

In  late  October,  Reuters  News  Service  reported  that  Aetna  had  an- 
nounced it  was  implementing  in  several  states  new  physician  contracts 
rewritten  in  “plain  language”  that  contain  specific  antigag  clauses.  Ac- 
cording to  Reuters,  the  company  also  said  the  new  contracts  ”...  clearly 
state  that  physicians  make  all  medical  decisions  for  their  patients  while  the 
health  plan’s  role  is  to  make  coverage  determinations.” 


The  Corcoran  Judges  followed  the  let- 
ter of  the  law  by  deciding  that  ERISA 
preempted  the  plaintiffs’  medical  mal- 
practice claim  because  the  claim  was 
based  on  a benefit  determination  United 
had  the  right  to  make,  Mr  Freeman  says. 
“Judge  Gilmore  felt  that  the  fact  situa- 
tion of  Corcoran  would  have  restricted 
ERISA’s  broad  preemption  of  the  case, 
because  care  for  Mrs  Corcoran  was  actu- 
ally arranged  for,  but  probably  was  not 
the  appropriate  care  she  needed.” 

But,  she  went  further  in  her  deci- 
sion, Mr  Freeman  says,  by  saying  that 
states  always  have  had  the  authority  to 
regulate  the  quality  of  care  given  to 
their  citizens.  And  when  that  care  is 
negligently  arranged  by  denying  it, 
that  in  itself  effects  the  quality  of  care, 
and  states  should  be  able  to  regulate 
certain  kinds  of  care  denials  by  allow- 
ing patients  to  sue  for  them. 

The  stickler  lies  in  how  courts  will 
determine  whether  a case  rests  on  a 
quality-of-care  issue  or  benefits  deter- 
mination, Mr  Freeman  adds.  “These 
will  be  argued  case  by  case.  Patients 
and  their  lawyers  will  say  that  no  care 
affects  the  quality  of  care  as  well.  And 
HMOs  will  say  that  everything  is  a ben- 
efit determination.” 

Aetna  probably  believes  Judge 
Gilmore  is  saying  that  medical  necessity 
is  a coverage  decision,  Mr  Freeman  says, 
“but  I don’t  think  that’s  what  she  meant.” 

The  first  lawsuit  under  the  law  was 
filed  in  Tarrant  County  in  October 
against  NYLCare  of  Texas,  an  Aetna 
subsidiary,  and  14  other  NYLCare-re- 
lated  defendants  on  behalf  of  a 68- 
year-old  NYLCare  beneficiary  who 
committed  suicide  in  July.  Joe  Plocica’s 
physician  had  requested  an  extension 
of  his  patient’s  inpatient  psychiatric 
stay  for  severe  depression  and  suicidal 
impulses,  the  plaintiff’s  petition  says, 
but  Mr  Plocica  was  discharged  from  a 
Fort  Worth  hospital  over  his  physician’s 
written  objections.  He  drank  a half  gal- 
lon of  antifreeze  within  24  hours  of  his 
release  and  later  died.  ★ 
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How  do  you  stack  up? 

Here’s  an  easy  E/M  coding  tool  to  tell  you  where  you  stand 

In  an  effort  to  offer  you  an  efficient 
way  to  evaluate  your  billing  practices, 
the  Texas  Medical  Association  is  mak- 
ing available  a report  from  Blue  Cross 
Blue  Shield  of  Texas  that  details  the 
frequency  of  evaluation  and  manage- 
ment (E/M)  coding  by  specialty. 

Bradley  Reiner,  TMA’s  assistant  director  of  health  care  fi- 
nancing, said,  “Since  Medicare  has  been  advocating  self-as- 
sessment, this  information  gives  physicians  a unique 
opportunity  to  evaluate  their  own  practices  and  know  ex- 
actly where  they  fall  in  relation  to  their  peers.  They  should 
take  advantage  of  this  information  and  review  their  billing 
patterns  to  see  if  some  claims  could  be  questionable,  and 
take  appropriate  action  as  needed.” 

A capsule  of  information  follows  on  the  E&M  Sei-vice  Dis- 
tribution Report  for  the  period  January  through  June  1997, 
the  latest  data  available.  These  charts  show  the  coding  pat- 
terns for  established  patient  office  visits  (99211-99215),  sub- 
sequent hospital  visits  (99231-99233),  and  office  visits  or 
outpatient  consultations  (99241-99245)  used  in  Texas  by  all 
specialties,  as  well  as  for  specialists  in  general  practice,  gen- 
eral surgery,  cardiology,  internal  medicine,  and  ophthalmol- 
ogy. The  numbers  show  how  many  times  each  code  was  used 
for  every  100  patient  encounters  in  Texas. 

The  complete  document  includes  the  coding  breakdown 
for  all  specialties  and  is  available  on  the  TMA  Web  site  in  the 
“Business  of  Medicine”  section  at  www. texmed.org/business 
_medicine/bm_medicare.html.  ★ 


By  Laurie  Stoneham,  Associate  editor 
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E/M  service  distribution  report 

Source:  Blue  Cross  Blue  Shield  of  Texas 
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Cardiology 


Source:  Blue  Cross  Blue  Shield  of  Texa: 
Note:  Totals  may  exceed  100  due  to  rounding 
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The  occurrence  of  Rocky  Mountain  spot- 
ted fever,  human  monocytotropic  ehrli- 
chiosis, tularemia,  tick-borne  relapsing 
fever,  and  a southern  erythema  migrans- 
like  illness  (Lyme/Lyme-like  disease)  is 
determined  by  the  geographic  distribu- 
tion and  seasonal  activity  of  the  particu- 
lar vector  tick(s).  The  flulike  signs  and 
symptoms  early  in  the  course  of  spotted 
fever  rickettsiosis,  ehrlichiosis,  tu- 
laremia, and  relapsing  fever  are  nonspe- 
cific and  do  not  readily  suggest  a 
particular  diagnosis.  Laboratory  diagno- 
sis, particularly  during  the  acute  stage  of 
illness,  often  is  elusive.  Empiric  treat- 
ment with  doxycycline  can  be  lifesaving 
for  Rocky  Mountain  spotted  fever  and 
ehrlichiosis.  This  article  provides  insight 
into  the  significance  of  each  of  these  tick- 
transmitted  diseases  in  Texas. 


From  the  World  Health  Organization  Collaborat- 
ing Center  for  Tropical  Diseases,  The  University  of 
Texas  Medical  Branch,  Galveston,  Tex.  Send 
reprint  requests  to  Dr  Walker,  professor  and  chair. 
Department  of  Pathology,  The  University  of  Texas 
Medical  Branch,  301  University  Blvd,  1.116 
Keiller  Bldg,  Galveston,  TX  77555-0609. 
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Tick-borne  diseases  in  Texas: 
a 10-year  retrospective  examination  of  cases 

ADRIAN  N.  BILLINGS,  PHD 
JULIE  A.  RAWLINGS,  PHD 
DAVID  H.  WALKER,  MD 


Other  than  being  considered  as 
outdoor  pests,  ticks  transmit 
more  different  vector-borne 
pathogens  than  any  insect  or 
other  arthropod  in  the  United 
States  (1).  Although  tick-borne  dis- 
eases occur  infrequently,  many  can 
cause  significant  suffering  and  mortali- 
ty if  not  diagnosed  and  treated  in  a 
timely  and  appropriate  manner. 
Diagnosis  of  tick-borne  illnesses  is 
complicated  by  the  facts  that  tick  bites 
are  not  always  apparent  to  the  patient 
or  to  the  clinician  and  that  clinical 
signs  and  symptoms  of  tick-borne  dis- 
eases are  often  nonspecific.  This  article 
is  intended  to  remind  clinicians  and 
public  health  officials  of  the  major  tick- 
borne  infectious  diseases  that  occur  in 
Texas  with  the  goal  of  prompting  them 
to  consider  rickettsiosis,  ehrlichiosis, 
tick-borne  relapsing  fever,  Lyme  or 
Lyme-like  disease,  and  tularemia  in  the 
differential  diagnosis  of  a febrile 
patient  with  a history  of  possible  tick 
exposure  during  outdoor  activity. 
Babesiosis,  Colorado  tick  fever,  and 
Powassan  fever  will  not  be  discussed  in 
this  article  because  these  tick-borne 
diseases  are  not  known  to  be  endemic 
to  Texas.  Nonetheless,  the  possibility  of 
emergence  or  importation  of  either  the 
pathogen  or  the  disease  from  endemic 
areas  cannot  be  discounted. 

The  beginning  of  spring  coincides 
with  increased  activity  of  both  ticks 
and  humans  in  the  outdoors.  Because 
of  the  ensuing  human-tick  encounters, 
the  potential  for  tick-transmitted  infec- 
tious disease  begins  in  the  spring,  in- 
creases through  the  summer,  and  even 
persists  into  the  fall  and  winter  in  the 
warmer  regions  of  the  state  (Table  1). 

ROCKY  MOUNTAIN  SPOTTED 
FEVER 

Rocky  Mountain  spotted  fever  (RMSF) 
is  a tick-borne,  obligately  intracellular 
bacterial  infection  caused  by  Rickettsia 
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rickettsii,  which  disseminates  to  involve 
the  blood  vessels  of  any  organ  (2)  and,| 
if  left  untreated,  may  result  in  a life- 
threatening  illness.  The  disease  isi 
transmitted  to  man  through  the  saliva' 
of  an  infected,  feeding  tick  or  by  cont- 
amination of  the  skin  with  crushed  in- 
fected tick  tissues.  Cases  of  RMSF  are 
required  to  be  reported  to  the  Texas  De- 
partment of  Health.  In  the  10  years 
from  1986  to  1996,  Texas  clinicians  di- 
agnosed and  reported  119  cases  to  the 
state  health  department  (Fig  1).  Be- 
cause of  the  disease’s  nonspecific  symp- 
toms, additional  cases  probably  were 
misdiagnosed  and  not  reported.  An  en- 
demic region  of  spotted  fever  is  located 
in  north  central  and  northeastern 
Texas,  but  cases  were  reported  from  all 
regions  of  the  state. 

The  following  data  were  collected 
from  review  of  the  119  cases  of  RMSF 
reported  in  Texas  from  1986  to  1996. 
Cases  can  occur  year  round;  however, 
90%  of  the  reported  cases  occurred 
from  March  through  August,  which  co- 
incides with  the  seasonal  activity  of 
Dermacentor  variabilis  (American  dog 
tick),  the  classically  recognized  vector 
of  RMSF  in  the  eastern  two  thirds  of 
the  United  States  (Fig  2)  (3).  A rise  and 
plateau  in  cases  occurred  between 
April  and  July.  Ages  among  these  cases 
ranged  from  3 months  to  82  years.  The 
disease  was  diagnosed  more  frequently 
in  males  (70%)  than  in  females.  Cau- 
casians accounted  for  91%  of  cases, 
78%  of  cases  were  hospitalized,  and 
the  mortality  rate  was  an  alarming 
8.5%.  Table  2 shows  the  reported  clini- 
cal manifestations. 

Onset  of  illness  generally  begins 
abruptly  with  fever,  myalgia,  and  severe 
headache  after  a median  incubation  pe- 
riod of  7 days  (range  2 to  14  days)  af- 
ter tick  bite  (4).  The  temperature 
generally  climbs  higher  than  102°  F 
during  the  illness  (5).  The  characteristic 
rash  rarely  is  seen  on  the  first  day  of  ill- 
ness but  usually  is  seen  3 to  5 days  af- 
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Table  1.  Major  tick-borne  diseases  in  Texas. 


Rocky  Mountain  spotted  fever* 

Human  monocytotropic  ehrlichiosis* 
Tick-borne  relapsing  fever* 
Lyme/Lyme-like  disease* 

Hilaremia 

*Reportable  to  the  Texas  Department  of  Health 

i 

1 Table  2.  Clinical  manifestations  of  1 19  cases  of 
Rocky  Mountain  spotted  fever  in  Texas  from  1986 

to  1996. 

Signs  and  Symptoms  Percent  of  Illness 

Fever 

97 

Rash* 

84 

Headache 

77 

Malaise 

67 

Myalgia 

60 

Nausea/vomiting 

54 

Anorexia 

50 

Diarrhea 

23 

Photophobia 

19 

Lymphadenopathy 

12 

Conjunctivitis 

10 

Pneumonitis 

8 

Encephalitis 

6 

Jaundice 

3 

Arthralgia 

2 

Cough 

1 

Dizziness 

1 

Eschar 

1 

*In  70%  of  cases,  the  rash  appeared  first  on  the 
extremities  and  later  on  the  trunk. 


ter  the  onset  of  fever.  The  rash  may  be 
difficult  to  observe  in  people  with 
darkly  pigmented  skin  and  is  absent  in 
those  “spotless”  fever  cases.  A history  of 
outdoor  activity  and  a fever  of  3 days’ 
duration  with  accompanying  headache, 
myalgia,  and/or  rash  should  alert  the 
clinician  to  the  possibility  of  RMSF. 

Diagnosis  of  RMSF  is  difficult  in  the 
acute  stage  and  is  based  upon  clinical 
judgment  and  epidemiologic  considera- 
tions. The  differential  diagnosis  may  in- 
clude influenza,  enteroviral  infection, 
typhoid  fever,  leptospirosis,  infectious 
mononucleosis,  viral  hepatitis,  gram-neg- 
ative bacterial  sepsis,  monocytotropic 


Fig  1.  Distribution  of  Rocky  Mountain  spotted 
fever  cases  in  Texas  from  1988  to  1996.  Provided 
by  Glenna  Teltow,  Medical  Entomology  Division, 
Texas  Department  of  Health. 


and  granuloc3d;otropic  ehrlichioses, 
meningococcemia,  disseminated  gono- 
coccal infection,  secondary  syphilis, 
staphylococcal  sepsis,  toxic  shock  syn- 
drome, measles,  rubella,  murine  typhus, 
rickettsialpox,  recrudescent  typhus,  syl- 
vatic  flying  squirrel-associated  Rickettsia 
prowazekii  infection,  hypersensitivity  to 
drugs,  idiopathic  thrombocytopenic  pur- 
pura, thrombotic  thrombocytopenic  pur- 
pura, Kawasaki  syndrome,  and  immune 
complex  vasculitis  (6). 

While  results  of  chemical  and  hema- 
tologic tests  are  nonspecific  in  RMSF, 
findings  such  as  thrombocytopenia, 
normal  or  low  leukocyte  count,  and  hy- 
ponatremia may  support  the  diagnosis. 
Few  laboratories  other  than  reference 
laboratories  can  establish  a diagnosis 
during  the  acute  stage  of  RMSF. 

Definitive  diagnosis  is  based  upon 
isolation  of  rickettsiae  from  the  pa- 
tient’s blood  or  tissues  in  cell  culture, 
guinea  pig,  or  embryonated  chicken 
egg,  but  few  laboratories  can  perform 
these  procedures  because  of  the  bio- 
hazard. Rickettsiae  can  be  identified 
also  by  using  immunohistochemical 
staining  of  skin  biopsy  samples  from 
RMSF  patients  exhibiting  rash,  but 


Fig  2.  The  colored  portion  shows  distribution  of 
Dermacentor  variabilis  reflecting  the  potential  ge- 
ographic occurrence  of  Rocky  Mountain  spotted 
fever  and  tularemia.  After  Bishopp  and  Trembley, 
1945  (3). 

again,  few  laboratories  have  the  rick- 
ettsia-specific  reagents,  and  this  tech- 
nique is  not  useful  in  those  “spotless” 
fever  cases  not  exhibiting  an  exan- 
them. Polymerase  chain  reaction  (PCR) 
that  uses  rickettsia-specific  oligonu- 
cleotide primers  has  been  used  to  iden- 
tify rickettsiae  in  the  blood  of  acutely 
ill  patients,  but  the  sensitivity  of  this 
technique  is  poor  in  RMSF.  Serologic 
analysis  is  seldom  helpful  in  the  acute 
stage  of  the  illness  because  detectable 
antibodies  typically  do  not  develop  un- 
til 7 days  after  the  onset  of  symptoms. 

A definitive  retrospective  diagnosis 
is  established  by  serologic  analysis  of 
paired  acute  and  convalescent  phase 
sera.  The  indirect  fluorescent  antibody 
assay  performed  by  the  Texas  Depart- 
ment of  Health  is  considered  to  be  both 
sensitive  and  specific.  The  Weil-Felix 
test  using  Proteus  antigens  lacks  both 
sensitivity  and  specificity  and  thus 
should  not  be  relied  upon. 

Treatment  should  never  be  withheld 
while  the  clinician  awaits  test  results. 
The  preferred  rickettsiostatic  therapy 
consists  of  doxycycline  (100  mg  every 
12  hours)  or  tetracycline  (25-50  mg/kg 
per  day  in  4 equally  divided  doses),  ad- 
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ministered  for  7 days  or  until  2 days  af- 
ter defervescence.  Chloramphenicol 
(50-75  mg/kg  per  day  in  4 equally  di- 
vided doses)  may  be  given  instead  of 
tetracycline  in  the  pregnant  patient. 
Doxycycline  is  the  drug  of  choice  in  pe- 
diatric patients  younger  than  8 years 
because  of  tetracycline’s  potential  to 
discolor  teeth.  The  permanent  teeth  are 
unlikely  to  be  stained  following  a single 
course  of  treatment  with  doxycycline. 
Patients  who  have  nausea  and  vomiting 
or  who  are  in  a coma  should  be  given 
therapy  intravenously. 

In  1996,  a novel  rickettsial  species 
was  detected  in  Amblyomma  cajennense 
(the  cayenne  tick)  in  Texas  (7).  The 
pathogenicity  of  this  rickettsia  for  hu- 
mans is  presently  unknown,  but  its 
close  relative,  Rickettsia  honei,  causes  a 
febrile  exanthem  in  Australia.  Because 
the  cayenne  tick  feeds  avidly  upon  hu- 
mans, the  possibility  exists,  if  this  rick- 
ettsia is  pathogenic,  that  a spotted 
fever  group  rickettsial  species  other 
than  R rickettsii  may  cause  rickettsial 
illness  in  the  state.  Similarly,  the  ex- 
tremely close  relationship  of  Rickettsia 
africae,  a recently  described  human 
pathogen,  and  Rickettsia  parked,  a rick- 
ettsia found  in  the  Gulf  Coast  tick,  Am- 
blyomma maculatum,  suggests  that  a 
pauciexanthematous  illness  with  an  es- 
char at  the  site  of  tick  bite  should  be 
sought  in  Texas  (8-11). 

EHRLICHIOSES 

Ehrlichioses  are  emerging  tick-borne 
zoonoses  caused  by  small,  obligately  in- 
tracellular, gram-negative,  intracellular 
bacteria  located  within  cytoplasmic  vac- 
uoles of  leukocytes.  Until  1986,  ehrli- 
chioses were  thought  to  be  important 
only  as  veterinary  pathogens  causing 
such  diseases  as  canine  (Ehrlichia  ca- 
nis),  equine  (Ehrlichia  equi),  and  ovine 
(Ehrlichia  phagocytophila)  ehrlichioses. 
However,  in  1987  Maeda  et  al  reported 
the  first  case  of  human  ehrlichiosis  in 


Fig  3.  The  colored  portion  shows  distribution  of 
Amblyomma  americanum  reflecting  the  potential 
geographic  occurrence  of  human  monocytotropic 
ehrlichiosis  cases  and  tularemia.  After  Bishopp 
and  Trembley,  1945  (3). 

the  United  States,  which  subsequently 
was  shown  to  be  caused  by  E chqffeensis, 
a newly  discovered  ehrlichial  species  re- 
lated antigenically  and  genetically  to  E 
canis  (12).  The  disease  that  this  agent 
causes  has  been  named  human  monocy- 
totropic ehrlichiosis  (HME)  because  of 
the  tropism  of  the  ehrlichia  for  mono- 
cytes and  macrophages.  Since  the  dis- 
ease was  discovered  in  Arkansas,  HME 
cases  have  been  documented  from  at 
least  30  states  predominantly  in  the 
southeastern  and  south  central  United 
States,  where  the  major  vector,  the  lone 
star  tick  (Amblyomma  americanum),  is 
abundant  (Fig  3)  (3,13,14).  In  1993, 
the  first  cases  of  another  human  ehrli- 
chiosis, human  granulocytotropic  ehrli- 
chiosis (HGE),  were  described  in 
Wisconsin  and  Minnesota  (15).  This  dis- 
ease is  caused  by  an  ehrlichial  species 
with  a tropism  for  granulocytes  that  dif- 
fers antigenically  and  genetically  from 
Ehrlichia  chajfeensis  but  is  similar  to  E 
phagocytophila  and  E equi.  The  HGE 
agent  has  been  found  subsequently  in 
Arkansas,  California,  Florida,  and 
throughout  the  northeastern  states, 
where  it  is  transmitted  by  the  black- 
legged tick,  Ixodes  scapularis  (16,17). 


Fig  4.  The  colored  portion  shows  distribution  of 
Ixodes  scapularis  reflecting  the  possible  geographic 
occurrence  of  human  granulocytotropic  ehrlichio- 
sis. After  Bishopp  and  Trembley,  1945  (3). 

Since  their  discovery,  40  cases  of 
ehrlichiosis  in  Texas  have  been  reported 
to  the  state  health  department.  As  of 
mid- 1996,  reporting  cases  of  ehrlichio- 
sis to  the  Texas  Department  of  Health 
became  required.  All  cases  reported 
thus  far  have  been  HME;  however,  be- 
cause cases  of  HGE  occur  in  Arkansas 
and  I scapularis  exists  in  Texas  (Fig  4), 
the  potential  for  both  imported  and  lo- 
cally acquired  cases  is  real. 

HUMAN  MONOCYTOTROPIC 
EHRLICHIOSIS 

Ehrlichia  chajfeensis  can  cause  mild,  se- 
vere, or  fatal  disease.  The  case  fatality 
rate  appears  to  be  less  than  5%,  depen- 
dent largely  on  the  promptness  of 
treatment  with  doxycycline.  Fatalities 
occur  generally  in  geriatric  patients 
who  develop  complications  or  in  im- 
munocompromised patients  (eg,  ac- 
quired immunodeficiency  syndrome). 
Cases  of  HME  occur  predominantly 
from  spring  to  autumn  when  the  tick 
vector  is  most  active,  but  cases  can  pre- 
sent year  round.  From  1986  to  1996  in 
Texas,  89%  of  cases  occurred  during 
the  period  from  April  to  July.  Infection 
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typically  presents  as  a flulike  illness,  ac- 
companied by  fever,  chills,  headache, 
myalgia,  and  malaise  after  a median 
incubation  period  of  7 days  (range  1 to 
21  days)  following  tick  attachment 
(12,13,18-31).  As  the  illness  pro- 
gresses, nausea,  anorexia,  and  weight 
loss  may  occur.  Unlike  RMSF,  rash  is 
present  in  less  than  half  of  HME  pa- 
tients. If  the  patient  is  not  treated 
promptly  and  correctly,  respiratory  in- 
sufficiency, renal  insufficiency,  central 
nervous  system  abnormalities,  gas- 
trointestinal hemorrhage,  coagulopa- 
thy, and  even  death  may  occur 
(12,13,18,23,25,30,32).  Important 
laboratory  features  are  mild-to-moder- 
ate  leukopenia  (neutropenia,  lym- 
phopenia, or  both),  thrombocytopenia, 
anemia,  and  elevations  of  hepatic  en- 
zymes (13,18,23). 

In  a report  of  ehrlichiosis  cases  in 
Texas,  Rawlings  described  12  cases  that 
occurred  during  1994  and  1995  (33). 
Eleven  (92%)  of  the  12  cases  were  hos- 
pitalized. The  cases  exhibited  fever 
(100%),  headache  (83%),  thrombocy- 
topenia (83%),  malaise  (75%),  myalgia 
(75%),  leukopenia  (58%),  nausea  and 
vomiting  (58%),  increased  hepatic  en- 
zymes (42%),  and  rash  (42%). 

To  diagnose  HME,  clinicians  must 
maintain  a high  index  of  suspicion.  This 
disease  should  be  suspected  and  consid- 
ered in  any  acutely  febrile  patient  who 
has  participated  in  outdoor  activities  in 
tick-infested  areas.  The  differential  diag- 
nosis for  HME  includes  RMSF,  murine 
typhus,  babesiosis,  tularemia,  Lyme  bor- 
reliosis,  various  viral  syndromes,  upper 
respiratory  illness,  gastroenteritis,  bac- 
terial meningoencephalitis,  sepsis,  en- 
docarditis, meningococcemia,  toxic 
shock  syndrome,  viral  hepatitis,  typhoid 
fever,  Kawasaki  disease,  and  leukemia. 

HME  can  rarely  be  diagnosed  in  the 
acute  stage  by  visualization  of  the 
ehrlichial  inclusions  in  the  cytoplasm  of 
leukocytes  in  peripheral  blood  smears 
stained  with  a Romanovsky’s  (Giemsa  or 


Wright’s)  stain  or  via  species-specific 
PGR  (12,34).  Ehrlichiae  grow  within 
membrane-bound  vacuoles  in  clusters 
called  “morulae”  from  the  Latin  for  “mul- 
berry.” Morulae  range  in  appearance 
from  amphophilic  to  highly  basophilic, 
condensed  or  loosely  aggregated 
ehrlichial  microcolonies.  Visualization  of 
ehrlichiae  requires  an  expertly  trained 
eye  and  luck  regarding  their  presence  in 
a sufficient  quantity;  thus,  the  sensitivity 
of  this  technique  for  diagnosis  is  low  (ap- 
proximately 7%).  PCR  with  use  of  HME- 
specific  oligonucleotide  primers  in  the 
acute  stage  prior  to  doxycycline  treat- 
ment and  convalescent  immunofluores- 
cent  assay  (IFA)  serology  with  the  use  of 
E chajfeensis  antigen  are  both  acceptably 
sensitive  and  specific  (34,35);  however, 
these  tests  are  now  available  only  at 
medical  institutions  where  ehrlichiosis 
research  is  being  performed  or  at  refer- 
ence laboratories.  Serology  has  the 
added  disadvantage  of  giving  a diagnosis 
only  retrospectively  most  of  the  time. 

Treatment  for  HME  consists  of 
doxycycline  (100  mg  every  12  hours) 
or  tetracycline  (25  mg/kg  per  day  in  4 
equally  divided  doses).  Children  re- 
quire 3 mg/kg  per  day  of  doxycycline 
(up  to  a maximum  of  200  mg/day), 
orally  or  intravenously,  in  2 divided 
doses.  In  pediatric  cases,  doxycycline  is 
still  the  drug  of  choice  because  chlo- 
ramphenicol may  not  be  as  effective  in 
this  life-threatening  illness  (36).  As 
with  RMSF,  treatment  should  be  ad- 
ministered for  a minimum  of  7 days 
with  continuation  for  2-3  days  after 
defervescence  to  avoid  a relapse. 

HUMAN  GRANULOCYTOTROPIC 
EHRLICHIOSIS 

Human  granulocytotropic  ehrlichiosis 
(HGE)  is  caused  by  an  as  yet  unnamed 
ehrlichial  species,  the  HGE  agent,  which 
has  a tropism  for  granulocytes.  Similar 
to  HME,  the  HGE  is  a multisystem  dis- 
order presenting  after  an  incubation  pe- 


riod of  about  a week  as  a flulike  illness 
(fever,  chills,  myalgias,  malaise,  and 
headache).  Nausea,  vomiting,  cough, 
and  confusion  may  be  present  also.  Rash 
in  HGE  occurs  even  less  often  than  in 
HME,  having  been  documented  in  only 
1 patient  of  a 41-case  series  (37).  Labo- 
ratory workup  on  a suspected  HGE  case 
should  include  a complete  blood  count 
with  a differential  count,  platelet  count, 
determination  of  serum  hepatic 
transaminase  concentrations,  and  mi- 
croscopic examination  of  a peripheral 
blood  smear  stained  with  Wright’s  stain 
to  detect  the  presence  of  morulae  in  the 
cytoplasmic  vacuoles  of  neutrophils. 
Frequent  laboratory  findings  include 
leukopenia  (neutropenia),  thrombocy- 
topenia, anemia,  and  mildly  elevated 
serum  hepatic  transaminase  levels.  Be- 
cause HGE  and  HME  are  caused  by  dif- 
ferent Ehrlichia  species,  laboratory 
diagnosis  differs  for  the  2 diseases.  Vi- 
sualization of  the  morulae  in  granulo- 
cytes is  diagnostic,  but  the  sensitivity 
may  be  as  low  as  25%  (38).  PCR  that 
uses  HGE-specific  oligonucleotide 
primers  has  been  used  to  identify  HGE 
patients  in  the  acute  stage  (15,39). 
Serologic  testing  with  HGE  antigen  is 
also  diagnostic,  particularly  during  con- 
valescence (15,16).  Unfortunately,  just 
as  in  the  case  of  HME,  these  tests  are  not 
presently  available  in  many  hospitals. 

The  severity  and  mortality  of  HGE 
may  prove  to  be  less  than  that  for  HME, 
but  fatal  cases  have  been  reported  often 
with  opportunistic  fungal  and  viral  in- 
fections. Treatment  for  HGE  and  HME  is 
identical.  Although  in  vitro  data  suggest 
that  certain  fluoroquinolones  should  be 
evaluated  clinically,  the  HGE  agent,  like 
E chajfeensis,  is  resistant  to  chloram- 
phenicol when  evaluated  in  cell  culture. 

TULAREMIA 

Tularemia  is  a zoonotic  disease  caused 
by  a gram-negative,  facultatively  intra- 
cellular bacterium,  Erancisella  trularensis, 
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which  infects  animals  primarily  and  hu- 
mans only  occasionally.  Two  different 
biogroups  of  F tularensis  are  known  to 
cause  human  illness  in  the  United 
States:  biogroup  tularensis  (Type  A), 
which  is  primarily  tick  transmitted,  and 
biogroup  palearctica  (Type  B),  which  has 
been  linked  to  contaminated  water.  In- 
fection with  biogroup  tularensis  leads  to 
a more  severe  illness  than  infection  with 
biogroup  palearctica.  Transmission  to 
humans  occurs  via  an  infected  tick  (Der- 
macentor  variabilis,  D andersoni,  and  A 
americanum  in  the  United  States),  bites 
of  deer  flies  and  mosquitoes,  direct  con- 
tact with  an  infected  animal,  ingestion  of 
contaminated  water  or  animal  products, 
and  inhalation  of  infectious  aerosols 
(40^2).  F tularensis  can  infect  many  dif- 
ferent vertebrate  and  invertebrate  hosts. 
Rabbits  are  the  major  reservoirs  of  F tu- 
larensis in  the  United  States;  however, 
many  other  vertebrate  hosts  can  be  in- 
fected with  F tularensis,  and  some  of 
these  include  voles,  squirrels,  muskrats, 
and  beavers.  In  addition,  other  carnivo- 
rous animals  that  have  fed  recently  upon 
infected  animals  may  carry  transiently 
the  organism  in  their  mouths  or  upon 
their  claws.  The  skinning,  dressing,  or 
eating  of  infected  animals  has  transmit- 
ted tularemia  either  by  passage  of  the 
microorganisms  through  openings  in  the 
skin  or  mucous  membranes  or  via 
aerosols  of  infectious  bacilli  (43).  Labo- 
ratory workers,  farmers,  veterinarians, 
sheep  workers  and  shearers,  hunters, 
trappers,  cooks,  and  meat  handlers  have 
occupations  placing  them  at  increased 
risk  of  acquiring  the  disease. 

The  seasonal  incidence  of  disease 
parallels  the  likelihood  of  exposure:  tick- 
bome  disease  occurs  most  often  in  the 
spring  and  summer;  rabbit-  or  animal- 
associated  tularemia  occurs  in  the  winter 
because  of  hunting  exposure  (44—48). 
Attributed  to  opportunities  for  exposure, 
75%  of  tularemia  cases  are  seen  in  males 
(49).  During  1986  through  1993,  when 
tularemia  was  last  reportable,  most  cases 
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(67%  of  the  28  reported)  were  seen  from 
May  through  September. 

Clinical  presentation  of  tularemia 
varies  and  depends  upon  the  mecha- 
nism of  inoculation.  Infection  can  vary 
from  a low-grade  fever  with  localized 
lymphadenopathy  to  sepsis  and  mortal- 
ity (50-52).  Dependent  on  the  mode  of 
transmission  and  virulence  of  the  in- 
fecting strain,  tularemia  may  result  in  6 
different  clinical  forms:  ulceroglandu- 
lar,  glandular,  oculoglandular,  oropha- 
ryngeal, pulmonary,  and  typhoidal. 

Ulceroglandular  infection  is  the 
most  common  form  of  tularemia  repre- 
senting 80%  of  cases.  An  abrupt  onset 
of  fever  (usually  temperatures  higher 
than  101°  F),  chills,  severe  headache, 
malaise,  anorexia,  and/or  fatigue  fol- 
lows an  incubation  period  of  about  3 to 
5 days  (range  1 to  21  days)  (53). 
Cough,  myalgias,  chest  discomfort, 
vomiting,  sore  throat,  abdominal  pain, 
and  diarrhea  also  may  be  present.  Skin 
rash  is  present  in  up  to  35%  of  cases 
within  the  first  2 weeks  of  infection 
(54).  Fever,  often  accompanied  by  rig- 
ors, persists  typically  for  several  days, 
remits  for  a short  interval,  and  then  re- 
curs along  with  other  symptoms  (55). 
Without  treatment,  fever  lasts  an  aver- 
age of  32  days,  while  chronic  debility, 
weight  loss,  and  lymphadenopathy  can 
persist  for  months  longer  (56). 

Often,  a macular  erythematous  le- 
sion develops  at  the  portal  of  entry  (eg, 
tick  bite)  and  frequently  becomes  papu- 
lar. Once  papular,  the  lesion  can  become 
pruritic,  enlarge,  and  eventually  ulcer- 
ate. Spread  of  the  microorganisms  from 
the  cutaneous  lesion  to  the  regional 
draining  lymph  nodes  leads  to  the  char- 
acteristic lymph  node  enlargement.  A 
usual  presenting  complaint  of  the  tu- 
laremic patient  is  painful,  enlarged 
lymph  nodes.  In  untreated  severe  infec- 
tions, the  lymph  nodes  may  form  sup- 
purating buboes.  Because  of  the 
organism’s  invasiveness,  F tularensis  can 
disseminate  via  a lymphohematogenous 
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route  to  involve  multiple  organs  as  oc 
curs  in  both  the  pneumonic  and  the  ty 
phoidal  forms  of  the  disease.  The  livei 
and  spleen  are  often  enlarged  anc 
painful  upon  palpation. 

Bacteremia  can  lead  to  secondarj 
hematogenous  pneumonia.  Pleural  effu- 
sions may  develop  in  patients  with  the 
pneumonic  form  of  the  disease  (52,57). 
Patients  with  severe  disease  may  mani- 
fest disseminated  intravascular  coagula- 
tion, renal  failure,  rhabdomyolysis, 
jaundice,  and  hepatitis.  Overall  mortal- 
ity is  generally  lower  than  4%  (58,59). 

Oculoglandular  tularemia  occurs 
when  F tularensis  gains  entrance 
through  the  conjunctiva  and  is  seen  in 
less  than  1%  of  cases.  Signs  of  oculog- 
landular tularemia  that  are  unique  to 
this  clinical  form  may  include  lacrima- 
tion,  extreme  eye  pain,  itching,  chemo- 
sis,  photophobia,  and  mucopurulent 
discharge.  In  addition,  small,  yellow- 
ish, granulomatous  lesions  may  be  pre- 
sent on  the  palpebral  conjunctiva  or 
the  cornea.  These  lesions  may  ulcerate. 
Lymph  nodes  in  the  preauricular  and 
cervical  areas  typically  enlarge  and 
eventually  may  suppurate. 

The  differential  diagnosis  for  tu- 
laremia includes  pyogenic  bacterial  in- 
fections (eg,  staphylococcus  or 
streptococcus),  cat-scratch  disease, 
syphilis,  chancroid,  lymphogranuloma 
venereum,  tuberculosis,  nontubercu- 
lous  mycobacterial  infection,  toxoplas- 
mosis, sporotrichosis,  rat-bite  fever, 
anthrax,  plague,  and  herpes  simplex 
virus  infection  (60). 

As  with  other  tick-borne  diseases, 
the  diagnosis  of  tularemia  relies  upon 
clinical  suspicion  and  epidemiologic 
considerations.  A history  of  outdoor  ac- 
tivity in  the  presence  of  ticks  and/or 
contact  with  rabbits  should  raise  the 
index  of  suspicion  for  tularemia  in  an 
acutely  febrile  patient.  While  chemical 
and  hematologic  tests  are  generally 
nonspecific  for  tularemia,  findings  such 
as  a normal-to-elevated  white  blood 
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cell  count  and  sedimentation  rate, 
ithrombocytopenia,  hyponatremia,  in- 
creased serum  transaminases,  in- 
creased creatine  phosphokinase, 
myoglobinuria,  and  “sterile”  pyuria 
may  support  the  diagnosis  (58,61).  Vi- 
sualization of  F tularensis  on  smears 
stained  with  Gram’s  stain  or  in  tissue 
biopsies  is  rare.  The  organism  can  be 
Isolated  and  cultured  on  supportive 
media,  but  this  is  not  recommended 
because  of  the  biohazard.  Serology  is 
;the  standard  method  for  diagnosing  tu- 
laremia. Antibodies  to  F tularensis  may 
be  detected  by  tube  agglutination,  mi- 
Icroagglutination,  hemagglutination, 
land  enzyme-linked  immunosorbent  as- 
say (62,63).  Tube  agglutination  tests 
are  widely  available  but  have  the  dis- 
advantage of  being  negative  in  the  first 
week  of  illness  (62). 

Streptomycin  at  30-40  mg/kg  per 
!day  administered  intramuscularly  in  2 
divided  doses  every  12  hours  for  3 days, 
followed  by  half  as  much  for  an  addi- 
tional 3 days  is  the  traditional  drug  reg- 
imen for  all  forms  of  tularemia  (64). 
Gentamicin  at  5-6  mg/kg  per  day  ad- 
I ministered  intramuscularly  in  3 divided 
doses  every  8 hours  for  5 days  is  also  ac- 
ceptable. In  less  severe  cases,  an  alter- 
native to  gentamicin  is  tetracycline 
(adults,  2 g per  day  in  divided  oral  doses 
for  at  least  14  days;  children,  30  mg/kg 
per  day,  to  a maximum  of  2 g per  day  for 
14  days)  (64,65);  however,  because 
tetracycline  is  bacteriostatic,  a high  rate 
of  relapse  has  occurred  following  treat- 
I ment  with  this  antibiotic  (57). 

i TICK-BORNE  RELAPSING  FEVER 

! Tick-borne  relapsing  fever  (TBRF)  is  en- 
f demic  in  Texas  and  other  western  states 
[ and  is  caused  by  3 tick-transmitted  Bor- 
; relia  species  (B  hermsii,  B turicatae,  and 
I B parkeri).  B turicatae  has  been  isolated 
i recently  from  a patient  and  several  pup- 
j pies  bitten  by  Ornithodoros  species  ticks 
I in  Texas  (66).  Epidemic,  or  louse-borne. 


Tahk  3.  Clinical  signs  and  syni|)tonis  ol  17  cases  ol 
tick-bornc  relapsing  fever  in  lexas  from  1986  to 
1996. 


Sign.s  and  Symptoms 

% 

1 leadache 

92 

Myalgia 

85 

Nausea/vomiting 

69 

Sweating 

69 

Malaise 

69 

Chills 

69 

Rash 

46 

summer  (69).  A 2-  to  3-mm  pruritic  es- 
char may  develop  at  the  site  of  prior 
tick  attachment  (67,69,70).  An  incuba- 
tion period  of  4 to  18  days  (mean,  7 
days)  precedes  the  acute  onset  of  fever, 
rigors,  severe  headache,  myalgias,  and 
arthralgias,  which  are  often  followed 
by  lethargy,  photophobia,  and  cough. 
Prodromal  symptoms  are  rare.  If  not 
treated  appropriately,  3 to  6 days  will 
pass  before  drenching  sweats  accom- 
pany defervescence,  which  is  followed 
by  a period  of  days  to  weeks  (mean,  8 
days)  between  cyclical  febrile  episodes 
(3  to  5 relapses  are  typical,  range  0 to 
13  relapses)  (68-72).  Each  recurring 
episode  becomes  less  severe  clinically, 
and  the  duration  of  symptoms  is 
shorter.  During  the  primary  and  each 
subsequent  febrile  episode,  spiro- 
chetemia  occurs,  but  borreliae  disap- 
pear from  the  blood  during  the  afebrile 
periods.  The  cyclical  nature  of  this  dis- 
ease is  caused  by  antigenic  variation  by 
the  spirochetes  with  the  effect  of  avoid- 
ing the  host’s  immune  response. 

Common  signs  at  presentation  in- 
clude conjunctival  suffusion,  cutaneous 
petechiae,  diffuse  abdominal  tender- 
ness, hepatomegaly,  and  splenomegaly. 
Tachycardia  and  tachypnea  generally  ac- 
company the  fever.  Other  findings  may 
include  epistaxis,  hemoptysis,  hema- 
turia, hematemesis,  pneumonia,  bron- 
chitis, and  otitis  media.  A rash  of  1 to  2 
days’  duration  is  common  toward  the 


Fig  5.  Distribution  of  the  vector  of  tick-borne  re- 
lapsing fever,  Ornithodoros  turicatae,  in  Texas. 
Adapted  from  Cooley  and  Kohls,  1944  (114). 

relapsing  fever,  caused  by  Borrelia  re- 
currentis,  is  transmitted  to  humans  by 
the  human  body  louse,  Pediculus  hu- 
manus;  however,  this  disease  is  not  be- 
lieved to  exist  presently  in  the  United 
States.  Infected,  soft-bodied  Or- 
nithodoros tick  species  transmit  the 
spirochetes  to  humans  during  feeding. 
These  ticks  commonly  inhabit  protected 
environments  such  as  caves,  small 
mammal  burrows,  animal  shelters,  log 
cabins,  and  even  decaying  wood.  Hu- 
mans are  exposed  when  they  enter  into 
or  sleep  in  these  tick-infested  environ- 
ments. Persons  are  often  unaware  of 
tick  exposure  as  Ornithodoros  ticks  pre- 
fer nocturnal  feeding  behavior  for  short 
periods  (67,68)  (Fig  5). 

In  1994,  TBRF  became  reportable 
to  the  Texas  Department  of  Health. 
Outbreaks  are  sporadic,  but  when  they 
occur,  they  may  involve  multiple  peo- 
ple. Seventeen  cases  were  reported 
from  1986  to  1996.  For  these  17  cases 
of  TBRF,  the  mean  age  was  38  years 
(range  22  to  77  years),  85%  were 
male,  onset  occurred  year  round,  and 
the  number  of  relapses  ranged  from  0 
to  more  than  20.  The  signs  and  symp- 
toms are  shown  in  Table  3. 

The  disease  occurs  primarily  in  the 
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end  of  the  first  febrile  episode  (69).  Neu- 
rological findings  occur  in  some  cases 
and  may  include  coma,  cranial  nerve 
palsies,  hemiplegia,  meningitis,  and 
seizures  (69).  Laboratory  findings  may 
include  leukocytosis,  an  increased  ery- 
throcyte sedimentation  rate,  and  throm- 
bocytopenia (69,73).  The  case  fatality 
rate  is  generally  lower  than  5%  (69). 
The  differential  diagnosis  for  TBRF  in- 
cludes malaria,  typhoid  fever,  viral  he- 
patitis, leptospirosis,  rat-bite  fever, 
Colorado  tick  fever,  and  dengue  (74).  A 
history  of  activity  with  possible  exposure 
to  Ornithodoros  ticks  and  the  occurrence 
of  febrile  relapses  suggest  the  diagnosis. 

A definitive  diagnosis  is  established 
by  visualization  of  spirochetes  in  blood 
smears  from  patients  in  the  febrile 
stage;  70%  of  TBRF  patients  will  show 
the  presence  of  spirochetes  in  wet 
blood  smears  examined  by  dark  field 
microscopy  or  in  thick  and  thin  smears 
stained  with  Giemsa  or  Wright’s  stain 
(69,75).  Acridine-orange  stain  applied 
to  the  smears,  which  are  inspected  by 
ultraviolet  (fluorescence)  microscopy, 
increases  the  sensitivity  of  the  exami- 
nation (76).  Because  of  genetic  and 
antigenic  relatedness  of  other  borrelial 
species,  TBRF  cases  may  demonstrate 
false-positive  IFA  and  enzyme  im- 
munoassay results  for  other  borre- 
lioses,  such  as  Lyme  disease. 

The  preferred  treatment  for  TBRF  is 
either  tetracycline  or  erythromycin 
(0.5  g in  4 equally  divided  doses)  for 
5-10  days  (69,73,77).  Clinicians 
should  be  aware  of  the  possibility  of  a 
Jarisch-Herxheimer  reaction  (rigors, 
fever,  and  a rise  in  blood  pressure  fol- 
lowed by  a decrease  in  blood  pressure 
to  near-shock  levels)  soon  after  the  on- 
set of  antimicrobial  therapy. 

LYME  AND  LYME-LIKE  DISEASE 

Lyme  borreliosis  (Lyme  disease),  caused 
by  the  spirochete  Borrelia  burgdorferi,  is 
the  most  commonly  reported  vector- 


borne  disease  in  the  United  States 
(78-80).  Eormerly  called  Lyme  arthritis, 
Lyme  disease  was  first  identified  in  the 
northeastern  United  States.  Today,  most 
cases  are  diagnosed  in  the  Northeast, 
the  upper  Midwest,  and  the  far  West; 
however,  cases  meeting  the  case  defini- 
tion of  Lyme  disease  have  been  repotted 
throughout  the  United  States  in  areas 
where  transmission  of  B burgdorferi  to 
humans  in  nature  has  not  been  con- 
firmed (81-88). 

So,  does  Lyme  disease  or  a Lyme- 
like  disease  occur  in  Texas?  This  ques- 
tion has  been  a subject  of  controversy. 
Cases  that  meet  the  case  definition  for 
Lyme  disease  exist  in  Texas.  From  1986 
to  1996,  the  Texas  Department  of 
Health  received  reports  of  639  cases. 
These  cases  often  present  with  a his- 
tory of  tick  exposure  and  may  exhibit 
macular  dermatitis,  erythema  migrans 
(EM),  and  other  constitutional  symp- 
toms. However,  unlike  Lyme  disease 
from  the  Northeast,  the  causative  agent 
for  this  illness  has  yet  to  be  identified 
or  cultivated  from  a suspected  human 
case.  Eurthermore,  cases  in  Texas  rarely 
manifest  the  cardiac  and  neurologic 
manifestations  seen  in  Lyme  disease 
cases  from  the  Northeast. 

In  Texas,  B burgdorferi  has  been 
found  in  ticks  and  small  mammals,  but 
definitive  evidence  demonstrating  trans- 
mission of  the  spirochete  to  humans  has 
not  yet  been  established.  This  situation 
has  led  to  the  unofficial  descriptor  of 
L3ane-like  or  Southern  erythema  mi- 
grans-like  illness.  Interestingly,  an  un- 
cultivable  spirochete,  provisionally 
named  Borrelia  lonestarii,  has  been 
identified  recently  and  sequenced  by 
PCR  from  A americanum  in  Texas  (81). 
Furthermore,  A americanum  has  been 
associated  epidemiologically  with  this 
Lyme-like  disease.  B lonestarii  differs 
from  B burgdorferi  in  its  DNA  sequences 
and  in  its,  as  of  yet,  uncultivable  state. 
We  can  easily  speculate  that  this  uncul- 
tivated spirochete  may  be  the  etiologic 


agent  of  the  Lyme-like  disease.  That  the 
Lyme-like  illness  in  Texas  is  bacterial  is 
suggested  by  the  disease’s  apparent  re 
sponsiveness  to  antibiotics.  Presently 
we  cannot  discount  the  possibility  that 
many  cases  of  what  have  been  reported 
as  Lyme  disease  in  Texas  may  actually 
be  due  to  another  pathogen  with  cuta- 
neous and  constitutional  manifestations 
similar  to  Lyme  disease.  The  Lyme-like 
illness  could  be  caused  by  species  of 
Borrelia,  other  than  B burgdorferi,  or  a 
different,  yet  unidentified,  nonborrelial 
vector-borne  pathogen.  However,  an  ill- 
ness that  is  thought  to  be  tick  transmit- 
ted, seems  to  be  bacterial,  and  has  early 
constitutional  symptoms  suggestive  of 
Lyme  disease  certainly  occurs  in  Texas. 

Until  the  above  unknowns  are  eluci- 
dated, we  feel  that  discussion  of  classic 
Lyme  disease  with  the  goal  of  stimulat- 
ing further  investigation  of  the  Lyme- 
like  illness  is  appropriate.  The  peak  in 
onset  of  Lyme  disease  in  its  established 
range  and  of  the  Lyme-like  illness  in 
Texas  occurs  from  May  through  August, 
but  cases  of  both  diseases  may  present 
year  round  (89).  Lyme  borreliosis  is  a 
multisystemic  disorder  that  can  occur  in 
3 different  clinical  stages:  an  early  local- 
ized, an  early  disseminated,  and  a late 
or  chronic  stage.  These  stages  occasion- 
ally overlap  with  one  another  (89).  In- 
fection is  highly  variable  and  can  range 
from  brief  involvement  of  a single  organ 
system  to  a persistent,  multisystemic  ill- 
ness involving  the  skin,  nervous  system, 
and  joints.  The  incubation  period  aver- 
ages 7 days  (range  3 to  30  days). 

Erythema  migrans  is  a hallmark  of 
the  early  localized  stage  and  is  present 
in  60%  to  80%  of  Lyme  cases  (89).  This 
macular  dermatitis  develops  at  the  site 
of  tick  attachment,  commonly  in  the 
axilla,  thigh,  or  groin,  and  is  usually 
circular,  distinctly  delineated,  larger 
than  5 cm  in  diameter,  annular,  and 
warm  to  the  touch.  From  days  to  weeks 
after  development  of  the  EM,  the  lesion 
usually  expands  to  a median  diameter 
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of  15  cm  and  may  demonstrate  central 
clearing.  Along  with  regional  lym- 
phadenopathy,  EM  generally  is  accom- 
panied by  influenzalike  symptoms 
lincluding  fever,  headache,  fatigue, 
arthralgias,  and  myalgias  (90,91).  Pa- 
tients also  may  exhibit  signs  of  men- 
[ingeal  irritation,  mild  encephalopathy, 
hepatitis,  splenomegaly,  sore  throat, 

I nonproductive  cough,  or  testicular 
^swelling  in  this  stage  (92).  Some  pa- 
itients  also  will  develop  Bell’s  palsy, 
commonly  during  the  early  stage  of  in- 
(fection  (89,93,94). 

Days  to  weeks  after  the  tick  bite,  the 
early  disseminated  stage  of  infection 
may  develop.  The  most  common  sign  of 
ithe  early  disseminated  stage  of  infection 
1(90,91)  is  the  appearance  of  multiple 
'annular  secondary  lesions,  often  seen  as 
[soon  as  several  days  after  EM  develops 
i(91).  These  secondary  lesions  differ 
from  EM  in  that  they  are  generally 
smaller,  expand  less,  and  lack  indurated 
[centers.  This  stage  is  characterized  fur- 
ther by  dissemination  of  the  organism 
from  EM  to  the  heart  (95),  nervous  sys- 
tem (93,96),  eye  (89),  and/or  joints 
(97),  resulting  in  particular  organ  man- 
ifestations. Often,  cardiac  involvement 
surfaces  as  fluctuating  degrees  of  atri- 
oventricular block  (95).  Hematuria  or 
proteinuria  also  may  be  seen  with  dis- 
semination of  the  organism  (98,99). 
Complaints  by  the  patient  in  the  early 
disseminated  stage  may  include  short- 
term memory  loss,  disorientation,  diffi- 
culty concentrating,  and  emotional 
lability. 

Neurologic  manifestations  charac- 
terize the  late  or  chronic  stage  of  Lyme 
disease.  This  stage  can  develop  months 
to  years  after  infection.  The  most  com- 
mon form  of  central  nervous  system  in- 
volvement is  subacute  encephalopathy 
affecting  memory,  mood,  or  sleep 

(100.101) .  In  addition  to  encephalopa- 
thy, many  patients  will  develop  distal 
paresthesias  or  spinal  or  radicular  pain 

(101.102) .  Chronic  arthritis  of  the  large 


and  small  Joints  is  the  hallmark  of  the 
late  stage  (98,103).  Chronic  dermatitis 
manifested  as  acrodermatitis  chronica 
atrophicans  (104,105)  and  keratitis  may 
also  be  seen  late  in  infection. 

While  chemical  and  hematologic 
findings  are  generally  nonspecific,  a 
high  red  blood  cell  sedimentation  rate, 
an  elevated  serum  IgM  level,  or  an  in- 
crease in  serum  aspartate  amino- 
transaminase  (AST)  level  may  be  seen, 
especially  early  in  the  course  of  infec- 
tion (91).  Most  patients  with  increased 
AST  levels  also  will  have  increased  lev- 
els of  serum  alanine  aminotransaminase 
and  lactate  dehydrogenase.  Patients 
also  may  be  slightly  anemic  and  may 
have  elevated  white  blood  cell  counts 
with  a left  shift  in  the  differential  count. 

While  EM  with  a history  of  tick  bite 
suggests  Lyme  disease,  isolation  of  the 
agent  from  a skin  biopsy  or  blood  or 
serologic  evidence  of  the  infection  from 
examination  of  acute  and  convalescent 
serum  samples  confirms  the  diagnosis. 
Diagnosis  of  Lyme  borreliosis  usually  is 
based  upon  the  clinical  picture  and  an 
elevated  antibody  response  against  B 
burgdorferi  antigens.  Serologic  testing 
for  Lyme  disease  is  reasonably  sensitive 
and  specific;  however,  testing  is  not 
standardized.  Thus,  variation  in  results 
among  different  laboratories  has  been 
a problem  (106-108).  Clinicians 
should  be  aware  that  both  false-nega- 
tive and  false-positive  serologic  results 
occur  as  does  cross-reactivity  to  other 
spirochetes  (109).  Furthermore,  sero- 
logic diagnosis  may  be  less  sensitive 
earlier  rather  than  later  in  the  course  of 
infection.  A convalescent  serum  sample 
taken  4 to  6 weeks  after  onset  of  symp- 
toms is  diagnostic  in  90%  of  cases. 

Treatment  for  any  of  the  clinical 
stages  of  Lyme  disease,  except  when 
neurologic  abnormalities  are  present, 
consists  of  either  doxycycline  (100  mg 
twice  a day)  or  amoxicillin  (500  mg  4 
times  a day)  given  orally  (110,111)  for 
21  days.  For  children  older  than  8 years. 


the  recommended  treatment  is  doxycy- 
cline (2-4  mg/kg  per  day,  with  dosage 
not  exceeding  the  adult  dose)  given 
twice  a day  in  equally  divided  doses. 
Amoxicillin  should  be  given  to  children 
younger  than  8 years  (40-50  mg/kg  per 
day,  in  3 equally  divided  doses)  and  to 
pregnant  women  (500  mg  3 times  a 
day).  Patients  suffering  from  Lyme 
arthritis  should  be  treated  orally  with 
doxycycline  (100  mg,  twice  a day  for 
30-60  days).  Patients  with  amoxicillin 
or  doxycycline  hypersensitivity  may  be 
given  cefuroxine  axetil  (250  mg  twice  a 
day  for  1-2  months)  orally.  When  neu- 
rologic manifestations  other  than  facial 
palsy  are  present,  therapy  should  be  via 
the  intravenous  route  (ceftriaxone  2 
g/day  for  3-4  weeks)  (112). 

PREVENTION 

Preventing  infection  with  tick-borne 
diseases  obviously  requires  avoiding 
exposure  to  tick  vectors.  However,  this 
is  often  neither  possible  nor  practical. 
Nevertheless,  several  safeguards  can 
reduce  the  risk  of  successful  attach- 
ment of  a tick.  Clothing  such  as  a long- 
sleeved  shirt  and  pants  tight  at  both 
the  wrists  and  ankles  minimizes  the 
risk  of  successful  attachment  of  a tick 
to  the  body.  Chemical  acaricides  con- 
taining DEET  (N,N-diethylmetatolu- 
amide)  or  permethrin  applied  to 
clothing  is  very  effective  at  further  de- 
terring tick  attachment  (113).  In  tick- 
infested  areas,  frequent  checks  for 
attached  ticks  are  recommended.  Ticks 
have  a tropism  for  warm,  moist  areas 
of  the  skin,  commonly  the  axilla,  groin, 
popliteal  area,  and  scalp,  especially  in 
children.  When  attached  ticks  are 
found,  they  should  be  removed 
promptly  with  forceps.  The  ticks  should 
be  grasped  with  the  forceps  placed  as 
close  to  the  skin  as  possible,  and  trac- 
tion should  be  firm  and  steady  in  a di- 
rection perpendicular  to  the  skin 
surface.  Crushing  of  the  tick,  especially 
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between  bare  fingers,  is  strongly  dis- 
couraged as  this  can  cause  infectious 
tick  fluids  to  be  released.  Application  of 
70%  alcohol  to  the  former  tick  attach- 
ment site  will  reduce  the  risk  of  sec- 
ondary bacterial  infection.  If  an 
attached  tick  is  found  on  an  acutely 
febrile  patient,  the  tick  should  be  re- 
moved carefully  and  sent  along  with 
any  clinical  specimen  to  be  identified 
and  possibly  evaluated  for  the  presence 
of  infectious  agents. 

Note:  Clinicians  are  invited  and  en- 
couraged to  send  on  wet  ice  to  the  au- 
thors, via  overnight  mail,  5 ml  of 
anticoagulated  blood  in  a blue  top 
(buffered  citrate)  tube  from  all  acutely 
ill  patients  suspected  to  have  rickettsio- 
sis  or  ehrlichiosis.  Attempts  will  be 
made  to  isolate  and  identify  the  rick- 
ettsial or  ehrlichial  agent. 
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‘4  case  of  macroamylasemia  was  seen  in  a 
,40-year-old  HIV-positive  bisexual  male 
]treated  at  the  Fort  Worth-Tarrant  County 
Health  Department  (Ryan  White  Clinic). 
■Macroamylasemia  is  a rare  condition  en- 
countered sometimes  in  persons  with  HIV 
[infection.  Apart  from  the  setting  of  HIV 
■infection  and  acquired  immunodeficiency 
\syndrome,  macroamylasemia  is  seen  also 
in  various  conditions  including  liver  dis- 
ease, diabetes,  cancer,  malabsorption, 
and  autoimmune  disorders.  Although 
this  biochemical  phenomenon  requires  no 
therapy,  it  should  be  considered  in  the 
differential  diagnosis  of  patients  who 
have  persistently  high  levels  of  serum 
amylase  and  yet  do  not  exhibit  any  clini- 
cal symptoms  of  pancreatitis  or  salivary 
gland  inflammation. 
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Macroamylasemia  in  HIV  infection 
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INTRODUCTION 

Macroamylasemia  is  a benign, 
acquired  condition  found  in 
approximately  0.4%  of  the  gen- 
eral population  and  in  2.5%  to 
5.9%  of  patients  with  hyper- 
amylasemia  (1-6).  The  association  of 
human  immunodeficiency  virus  (HIV) 
and  macroamylasemia  was  described 
first  by  Greenberg  and  coworkers  in 
1987  (1).  Macroamylasemia  is  charac- 
terized by  the  presence  of  large,  high 
molecular  weight  complexes  of  amy- 
lase and  immunoglobulin  (usually  IgG 
and  IgA)  that  prevent  their  filtration  in 
the  glomeruli  and  subsequent  persis- 
tence of  high  levels  in  the  serum.  This 
condition  is  thought  to  reflect  a non- 
specific dysproteinemic  response  to  dis- 
ease. The  consideration  of  macroamy- 
lasemia in  evaluating  completely 
asymptomatic  patients  followed  by 
performance  of  electrophoresis  may 
prevent  prolonged  and  unnecessary 
work-up  (7).  In  HIV-positive  individuals 
and  patients  with  acquired  immuno- 
deficiency syndrome  (AIDS)  for  whom 
therapy  with  didanosine  or  zalcitabine 
is  being  considered,  the  presence  of 
macroamylasemia  should  not  deter  the 
clinician  from  using  these  agents  if  the 
current  choices  for  antiretroviral  thera- 
py are  limited  by  previous  exposure, 
drug  failure,  or  viral  resistance  (7). 

CASE  REPORT 

A 40-year-old  white  male  truck  driver 
was  found  to  be  HIV  positive  during 
routine  screening  at  the  Sexually  Trans- 
mitted Disease  Clinic  and  was  referred 
subsequently  to  the  Ryan  White  Pre- 
ventive Medicine  Clinic  of  Tarrant 
County.  The  patient  is  bisexual  and  has 
had  unprotected  sex  with  multiple 
partners.  He  denied  intravenous  drug 
abuse  and  smoking  but  admitted  to  oc- 
casional alcohol  intake.  His  initial  eval- 
uation provided  no  laboratory  evidence 


of  syphilis  or  tuberculosis  infection.  Re- 
sults of  serologic  testing  revealed  previ- 
ous exposure  to  both  hepatitis  A and  B. 
Review  of  his  medical  profile  showed 
no  history  of  any  metabolic  or  autoim- 
mune disorders.  His  past  medical  his- 
tory is  significant  for  a basal  skull 
fracture,  cerebral  concussion,  and  tran- 
sient seizure  disorder  that  required  di- 
lantin  therapy  for  3 months.  He  was 
found  to  be  naive  to  any  antiretroviral 
treatment.  Under  the  Centers  for  Dis- 
ease Control  and  Prevention  HIV  classi- 
fication, the  patient  was  an  A1  with  a 
CD4  count  of  558  (41%)  and  a viral 
load  of  2110  copies/mL. 

The  initial  laboratory  results  at  the 
Preventive  Medicine  Clinic  revealed  an 
amylase  level  of  455  U/mL.  This  was  re- 
peated a few  times  but  remained  in  the 
same  range  with  minimal  fluctuation. 
Lipase  levels  in  the  serum  and  urine 
were  obtained  to  ascertain  the  presence 
of  pancreatitis.  Both  assays  were  within 
normal  range.  The  patient  was  then 
evaluated  for  the  presence  of  pancreatic 
and  salivary  gland  inflammation  but  re- 
mained asymptomatic.  His  renal  and 
hepatic  function  was  normal.  He  denied 
having  had  any  recent  significant 
weight  loss  or  gustatory  change. 

A serum  specimen  was  sent  for 
isoenzyme  studies  and  colorimetric 
electrophoresis.  The  laboratory  assay 
showed  an  electrophoretic  pattern  with 
a broad  abnormal  peak  towards  the 
positive  pole  (Fig  1).  This  made  frac- 
tionation of  the  salivary  and  pancreatic 
amylase  technically  impossible.  The 
laboratory  reported  the  presence  of 
macroamylase. 

To  further  document  the  presence 
of  macroamylase,  the  urine  amylase 
and  creatinine  levels  were  determined 
to  calculate  the  amylase  clearance  ratio 
(Cam/Ccr),  as  shown  in  Fig  2. 

The  ratio  of  amylase  clearance  to 
the  creatinine  clearance  expressed  as  a 
percentage  has  been  known  to  be  diag- 
nostically useful.  The  normal  ratio  av- 
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Fig  1.  Broad  pattern  of  macroamylase  in  colori-  Fig  2.  To  document  the  presence  of  macroamylase,  the  urine  amylase  and  creatinine  levels  were  used  to  cal- 
metric  electropheresis  (fraction  3 = 69.1%).  culate  the  amylase  clearance  ratio  (Cam/Ccr). 


Urine  amylase  activity 
Serum  amylase  activity 

X 

Serum  creatinine  concentration 

Urine  creatinine  concentration  x 100 

1 

= 426 

X 

1.1 

1.0  X 100  = 0.25821 

Fraction  Rel  % U/L 

1 26.0  168 

2 4.9  32 

3 69.1  446 


erages  from  1%  to  4%,  while  that  for 
patients  with  pancreatitis  usually  ex- 
ceeds 4%  and  is  often  in  the  range  of 
7%  to  15%  (8).  The  decreased  clear- 
ance in  this  patient  reflects  also  the  in- 
ability of  the  renal  glomeruli  to  filter 
the  macroamylase  and  supports  the 
presence  of  macroamylasemia. 

DISCUSSION 

Macroamylasemia  was  first  discussed 
by  Wilding  and  was  later  named  by 
Berk  and  coworkers  (8,9).  This  term 
refers  to  a benign  and  acquired  clinical 
condition  characterized  by  persistently 
elevated  serum  amylase  activity  with 
no  apparent  symptoms  of  pancreatic  or 
salivary  gland  inflammation.  The  de- 
finitive identification  of  macroamylase 
requires  direct  demonstration  by  elec- 
trophoresis. Other  physical  techniques 
to  demonstrate  macroamylase  have 
used  ultracentrifugation,  chromatogra- 
phy, and  selective  precipitation  (10). 

The  serum  amylase  is  caused  by  the 
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presence  of  a circulatory  complex  of 
normal  amylase  linked  to  an  im- 
munoglobulin (usually  IgG  and  IgA). 
In  some  cases,  amylases  may  be  linked 
to  polysaccharides.  Both  salivary  (S 
T37pe)  and  pancreatic  (P  Type)  isoamy- 
lases are  present  in  macroamylase  com- 
plexes, which  vary  from  150,000  to  >1 
million  daltons  in  molecular  weight. 
Because  of  their  large  size,  macroamy- 
lases are  not  excreted  in  the  urine.  The 
inability  to  filter  these  complexes  re- 
sults in  a decreased  urinary  amylase 
clearance  and  persistently  high  levels 
of  amylase  in  the  serum  (9). 

Macroamylase  is  found  in  various 
autoimmune,  neoplastic,  and  meta- 
bolic disorders  and  is  thought  to  reflect 
a dysproteinemic  response  to  disease. 
The  presence  of  macroamylase  in  ap- 
parently normal  persons  may  well  be 
an  early  indicator  of  disease  (1).  In 
these  situations,  the  performance  of 
isoenzyme  studies  and  electrophoresis 
to  reveal  the  presence  of  macroamylase 
would  prove  crucial  to  making  clinical 
decisions  that  affect  patient  follow-up 
and  future  therapeutic  intervention. 

In  HfV  infection,  despite  CD4  cell 
depletion  and  intrinsic  B cell  defects,  a 
paradoxic  polyclonal  B cell  activation 
leads  to  hypergammaglobulinemia. 
The  presence  of  macroamylase  in  pa- 
tients who  are  HIV  positive  reflects  this 
immunoglobulin  excess  and  subse- 
quent complex  formation  with  normal 
amylases. 

The  clinician  must  differentiate 
macroamylasemia  from  other  conditions 
that  are  associated  with  hyperamy- 
lasemia  in  HIV  infection.  Antiretroviral 
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therapy  (didanosine  and  zalcitabine) 
may  cause  drug-induced  pancreatitis 
(7).  Opportunistic  infections  caused  by 
cytomegalovirus,  fungi,  and  mycobacte- 
ria may  induce  both  pancreatic  and  sali- 
vary inflammation  and  may  cause  high 
amylase  levels  in  the  serum.  Sources  of 
amylase  other  than  the  pancreatic  acinar 
cells  and  parotid  gland  should  be  con- 
sidered, including  sweat  glands,  lactat- 
ing  mammary  glands,  lung,  fallopian 
tubes,  and  the  liver  (8). 

Many  reverse  transcriptase  inhibitors 
are  implicated  often  in  drug-induced 
pancreatitis.  The  current  availability  and 
success  of  protease  inhibitors  has  ush- 
ered in  new  strategies  in  HIV  therapy 
that  require  triple  combination  of  anti- 
retroviral agents.  In  those  ±erapeutic 
failures  accompanied  by  a steady  decline 
in  CD4  count  and  an  increasing  viral 
load,  clinicians  are  advised  to  change  at 
least  2 medications  at  a time  to  prevent 
viral  resistance.  This  presents  a chal- 
lenge to  the  physician  who  has  a limited 
repertoire  of  antiretroviral  agents  from 
which  to  choose.  Issues  of  drug  cross-re- 
sistance increase  this  challenge.  In  cases 
where  didanosine  or  zalcitabine  remain 
as  an  attractive  option  for  a patient 
treated  previously  with  multiple  reverse 
transcriptase  inhibitors,  the  presence  of 
macroamylase  should  not  contraindicate 
the  use  of  these  agents.  In  this  setting, 
we  feel  that  lipase  levels,  which  are  more 
specific  and  sensitive  in  diagnosing 
acute  pancreatitis,  should  be  measured 
periodically  to  monitor  drug-induced 
pancreatitis  instead  of  amylase  (8). 

Macroamylasemia  should  be  sus- 
pected in  any  asymptomatic  patient 
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iwith  persistent  hyperamylasemia,  nor- 
mal renal  function,  and  a very  low 
amylase/creatinine  clearance  ratio. 

I Recognition  of  this  clinical  entity  prevents 
; expensive,  prolonged,  and  sometimes 
unnecessary  work-up  (eg,  ultrasonog- 
raphy and  computerized  tomography), 
j While  an  interesting  biochemical  phe- 
nomenon, macroamylasemia  does  not 
require  therapy. 

I 

I 

I 
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Allergy 


Dermatology 


Corpus  Christ!  Allergy  & Asthma  Center 

James  A.  Caplin,  MD 
AAA,  ACA,  AACIA 

Allergy,  Asthma,  and  Clinical  Immunology 
2250  Morgan  Avenue,  Corpus  Christie,  Texas  78405 
Telephone  (512)  888-6782 


Anesthesiology 


Gonzales  & Sanchez,  PA 

Diagnostic  and  Therapeutic  Preventive  Healthcare 
Anti-Aging  Medicine 


Justo  J.  Gonzales,  MD,  FACA 

Diplomate  American  Academy  of  Pain  Management 

Evaluation,  diagnosis,  and  treatment  of  acute,  chronic,  and  recurrent  pain 

Differential,  diagnostic,  and  therapeutic  nerve  blocks 

Spinal  cord  stimulation  Implantable  intraspinal  narcotic  pumps 


Robert  F,  Bloom,  MD 

Mohs  Surgery  for  Skin  Cancer 
Dermatologic  Surgery 
Malignant  Melanoma 
Dysplastic  Nevi 
Cutaneous  Oncology 
2201  Oxford  Avenue,  Suite  104 
Lubbock,  Texas  79410;  (806)  797-6631 


Gynecologic  Oncology 


Mark  G.  Doherty,  MD,  FACOG,  FACS 

Malignant  and  Premalignant  Female  Genital  Disease 
Texas  Oncology,  P.A. 

7940  Floyd  Curl  Drive,  Suite  720 
Medical  Center  Tower  II 
San  Antonio,  Texas  78229 
(210)  692-1918,  Fax  (210)  692-7379 
Doctor's  only  toll-free  (888)  614-2400 


XochitI  B.  Sanchez,  MD 

Diplomate  American  Board  of  Anesthesiology 
Anesthesiology 

7777  Forest  Lane  (972)  566-4890 

Suite  C-538  Answered  24  hours 

Dallas,  Texas  75230  Fax  (972)  566-4894 


Edward  A.  Talmage,  MD,  FACPM 

Diplomate  American  Board  of  Anesthesiology 
Fellow  American  College  of  Pain  Medicine 


Hand  Surgery 


David  J.  Zehr,  MD  — Microsurgery 

Arnold  V.  Dibella,  MD  — Wrist  Derangements 

Paul  R.  Ellis,  MD 

Diplomates  American  Board  of  Orthopaedic  Surgery 
Hand  Surgery  and 

Upper  Extremity  Reconstructive  Surgery 

3600  Gaston  Ave.,  Suite  450,  Dallas,  Texas  75246;  (214)  823-5351 

LANKFORD  HAND  SURGERY  ASSN. 


INTERVENTIONAL  PAIN  MEDICINE 

Diagnostic  & Therapeutic  Nerve  Blocks 
Neurolytic  Procedures 
Radio  Frequency  Lesioning 

Suite  403,  West  Houston  Doctors  Center,  12121  Richmond  Avenue,  Houston  77082; 
(281)496-1006 


Phillip  E.  Hansen,  MD 

ORTHOPEDIC  ASSOCIATES  OF  DALLAS 

Surgery  of  the  Shoulder,  Elbow  & Hand 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-709C 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116,  Dallas,  Texas  75230; 

(214)  661-7010 


Bariatric  Surgery 


Medical  Oncology 


Ira  J.  Kasper,  M.D.,  P.A. 

General,  Vascular  & Bariatric  Surgery 

American  Society  of  Bariatric  Surgery 

Diplomate  American  Board  of  Surgery 

Surgery  for  Morbid  Obesity  & Co-Morbid  Conditions 

5420  Dash  wood.  Suite  201,  Houston,  Texas  77081 

(713)  667-9100  Fax  (713)  667-9133 


— Medical  Oncology/Hematology 
MD  — Medical  Oncology 


Janet  Macheledt,  MD 
Frankie  Ann  Holmes, 

Texas  Oncology,  P.A. 

909  Frostwood,  Suite  221 
Houston,  Texas  77024 
Telephone  (713)  467-1722 
Fax  (713)  467-1704 


5618  Medical  Center  Drive,  Suite  201 
Katy,  Texas  77494 
Telephone  (713)  392-2757 
Fax  (713)  392-8148 
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Neurological  Surgery 


CENTER  FOR  NEUROLOGICAL  DISORDERS,  P.A. 

George  F.  Cravens,  MD 
Lee  Kesterson,  MD 
Gregory  A.  Ward,  MD 

1319  Summit  Avenue  Suite  200 
Fort  Worth,  Texas  76102-4423 
Telephone  (817)  336-0551 


Drs.  Smiih  and  Wheeler 

Ronald  Smith,  MD,  Deceased 
Joe  Ellis  Wheeler,  MD 

1750  Eighth  Avenue  Place,  Suite  # 530,  Fort  Worth,  Texas  76104 
'Telephone  (817)  335-3966 


lOphthalmology 


Louis  M.  Alpern,  MD,  MPH,  FACS,  PA 

Diplomate  American  Board  of  Ophthalmology 
Diseases  and  Surgery  of  the  Eye 

2201  North  Stanton,  El  Paso,  Texas  79902  For  both  locations: 

1030  North  Zaragosa  Road,  Suite  Y,  El  Paso,  Texas  79907  (915)  545-2333 


Orthopedic  Oncology 


Richard  G.  Buch,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
I Fellowship  Trained  in  Orthopaedic  Oncology 

. Specializing  in  musculoskeletal  tumors,  infections,  and  major  joint  reconstrcution  in 
both  adults  and  pediatrics. 

^ Medical  City  Dallas  St.  Paul  Professional  Building  I 

7777  Forest  Lane,  Building  C,  Suite  737  5959  Harry  Hines  Blvd.,  Suite  420 

Dallas,  TX  75230  Dallas,  TX  75235 

I Telephone  (972)  566-4400  Fax  (972)  566-4317 


Mayme  F.  Richie-Gillespie,  MD 

Diplomate  American  Board  of  Orthopaedic  Surgery 
Fellowship  Trained  in  Orthopaedic  Oncology 
Orthopaedic  Surgery-Oncology  Limb  Salvage  Surgery 

Metastatic  Bone  Disease  Osteomyelitis 

The  Bone  and  Joint  Clinic,  L.L.P. 

1651  W.  Rosedale,  Suite  100  (817)  335-4316 

Fort  Worth,  Texas  76104 


Orthopedic  Surgery 


SPINE  DIAGNOSTICS  & THERAPEUTICS,  P.A. 

Steven  L.  Remer,  MD  J.L.  White  Jr.,  MD 

Diplomates  of  the  American  Board  of  Anesthesiology 
Fellowships  in  Pain  Management 

Specializing  in  interventional  spinal  diagnostic  and  therapeutics  injections  and 
spinal  pain  management  techniques. 

Pain  Management  Center  at  Presbyterian  Hospital  of  Plano 
6200  W.  Parker  Road,  MOB-1,  Suite  412,  Plano,  Texas  75093; 

Phone  (972)  608-8592;  Fax  (972)  608-8462 


W.B.  CARRELL  MEMORIAL  CLINIC  ASSOCIATED 

Orthopedic  Surgery 

L.  Ray  Lawson,  MD 
Robert  D.  Vandermeer,  MD 
R.  Stephen  Curtis,  MD 
William  A.  Bruck,  MD 
W.Z.  Burkhead,  Jr.,  MD 
Richard  D.  Schubert,  MD 

A Professional  Association 
2909  Lemmon  Ave.,  Dallas,  Texas  75204-2385;  (214)  220-2468;  Fax  (214)  720-1982 


John  A.  Baker,  MD 
James  R.  Sackett,  MD 
Daniel  E.  Cooper,  MD 
Paul  C.  Peters,  Jr.,  MD 
Andrew  B.  Dossett,  MD 
Eugene  E.  Curry,  MD 


ORTHOPEDIC  ASSOCIATES  OF  DALLAS 


John  B.  Gunn,  MD 
Huntly  G.  Chapman,  MD 
Phillip  E.  Hansen,  MD 
James  M.  Lancaster,  MD 
James  W.  Brodsky,  MD 


Kurt  W.  Rathjen,  MD 
Craig  C.  Callewart,  MD 
Kenneth  A.  Stephenson,  MD 
Robert  G.  Viere,  MD 
Thomas  C.  Diliberti,  MD 


Orthopedic  Surgery 

Landry  Towers,  411  North  Washington,  Suite  7000,  Dallas,  Texas  75246;  (214)  823-7090 
Medical  City  Dallas  II,  7777  Forest  Lane,  Suite  B116 
Dallas,  Texas  75230;  (972)  556-7010 


THE  BONE  & JOINT  CLINIC 

1651  West  Rosedale,  Fort  Worth,  Texas  76104;  (817)  335-4316 

Joseph  H.  Gaines,  MD,  PA 
Steven  J.  Mackey,  MD,  PA 
Stephen  L.  Brotherton,  MD,  PA 
Joseph  C.  Milne,  MD,  PA 
Mayme  Richie-Gillespie,  MD,  PA 
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Orthopedic  Surgery,  Pediatric 


WALTER  P.  BOBECHKO,  MD,  FRCSC 

Emeritus  Chairman  Hospital  for  Sick  Children,  Toronto 
Exclusively  children’s  orthopedics,  bone  tumors  of  children,  scoliosis, 
Ilizarov  lengthening,  congenital  deformities 

7777  Forest  Lane,  Suite  C,  Dallas,  Texas  75230 
(972)  566-6700 


Orthopedic  Surgery,  Spine 


JOHN  A.  SAZY,  MD 

Reconstructive  Spine  Surgery 
Revision  Spine  Surgery 
Scoliosis  Surgery 
General  Orthopedics 

Fellowship:  The  Chicago  Spine  Fellowship 
Director:  R.L.  Dewald,  MD 

3217  Omega  Drive,  Arlington,  Texas  76014;  (817)  468-4422;  Fax  (817)  468-7676 


Physical  Medicine  & Rehabilitation 


ROBERTO  G.  ROLFINI,  MD 

Diplomate  American  Board  of  Physical  Medicine  & Rehabilitation 
Rehabilitation  Medicine  and  Electromyography 

102  Rosa  Verde  Tower,  343  W.  Houston  Street 
San  Antonio,  Texas  78205;  Telephone  (210)  226-2424 


DIRECTORY  RATES  & DATA:  Space  is  available  to  TMA  members  at  $80  per  column 
inch  per  month  and  listings  must  run  for  a minimum  of  six  months.  A discount  of  5% 
is  allowed  for  six  months'  advance  payment.  New  listings,  changes,  or  cancellations 
should  be  sent  to  Genia  Owens,  Advertising  Manager,  Texas  Medicine,  401  West  15th 
St.,  Austin,  TX  78701.  Deadline  is  the  1st  of  the  month  preceding  publication  month. 


Start  the  new  year  off 
with  January’s  issue  of 
Texas  Medicine. 


We’ll  explore 


The  billing  and  collecting  battle 
Medicare  cuts 
The  1999  Texas  Legislature 
Tobacco  money 
Interim  session 

For  more  information,  call  Larry  BeSaw,  managing  editor, 
at  (800)  880-1300,  ext.  1383,  or  (512)  370-1383, 
or  e-mail  larry_b  @ texmed.org. 

Also  consult  the  TMA  Web  site  at  ivww.texmed.org. 
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OPPORTUNITIES  AVAILABLE 
Emergency  Medicine 

Need  doctors  to  cover  weekends  in  rural  hospitals, 
'all  Jerry  at  The  Lewis  Group  for  more  information. 
(800)  460-8159. 

LONGVIEW,  TEXAS:  Opportunity  for  BC  PC 
physicians  to  join  local  independent  physician 
owned  group  in  East  Texas.  Full  and  part-time 
positions  available  in  Minor/Emergency  Center 
(volume  approx.  2,000  monthly)  at  Good  Shepherd 
Medical  Center.  This  is  a 349-bed  regional  referral 
medical  center,  Level  II  trauma  center.  Competitive 
compensation  and  paid  malpractice.  For  more 
information,  please  fax  CV  to  (817)  491-2921  or 
call  (800)  346-0747. 


Clinic  practice  in  Tyler  and  surrounding  area. 
Flexible  hours.  Excellent  compensation.  BE 
required.  Primary  and  moonlighting  positions 
available.  Fax  CV  to  (817)  496-9889. 

EMERGENCY  MEDICINE  CONSULTANT.S.  LTD. 

6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth,  TX  76II2 
(888)  DOCS-91I 


Growing  ER  practice  needs  physicians  in 
Sherman, Texas.  Stable  practice  with  con- 
venience care,  occupational  and  hyper- 
baric medicine.  Competitive  salary  and 
benefits.  Fax  resume  to  (903)  891-2025  or 
call  Lisa  Morgan  at  (903)  870-4609^ 


Call  Toll  Free 

1-888-DOCS-911 

(Local;  817-496-9700) 

TEXAS:  Regional  emergency  groiq)  has  held 
20-year  contract  to  staff  nationally  recognized 
ED.  Contracts  range  front  14,000-60,000  pt  vis- 
its annually.  Earn  excellent  compensation  as  an 
independent  contractor  without  the  day-to-day 
hassles  of  managing  your  own  [tractice.  Fax 
(817)  496-9889  or  send  CV  to: 


EMERGENCY  MEDICINE  CONSULTANTS,  LTD. 
6451  Brentwood  Stair  Road,  Suite  200 
Fort  Worth  TX  76112 


Family/General  Practice 

Wanted:  Semi-retired  Generalist  Medical  Di- 
rector in  alternative  medical  practice.  Part  time.  Gar- 
land, Texas.  Fax  CV  to  (817)  424-1059,  or  contact 
David  or  Lisa  at  (972)  494-9605. 

Part-time  opportunity  in  conjunction  with  State 
agency.  1 day/week  or  1 day/month,  Saturdays  OK. 
Earn  up  to  $1,500  per  day.  No  overnight  travel  re- 
quired. Send  CV  to  ad  reply  attn:  David,  509B  West 
Lynn,  Austin,  TX  78703. 

Family  Practice  — excellent  opportunities. 

Attractive  FP  openings  to  join  well-established  prac- 
tices in  the  Dallas/Ft.  Worth  area  and  in  South  Texas 
just  45  miles  west  of  the  Gulf  of  Mexico.  Board 
eligibility/certification  required.  Reply  confi- 
dentially to  Laura  Brown.  Phone  (800)  338-7107; 
fax  (414)  427-7251;  e-mail:  fha@execpc.com. 

Work  with  wonderful  colleagues  and  serve  a 
population  that  needs  your  skill  and  care.  We  are  Se- 
ton  South  Community  Health  Center,  looking  for  a 
BC/BE  family  practitioner  to  join  us.  This  is  a part- 
time  position,  with  good  benefits  and  flexible  hours. 
No  hospital  work.  The  clinic  is  supported  by  the  fa- 
cilities of  the  Seton  network  in  Austin.  We  are  com- 
mitted to  high  quality  care  and  a positive  working 
environment.  Spanish  language  skills  are  very  help- 
ful. If  you  are  interested  please  contact: 

Anne  Cooper,  M.D. 

Seton  South  Community  Health  Center 

3706  South  First  Street 

Austin,  TX  78704 

Fax  (512)  324-4949 

(512)  324-4940 

Physician  Opportunity  is  available  in  Dallas/Fort 
Worth  and  Longview.  Low  stress,  office  based  prac- 
tice. No  nights,  no  emergencies,  and  no  hospital 
work.  Paid  malpractice.  M-F.  Lucrative  salary  and 
benefits.  Call  Lisa  Abell  at  (800)  254-6425,  or  fax  CV 
to  (972)  256-1882. 

Primary  Care  Physician  (IM  or  FP)  needed  for 
city  20  minutes  from  Fort  Worth.  Opportunity  to 
make  salary  of  200K  -t-  per  year.  Limited  call  and  in- 
patient work.  Great  Opportunity!  Fax  CV  to  (817) 
613-0211  or  call  (817)  613-8261. 

BC/BE  FP  needed  for  family  clinic/minor  emer- 
gency center.  Best  of  Dallas  metroplex  and  suburbs. 
Fax  W to  Plano  Medical  Center  (972)  596-4641. 


^ Methodist 

Hospitals  of  Dallas 

EMERCENCY  IVIEDICINE 

B/E  or  B/C  full-time  emergency-trained 
physicians  needed  to  staff  busy  emergency 
rooms  on  each  of  our  hospital  campuses, 
Methodist  Medical  Center  and  Charlton 
Methodist  Hospital.  Excellent  medical  staff 
and  teamwork  among  hospital  departments. 
ER  physicians  arc  independent  contractors 
with  an  excellent  pay  structure  and  paid 
malpractice. 

OTOEARYNCOEOCY 

Excellent  opportunity  for  a board 
eligible/certified  otolaryngologist  to  pro- 
vide general  ENT  services  in  south  Dallas 
County.  Nice,  progressive  hospital  facilities 
nearby.  Incoming  physician  would  prefer- 
ably associate  with  an  established  practi- 
tioner in  the  area  or  consider  establishing  a 
solo  practice  with  hospital  support. 

RHEUMATOLOGY 

Great  need  for  a board  eligible/certified 
rheumatologist  to  establish  a private  prac- 
tice in  the  immediate  service  area  of 
Methodist  Medical  Center  in  Dallas.  Com- 
petitive income  guarantee,  start-up  assis- 
tance, marketing  allowance  and  relocation 
expenses  available  to  qualified  physician. 

CARDIOLOGY 

Six  physician,  all  board  certified  cardiol- 
ogy group  seeks  two  additional  cardiolo- 
gists (electrophysiologist,  non-invasivc 
cardiologist)  to  join  this  busy,  progressive 
group  over  the  next  two  years,  (iroup  has 
two  medical  offices,  one  on  each  of  the 
two  Methodist  Hospitals  of  Dallas  cam- 
puses located  10  minutes  apart  in  south 
Dallas  County. 

Additional  group  practice  opportunities 
also  available. 

Please  forward  CV  to  .Susan  Cogburn,  Physi- 
cian Recruiter  c/o  Methodist  Hospitals  of  Dal- 
las, PO  Box  65.5999,  Dallas,  TX  75265.  Phone 
(214)  947-4579,  fax  (214)  947-4502.  e-mail: 
susancogburnlsdnhd.com. 
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Internal  Medicine 

N.E.  Houston  practice  of  internal  medicine 
has  an  opening  for  a third  partner.  Fax  CV  to 
(713)  674-6366. 


Locum  Tenens 


ng  a new  career  course 
doesn't  hove  to  feel  like  re-discovering 
the  New  World.  Staff  Care  will  serve: 
os  your  guide  to  explore  the  adventurous  -■ 
: realms  of  LOCUM  TENENS.  Travel,  licen-^ 

'■X  <1  rt 

sure  and  occurrence  malpractice  insurance 
are  inclusive  in  our  total  package  designed" 
fo  give  you  nationwide  opportunities.,.!' 

Based,  Texas  Best!  , 
Endorsed  by  Texas  Medical  Association} 


For  more  info  about  our  LOCUM  TENENS 


Staff 


he, 


./S 


J^ei^adef  in  Lacum%jie^s  Slamng 


^ 211.11)71^ 

fllfG/wc  ..,  Western  Destination^ 

^ 8IIIM)?iS.2272 

Midwest  & Eastern  Destinations 


www.locumsnet.com 
UNABLE  TO  PLACE  J-1  OR  H I PHYSICIANS 


The  right 
opportunity 

is  hard  g 

00 

to  find.  I 


So  we  do 
it  for  you. 

terim  Physicians 
has  been  helping 
doctors  find  what 
they’re  looking 
for  since  1979-  If  you  are  looking 
for  a locum  tenens  position  and 
need  someone  to  help  you  reach 
your  professional  goals, 
call  us  today. 

(800)  531-1122 

P H Y S I C I A N S® 

www.interim.com/physicians 


Orthopedic  Surgery 

ORTHOPEDIC  SURGEON  needed  in 

Dallas/Fort  Worth  for  orthopedic  consultations.  No 
surgery,  no  weekends,  no  call.  Contact:  Lisa  Abell  at 
K Clinic,  (800)  CLINIC  K,  (972)  255-5533,  or  fax 
CV  to  (972)  256-0056. 


Radiology 


WANTED:  Board  certified 
general  Diagnostic  Radiologist  for 

permanent  position  at  a hospital  in 
Central  Texas.  Generous  salary  and 
benefits.  Flexible  start  date.  Locum 
tenens  coverage  also  needed.  Call 
(254)  519-8185  or  (254)  519-8186. 


Other  Opportunities 

TEXAS,  Graham;  Directorship  opportunity.  Lo- 
cated just  over  an  hour  from  Fort  Worth,  near  Possuir 
Kingdom.  New  ED  to  be  completed  in  1999.  Level  4 
ED  with  annual  volume  of  7,000.  Experienced  and 
stable  nursing  staff  with  highly  skilled  medical  staff 
with  specialists  available.  Competitive  compensation. 
Contact:  Sally  Smith  Williams,  MEPA,  (800)  346- 
6687,  fax  (972)  789-0339;  e-mail:  opportunities© 
med-edge.com. 

PHYSICIAN  ASSISTANT:  Geriatric  Practice 
looking  for  physician  assistant.  Will  start  part  time 
and  work  into  full  time.  Must  be  able  to  generate  his 
own  income.  Please  fax  resume  to  (903)  839-4148  or 
e-mail  it  to  docrbt@ballistic.net. 

OKLAHOMA  CITY  -Outstanding  opportunity 

to  join  great  group.  Join  MEPA  at  Presbyterian  Hos- 
pital. 23K  annual  ED  visits,  BC/BP  Emergency  Medi- 
cine, Paid  Malpractice,  Competitive  Compensation, 
Employee  Status  w/  benefits.  For  more  information, 
contact  Lasca  Pierson  at  MEPA,  (800)  346-6687;  fax 
(972)  789-0339;  or  e-mail  opportunities@med- 
edge.com. 


PRIVATE  PRACTICE  OPPORTUNITIES 


(in  all  specialties) 

Texas  & Sunbelt  States 
Call  1-800-284-4560  / Houston  281-493-2797 

Or  send  CV  to:  Reuben 


PO  Box  42314 
Houston,  TX  77242-2314 
FAX  281 -493-2234 


B r o n s t e i n 
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Dther  Opportunities 


GENERAL  CARDIOLOGIST 
RHEUMATOLOGIST 
NEUROLOGIST 


TEXAS  GULF  COAST:  Progressive,  expanding  multi-specialty  clinic  is  seeking  an  experienced  BC/BE 
GENERAL  CARDIOLOGIST,  RHEUMATOLOGIST  and  NEUROLOGIST  to  join  established  practices. 
These  positions  will  require  energetic  individuals  willing  to  provide  health  care  services  in  an  active  group 
setting.  Competitive,  guaranteed  salary  with  bonus  productivity  plan.  Shareholder  status  available  in  24 
months.  Malpractice  insurance,  health  insurance  and  professional  dues  in- 
cluded in  benefit  plan.  Relocation  and  interview  expenses  paid.  This  semi- 
tropical  location  offers  an  economically  solid,  safe  community  with  excellent 
schools  and  a variety  of  cultural  and  outdoor  recreational  opportunities. 


Contact  or  send  CV  to: 

Dianne  Brumley,  Physician  Recruitment  Director 

Valley  Diagnostic  Clinic 

2200  Maine  Drive,  Harlingen,  Texas  78550 

Telephone  (800)  852-4543 

In  Texas  (800)  338-4590 

Or  (956)  421-5080 

Fax  (956)  423-0345 


VALLEY  DIAGNOSTIC  CLINIC 


STAFF  PHYSICIAN 

t r KERRVILLE  STATE  HOSPITAL 

UBIBim 

Kerrville  State  Hospital  is  now  accepting 
applications  for  the  position  of  Staff  Physi- 
cian. Kerrville  State  Hospital  is  a JCAHO  ac- 
credited, modern  200-bed  mental  health 
facility  of  the  Texas  Department  of  Mental 
Health  and  Mental  Retardation.  Kerrville 
State  Hospital  is  located  in  the  beautiful  "Hill 
Country"  of  Texas,  60  miles  northwest  of  San 
Antonio  and  no  miles  southwest  of  Austin. 

The  Staff  Physician  provides  non-psychiatric 
medical  care  through  assessments,  evalua- 
tions, examinations,  diagnosis,  treatment  and 
discharge  planning  for  adult  patients  in  need 
of  acute  psychiatric  to  long-term  geriatric 
care. 

The  qualifications  for  this  position  require 
the  applicant  to  be  licensed  to  practice  medi- 
cine in  the  State  of  Texas,  successfully  com- 
pleted an  approved  residency,  and  have 
three  years  post-residency  experience  in  that 
residency  specialty.  Board  certification  is  a 
plus.  Ability  to  work  harmoniously  with 
medical  staff  colleagues,  interdisciplinary 
team  members  and  patients  and  families. 

The  annual  salary  range  for  this  position  is 
$92,160  to  $123,996.  The  final  salary  will  be 
based  on  the  selected  applicant's  qualifica- 
tions. Additional  compensation  if  on-call 
duty  is  worked.  Excellent  benefits  program, 
paid  health  and  life  insurance,  vacation  and 
sick  leave. 

Qualified  candidates  may  forward  applica- 
tions and  CVs  to:  Human  Resources,  Kerrville 
State  Hospital,  721  Thompson  Drive,  Kerrville, 
Texas  78028.  Phone  - (830)  896-22U-X6202 


POSITIONS  WANTED 

PATHOLOGIST,  board  certified,  AP,  CP  and  Der- 
matopathology,  20  plus  years  experience,  just  retired 
from  Army,  seeking  full-time,  part-time  or  locum 
tenens  positions  in  Dallas-Fort  Worth  area.  Other  ar- 
eas considered  for  part-time.  Licensed  in  Texas, 
Kansas,  Georgia,  Illinois.  Available  immediately. 
Contact  (214)  221-1732  or  fax  (214)  221-1733. 


Situations  Wanted 

stroke  Neurologist  experienced  in  setting  up  acute 
stroke  treatment  programs,  stroke  clinical  pathways, 
and  stroke  units.  Please  reply  to  Ad  Box  #1202,  Texas 
Medicine,  401  W.  15th  St.,  Austin,  TX  78701-1680. 


FOR  SALE  OR  LEASE 
Practices  For  Sale 

GREAT  OPPORTUNITY.  Private  medical  prac- 
tice available.  Large  metropolitan  area.  Reply  to  Ad 
Box  1190,  Texas  Medicine,  401  W.  15th  St.,  Austin,  TX 
78701. 


Office  Space  Available 

AUSTIN:  Doctor’s  Office  for  Lease,  NW,  Steck 
and  Mopac.  Great  location,  trees,  view.  Finished 
out  with  darkroom  and  X-ray  unit  (for  sale). 
Available  Feb.  1999.  1,566  s.f.  Contaa  Jeff  Henley 
(512)  346-0292  about  lease;  (512)  346-3536 
about  X-ray. 


Land  For  Sale 

LAND  SALE  — Lampasas  County  418-acre  ranch 
— 1883  house  with  bams  and  corrals,  water  line  and 
well;  excellent  hunting  — deer,  quail,  dove;  paved 
road.  Can  divide.  Call  after  6 pm,  (512)  453-6812. 
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BUSINESS  AND 
FINANCIAL  SERVICES 


FINANCING  ALL  THE  NEEDS 
OF  HEALTHCARE  PROFESSIONALS 


Incredible  Service  for  over  72,000  Doctors! 

• Equipment  Leasing/Financing 

• Leasehold  Improvements 

• Supply  Contracts 

• Working  capital. 

• Application  only,  $150,000 

• Start  ups,  practice  acquisitions, 
buy-ins.  Competitive  fixed  rates. 

lei  1-80(1-225-2488  Fax  l-80()-52(i-025‘) 
Secure  websile.  httpi/ATOcv.lipsc-Coni 


MEDICAL  TRANSCRIPTION 


Advertising  Rates  & Data  — Regular  classified  ad- 
vertising sells  for  $2.00  per  word,  minimum  25  words 
or  $50,  per  issue.  We  do  not  count  articles  (a,  an, 
the). 

Display  classified  advertising  sells  for  $95  per  column 
inch,  with  a one  inch  minimum.  A variety  of  type- 
faces, logos,  and  borders  may  be  used  in  display  clas- 
sified ads.  Discounts  are  available  for  display 
classified  ads  5 inches  and  larger. 

5 to  9 V2  inches  $85/inch 

10  to  19  V2  inches  $70/inch 

20  and  above  $65/inch 

TMA  members  receive  a 10%  discount  for  classified 
advertising  in  Texas  Medicine.  Ad  box  numbers  can  be 
substituted  for  formal  addresses  upon  request  at  no 
extra  cost.  Name  and  address  of  ad  box  number  list- 
ings cannot  be  given  out  unless  specific  permission  to 
do  so  has  been  given.  The  advertising  office  will  not 
contact  ad  box  number  holders  except  by  mail.  Copy 
deadline  is  the  1st  of  the  month  (or  the  closest  busi- 
ness day)  preceding  publication.  Send  copy  to  Genia 
Owens,  Advertising  Manager,  Texas  Medicine,  401  W. 
15th  St.,  Austin,  TX  78701. 


Express  Transcription  Services,  Inc.,  a physi- 
cian-owned company,  offers  services  to  Texas 
healthcare  professionals.  Our  state-of-the-art 
voice  recorder  is  conveniently  available  to  you 
for  dictation  via  any  telephone,  24  hours/day, 
every  day.  Twenty-four  hour  turnaround  of 
accurate  transcription  by  experienced,  well- 
trained  personnel.  For  more  information  call 
toll-free  1-888-799-1399. 


Have  your  own  web  site.  Doctor  Web  Site  design 
and  hosting.  For  more  information  call  Dr.  Martin 
Consulting,  Inc.  at  (903)  885-9758. 


LEGAL  SERVICES 

Legal  Representation  of  Health  Care  Professionals 

• Health  Care  Fraud  • Medicare  Fraud 

• Improper  Billing  • Professional  Grievances 

Jeffrey  C.  Grass 
Attorney  at  Law 
(214)  367-8514 

*Nol  certified  by  the  Board  of  Legal  Specialization  by  choice 
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Educational  Opportunities 


ULTRASOUND  EDUCATION 


Emcr^cncv  Medicine 

January  7-9,  1999 

Advimced  Biner^ency 
Medicine 

February  19-20,  1999 
July  9-10,  1999 

Family  Practice 

February  4-b,  1999 

Echocardiography 

Jan.  25-Feb.  1,  1999 

Endoimginal 

December  11-12 

Vascular 

December  14-18 
February  8-12, 1999 

Abdominal  Dofyder 

January  16, 1999 

OB/GYN  (5  Day) 

December  7-11 
January  18-22,  1999 

Prostate 

March  6,  1999 

Carotid  Duplex 

February  25-27, 1999 

Courses  listed  above  are  held  in  Houston,  TX.  Con- 
tract courses  can  be  brought  to  your  location,  mini- 
mum enrollment  required.  Call  (800)  239-1361  for 
more  information  and/or  a free  catalog. 

Advanced  Health  Education  Center 
8502  Tybor  Street,  Houston,  TX  77074 

Approved  for  AMA  Category  1 credit 


w w w . a h e c o n 1 1 n e , c o m 


PAN  AMERICAN  ALLERGY  SOCIETY 

43"^  Annual  Training  Course  & Seminar 
March  10-14, 1999 

Plaza  San  Antonio  Hotel,  San  Antonio,  Texas 
Program  Director  Edwyn  L Boyd,  MD 

Basic  course  in  quantitative  skin  testing  techniques  designed  with 
the  primary  care  physician  and  allied  health  care  professionals 
in  mind.  Offering  31.5  hours  of  CME.  Inquiries:  Ann  Brey, 
Executive  Secretary,  PO  Box  947,  Fredericksburg,  TX  78624. 
Telephone  (830)  997-9853;  fax  (830)  997-8625. 


A Capitol  Salute 

1999  TEXPAC  Retreat  and 
TMA/TMA  Alliance  Capitol  Check-Up 

Austin  ★ March  23  & 24,  1999 

Texas  Medical  Association,  Doubletree  Guest  Suites,  and  State  Capitol 

Sponsors:  Texas  Medical  Association  ★ TEXIAC 
★ Texas  Medical  Association  Alliance 

Learn  ... 

★ How  to  communicate  with  legislators  and  be  a voice  for  medicine 
★ The  issues  & TMA’s  positions  ★ About  hot  issues  facing  the 
’99  session  from  state  officials,  consultants  and  TMA’s  lobby  team 

Also  ... 

★ Create  visibiUty  by  participating  in  the  Health  Fair  in  tlie  Capitol  Rotunda 


Physicians  and  alliance  members  are  urged  to  attend! 

For  more  information  call  (800)  880-1300,  ext.  1328,  or  e.vt.  1363 
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BackTalk 


Question 

What  community  service  projects 
have  you  participated  in  and  why? 


ii  D ecause  studies  have  shown  that  active  participation 
L^in  music  — either  playing  an  instrument,  singing  in 
a choir,  or  dancing  with  a group  — enhances  a child’s  mind 
in  many  areas,  such  as  mathematics  and  science,  I have  vol- 
unteered on  several  music  boards:  Lubbock  Youth  Symphony, 
Lubbock  Symphony  Orchestra  (president,  1982  and  1992), 
Ballet  Lubbock  (vice  president,  1995-present),  Lubbock  Chil- 
dren’s Choir  (president,  this  year),  and  Lubbock  Civic  Chorale 
(president,  this  year).  To  help  poor  families  who  have  sick 
children,  I volunteer  at  the  Sick  Children’s  Clinic.  I also  have 
volunteered  on  other  boards,  such  as  the  Southwest  Institute 
for  Addictive  Diseases  at  Texas  Tech,  and  I work  on  raising 
money  for  the  United  Way  each  year.” 

Robert  L.  Stripling,  Jr,  MD,  58 

pediatrics,  Lubbock 

ti  I act  as  a volunteer  team  physician  to  2 of  our  local  high 
I schools.  It  is  wonderful  exposure  in  the  community, 
and  it  is  very  gratifying  to  work  closely  with  school  staff  and 
with  a lot  of  our  young  people  in  the  community.” 

Maxwell  L.  Axler,  MD,  54 

family  practice.  Sugar  Land 

C t I ’m  involved  with  mentoring  programs  at  area  schools 
land  churches  for  at-risk  minority  teens  aged  11-14.  A 
child’s  life  can  be  influenced  by  positive  role  models,  and  dif- 
ferent choices  can  be  made.” 

Theresa  L.  Robinson,  MD,  40 

obstetrics- gynecology,  LLouston 


Back  Talk  is  a nonscientific  sampling  of  Texas  physicians'  opinions  on  a topic  of  in- 
terest. Physicians  are  polled  by  telephone,  fax,  or  e-mail.  We  welcome  suggestions 
for  future  topics.  Send  them  to  Texas  Medicine,  Back  Talk,  401  W 15th  St,  Austin,  TX 
78701;  fax  them  to  (512)  370-1632;  or  e-mail  them  to  m..  mcever@texmed.org. 


1 1 [5  ig  Brothers/Big  Sisters  of  America,  through  its  local 
U branches,  has  an  enormous  impact  on  the  future  — 
our  children.  I have  been  a ‘big  brother’  to  a child  and  have 
served  for  years  on  the  local  board  of  directors.  I urge  others 
to  get  involved.” 

Joseph  W.  Stephens  III,  MD,  55 

plastic  surgery,  Arlington 

t A I play  percussion  in  the  community  band  in  New  Braun- 
I fels.  We  play  at  local  parades,  fairs,  and  holiday 
events.  We  even  went  to  Germany  in  1996  as  representatives 
to  Braunfels,  Germany.  I enjoy  having  an  opportunity  to  play 
as  an  adult  in  a volunteer  organization.” 

Brenda  K.  Covey,  MD,  43 

anesthesiology,  New  Braunfels 

1 1 1^1  ext  to  the  local  high  school  there  is  an  elevated  wa- 
ter  storage  tank  that  the  city  painted  red  and  white 
with  the  school’s  ‘Columbus  Cardinal’  prominently  displayed. 
I was  able  to  help  accumulate  private  funds  for  lighting  the 
Cardinal  Tower  red  after  high  school  victories  in  academics 
and  athletics.  The  young  people  are  very  proud  when  they 
are  able  to  light  up  their  tower  to  celebrate  another  victory.” 

Tom  B.  Hancber,  MD,  52 

internal  medicine,  Columbus 
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